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r 24  hours  with  a single  tablet 

EL  differs  from  ordinary  sulfonamides  because  it  affords  all  these  clinical  advantages: 
et-a-day  schedide— greater  convenience  and  economy  for  patients  • rapid  effect  — prom])t 
tion  • prolonged  actfon  — effective  plasma  and  tissue  concentrations  sustained  day  and  night 
tablet  daily  • wide  antibacterial  spectrum  — elective  in  urinary  tract  infections,  upper 
tory  infections,  bacillary  dysenteries,  and  surgical  and  soft  tissue  infections, due  to  sulfona- 
ensitive  organisms  • well  tolerated  — low  dosage  and  high  solubility  minimize  possibility  of 
luria. 

dosage:  Initial  (first  day)  — 2 tablets  ( 1 Gm.)  for  mild  or  moderate  infections,  or  4 tablets  (2  Cm.)  for  severe 
ns.  Maintenance  - 1 tablet  (0.5  Gm.)  daily.  Children’s  Dosage:  According  to  weight.  See  literature  for  details 
je  and  administration.  Available:  Quarter-scored  tablets  of  0.5  Gm.,  bottles  of  24,  100,  and  1,000. 
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Until  the  discovery  of  decadron*  by  MERCK  sharp  & dohme,  when  your  diabetic  patients  were 
also  in  need  of  corticosteroid  treatment,  you  were  often  faced  with  a difficult  therapeutic  dilemma. 
Diabetes  mellitus  was  a recognized  contraindication  to  the  use  of  corticosteroids,  since  they  not 
only  aggravated  the  existing  diabetic  symptoms,  but  often  precipitated  latent  diabetes. 


NOW  EVEN 

many  diabetic  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

Decadron— the  new  and  most  potent  of  all  anti-inflammatory  corticosteroids— is 
remarkable  for  its  virtual  absence  of  diabetogenic  effect  in  therapeutic  doses. 


DEXAMETHASONE 


to  treat  patients 
more  effectively 


In  clinical  trials  with  some  1,500  patients  glycosuria 
was  noted  in  only  two,  transitory  glycosuria  in  another 
two,  and  flattening  of  the  glucose  tolerance  curve  in 
one.  There  were  no  instances  of  aggravation  of  existing 
diabetes,  no  increase  in  insulin  requirements.  Patients 
whose  diabetes  was  severely  aggravated  on  predniso- 
lone showed  good  tolerance  when  transferred  to 
DECADRON. 

MORE  patients  can  be  treated  with  DECADRON  than 
with  other  corticosteroids,  because  in  addition  to  being 
practically  free  of  diabetogenic  activity,  therapy  with 
DECADRON  is  also  practically  free  of  sodium  retention, 
potassium  depletion,  hypertension,  edema  and  psychic 
disturbances.  Cushingoid  effects  are  fewer  and  milder. 
DECADRON  has  not  caused  any  new  or  "peculiar”  re- 
actions, and  has  produced  neither  euphoria  nor  depres- 
sion, but  helps  restore  a "natural”  sense  of  well-being. 

♦ DECADRON  is  a trademark  of  Merck  & Co..  Inc.,  ©1958  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


At  All 


DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


PftTTERSlINS 

SAFE  SERVICE  DRUG  STORES 


Prescription  Specialists 

Lynchburg,  Vo.  Martinsville,  Vo. 

Danville,  Vo.  Altovisto,  Vo. 

Winston-Solem,  N.  C. 
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Not  all  medicine  men 


are  physicians 


One  of  a Series  of  Newspaper  Ads 
Directed  to  Your  Patmits 
and  Our  Customers — 


The  medicine  men  of  old  and 
their  mystical  remedies  have  just  about 
disappeared.  Today,  medical  science  knows 
the  causes  of  most  illnesses  and  has  developed 
medicines  and  treatments  for  their  cure. 
Occasionally,  however,  when  you’re  ill,  you  may 


get  voodoo-medicine  advice  from  self-appointed 
medicine  men.  If  you  do  . . . disregard  it. 
Always  heed  your  physician,  not  superstitious 
neighbors.  And,  should  your  physician  prescribe  one 
of  today’s  modern  drugs,  entrust  his 
prescription  to  Peoples  for  quick  accurate  service 
. . . priced  with  uniform  economy. 


Bring  Your  Next  Prescription  to  Peoples 

PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  SERVICE  DRUG  STORES 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1958) 


SPECIFIC  ANTIHISTAMINIC  ACTION  in  the  treatment  of  a variety 
of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned  . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . .”i 
“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.”^ 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  fortherelief  of  anxiety  and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine  (VISTARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummular  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal. ”3 

RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 cc.  Steraject®  Car- 
tridges. Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 

REFERENCES: 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5.’897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  25 .-358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 

Science  for  the  world’s  well-being 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
•Trademark 
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CATASTROPHIC  HOSPITAT  AND  NURSE  EXPENSE 

and 

PROFESSIONAL  OVERHEAD 


From  time  to  time  members  have  brought  to  our  attention  the 
existence  of  various  plans  of  personal  insurance  sponsored  by  one  or 
more  Associations.  As  a result  your  Insurance  Committee  has  inves- 
tigated various  contracts  available.  Accordingly,  The  Medical  So- 
ciety of  Virginia  is  pleased  to  announce  its  own  approved  plans  of 
personal  insurance  underwritten  by  the  American  Casualty  Com- 
pany, Reading,  Pennsylvania. 

Beyond  question  our  Program  is  one  of  the  broadest  and  most  com- 
prehensive of  any  sponsored  by  a professional  association.  All 
members  under  age  70  in  active  full  time  practice  and  their  de- 
pendents are  eligible  to  apply. 

Customarily,  a minimum  requirement  of  50%  participation  of  the 
eligible  membership  is  necessary  to  waive  underwriting  and  accept 
all  who  apply.  Under  our  Society’s  Program  we  need  only  500  ap- 
plications under  each  plan  to  achieve  this  vital  concession.  Therefore, 
we  urge  that  you  carefully  consider  the  brochures  that  were  mailed 
you  and  return  your  applications  as  early  as  possible  to  the  admin- 
istrator, David  A.  Dyer,  Medical  Arts  Building,  Roanoke. 

Our  Program  is  truly  outstanding,  and  we  anticipate  an  overwhelm- 
ing response.  Please  act  now.  It  is  your  approved  plan. 

Andrew  F.  Giesen,  M.D.,  Chairman 

Insurance  Committee 

The  Medical  Society  of  Virginia 
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tastes 

good 

the  straws  just  symbol- 
ize the  good  flavor ! And 
DIMETANE  EXPECTORANT 
for  cough  is  as  effec- 
tive as  it  is  delicious. 
FORMULA:  each  5 cc.  (1 
teaspoonful)  contains: 
DIMETANE  (Parabrom- 
dylamine  Maleate)  2.0 
mg.;  Glyceryl  Guaiaco- 
late  100.0  mg.;  Phenyl- 
ephrine Hydrochloride, 
USP  5.0  mg.;  Phenyl- 
propanolamine Hydro- 
chloride, NNR  5.0  mg.; 
Alcohol  3.5%  in  a good- 
tasting aromatic  base. 


16fl.OZ. 

DIMETANE® 

EXPECTORANT 


1 Each  5 cc.  (I  teaspoonful)  contains: 
; Parabromdylamine  Maleate  ..  .2.0  mg. 

■ Phenylephrine  HCl  5.0  mg. 

^ Phenylpropanolamine  HCl  .5.0  mg. 

Glyceryl  Guaiacolate  100.0  mg- 

Alcohol  3.5  per  cent 
In  a palatable  aromatic  base 
CAUTION: 

Federal  law  prohibits  dispensing 
without  prescription. 

Average  Dose; 

Adults— 

1 to  2 teaspoonfuls  four  times  a day. 
Children— 

One  half  to  1 teaspoonful  three 
or  four  times  a day. 


ADDITIONAL  INFORMATION  TO  PHYSICIANS 
ON  REQUEST 


A.H.  ROBINS  GO.  Inc. 

RICHMOND,  VIROINIA 


works 

better 

combines  the  unsur- 
passed antihistamine 
Dimetane  with  the  clin- 
ically proven  expecto- 
rant glyceryl  guaiacol- 
ate (which  increases 
R.T.  E almost 200% ) and 
two  recognized  decon- 
gestants. When  addition- 
al cough  suppressant 
action  is  indicated,  pre- 
scribe DIMETANE  EXPEC- 
TORANT-DG,  which  pro- 
vides the  basic  formula 
with  dihydrocodeinone 
bitartrate  1.8  mg.  per 
5 cc.  (exempt  narcotic). 


Dimetane'Expectorant  ■■ 
Dimetane'Expectorant-DC 

-A.  (WITH  DIHYOROCOOeiNONC  BlTARTRATE  1.8  MG./&CC4 
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MB  The  highest  levels 
of  Filmfab  Com- 
pocillin-VK. 

■ a The  median  levels  8 

of  Filmtab  Com- 
pocillin-VK.  ^ 

Note  the  high  upper  levels 
and  averages  at  Vi  hour, 
and  at  1 hour.  4 

Doses  of  400,000  units 
were  administered  before  2 

mealtime  to  40  subjects 
involved  in  this  study. 


hours 


the  higher 

blood  levels  of 
potassium 

penicillin  V 


illin-VK 


. potassium  penicillin 


IN  FILMTABS, 

Compocillin-VK  comes  m 
125  mg.  (200,000  units), 
bottles  of  50  and  100,  and 
in  250  mg.  (400,000  units),  , 
bottles  of  25  and  100. 

D 

FOR  ORAL  SOLUTION, 

Compocillin-VK  comes  in  ■; 
dry  granules  for  easy  recon- 
stitution with  water.  Cherry 
flavored,  the  granules  are  in 
40-cc.  and  80-cc.  bottles.  Each 
5-cc.  teaspoonful  represents 
125  mg.  (200,000  units)  of 
potassium  penicillin  V. 


^]^^baAei/.^cuJ^SvooL 


. . . and  may  we 
remind  you  that 
a glass  of  beer 
can  make  high 
protein  diets 
more  palatable? 


The  High 

Protein  Diet 


Meat,  of  course,  is  an  outstanding  source  of 
protein,  but  it  can  easily  be  reinforced  with 
other  protein  foods.  For  instance,  a fluffy 
omelet  folded  over  penny-sliced  frankfurters, 
ground  cooked  meat,  flaked  fish  or  cheese  is 
both  tempting  and  economical. 

A green  salad  topped  generously  with  shoe- 
strings of  meat  and  cheese  carries  its  weight  in 


protein.  Cottage  cheese  for  extra  protein  is 
especially  tasty  in  a salad  or  as  a spread  on 
dark  bread.  An  egg  white  whipped  into  fruit 
juice  makes  a frothy  flip— and  fruit  and  cheese 
for  dessert  give  a big  protein  boost.  For 
variety’s  sake  a frosty  glass  of  beer*  adds  zest 
to  any  meal  as  well  as  protein  to  the  diet. 

•Protein  0.8  Gm.;  Calories  104/8  oz.  glass  (Average  of  Americon  Beers] 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


If  you’d  like  reprints  of  1 2 different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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Four  peripheral  vents  Permit 


ular  secretions  without  excessive  motility 


Corneal  apical  clearance  Favors  normal  corneal  metabolism  and  oxygenation 

Ultra-Smoothness  of  Inner  Avoid  limbal  epithelial  and  tarsal  conjunctival 
and  Outer  Surfaces  exacerbation 


Highly  absorptive  methyl-  Simulates  “wetting"  and  moisture-retention  pro- 
methacrylate composition  parties  of  cornea  (of  military  specification) 

Precision-ground  Prescriptive  qualities  exact  to  ± 0.12  D.  with 
precise  allowance  for  vertex  refraction  and  la- 
chrymal factor  (exact  to  .02  mm  radius  in  inner 
curvature) 

Custom-fitted  in  uni-,  bi-,  or  tri-curve  radii  conforming  to  corneal 
peripheral  asphericities 

Hyper-thinness  of  edge  Maintains  uniform  thickness  in  high  myopia  or 
or  center  hyperopia  approximating  .20  mm  irrespective  of 
power 

Widest  range  of  inner  From  5.0  to  10.00  mm  providing  for  extremes  of 
radii  keratoconic  and  megalogiobic  dimensions 

Cosmetic,  pin-hole  and  For  leucomatous,  polyopic, iridodialytic  and  albin- 
tinted  effects  ic  conditions  or  other  cornea!  or  media  anomalies. 


CONTACT  lENS  iASORATORIES  • NEW  YORK,  N.  Y. 


unique 
3-dimensional 
nutritional 
protectant 
does  more 
for  your 
pregnant 
patients! 


there’s  nothing  like 
BIVAM  to  protect 
the  health 
of  mother  and  baby 


u 

% 

V 

Dose  of  three  BIVAM  tablets  provides: 
Citrus  Bioflavonoid  Compound*  . 100  mg. 

Ascorbic  Acid  (C) 100  mg. 

Calcium  Lactate 1 Gm. 

Ferrous  Gluconate 100  mg. 

Vitamin  A 6000  U.S.P.  Units 

Vitamin  D 600  U.S.P.  Units 

Thiamine  Mononitrate  (Bi)  ...  3 mg. 

Riboflavin  (Ba) 3 mg. 

Pyridoxine  HCI  (Be) 3 mg. 

Vitamin  Biz 

(cobalamin  concentrate)  ...  3 meg. 

Niacinamide * 25  mg. 

d,  Calcium  Pantothenate  ...  5 mg. 

Folic  Acid 0.5  mg. 

Menadione  (K) 1 mg. 

Vitamin  E (dl,  alpha 

tocopheryl  acetate)  ...  1 Int.  Unit 

Magnesium 3 mg. 

Manganese 1 mg. 

Copper 1 mg. 

Zinc 1 mg. 

Molybdenum 0.2  rr|g. 

Iodine 0.1  mg. 

Cobalt 0.1  mg. 

’‘Contains  the  many  active  bioflavonoid  fac- 
tors of  the  specially  processed  water-soluble 
bioflavonoid  complex  from  citrus. 


supplied: 

Bottles  of  100,  300 
and  1000  tablets. 


Clinical  studies  in 
thousands  of  gravid  women 
show  that  optimal 
nutrition  significantly 
reduces  the  incidence  of 


abortions,  premature 
births,  stillbirths, 
toxemias  and  fatalities. 
Babies  are  healthier, 
less  subject  to  illness. 

BIVAM's  phosphorus-free 
calcium  minimizes  leg 
cramps  of  pregnancy. 

BIVAM  is  an  excellent 
adjunct  to  C.V.P. 
in  guarding  against 
occurrence  of  capillary 
permeability  and  fragility 
which  affect  many 
pregnant  women  — to  help 
reduce  the  risk  of 
retroplacental  bleeding, 
abortion,  postpartum 
bleeding  and 
erythroblastosis  fetalis. 


SAMPLES  of  small,  easy-to-swallow  BIVAM  tablets  and  literature  from  . . . 

u.  s.  vitamin  corporation  • PHARMACEUTICALS 

Arlington-Funk  Laboratories,  division  • 250  East  43rd  Street,  New  York  17,  N.  Y. 


"It  is  concluded  that 

the  addition  of 
buffering  agents  to 

acetylsalicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useful  purpose!’" 

'Sadove,  Max  S.  and  Schwartz,  Lester:  An  Evalua- 
tion of  Buffered  Versus  Nonbuffered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 
Nonbuffered  Material  Used— Bayer  s)  Aspirin. 
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Doctors,  too,  like  “Premarinl’ 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you'll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
16,  N.  Y.  • Montreal,  Canada 


5842 


Exactly  how 

does  new  Halodrin*  restore  the 
premenopausal  prime  ’ 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  liealtli.  strength,  and  lieauty.  In  a woman,  these  are  the 
childbearing  \ears  between  puberty  and  menopause  — the  \ ears  when  her  hormone  production  is  highest. 

I he  inevital)le  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  Hushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  "feels  bad.” 

^ou  can't  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it  I The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defv  objective  anah  sis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  ot 
exaclb  how  hormones  — in  the  form  of  I pjolin’s  new  Halodrin  — restore  the  "premenopausal  prime.” 

The  normal  premeno])ausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol.  in  an  approximate  2o-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
apj)ears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  outj)ut  of  estrogens  is  about  160  micrograms  per  day  during  a 
menstrual  cycle,  and  {>()  niicrograms  per  day  in  postmenopausal  women  isee  chart  opposite  I . Therefore,  the 
restoration  of  the  “premeno|)ausal  |)rime”  in  the  postmenopausal  wotnan  requires  the  replacement  of  approxi- 
mateh  the  equivalent  of  the  <>()  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2'/-’  times  as  potent  as  j)arenteral  estradiol.  Therefore,  the  replacement 
of  89  micrograms  of  endogenous  e>tradiol  production  jier  day  is  accomplished  by  the  oral  administration 
of  32  to  10  micrograms  of  ethinvl  estrailiol  per  day. 

Kaeh  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethin)l  estradiol.  This  ollsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  "])remenopausal  prime.” 

Kaeh  Halodrin  tablet  also  contains  1 mg.  of  I pjohn-developed  Halotestin*  ( Huoxvmesteronel  — the  most 
potent  oral  androgen  known.  The  primal)  j)urpose  is  to  "buffer'"  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal eilects.  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 

l)atients  of  advanced  years.  r 

Upjohn 


^r^MAOl  MAWi 


-ca.  u.  s. 


r.  OFF. 


COPYRIGHT  19S8. 


IE  UPJOHN  COMPANY 


(calculated  from  average  24-hour  urinary  excretion 
of  estradiol,  estrone,  and  estriol) 


I 

I 


I 
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I 

I 


HYCOMINEs.p 


cough  sedative  / antihistamine  / expectorant 

• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  • promotes  expectoration 

• rarely  constipates  • cherry-flavored 

Each  teaspoonful  (5  cc.)  contains; 

Hycodan® 

Dihydrocodeinone  Bitartrate 5 mg-l 

(Warning:  May  be  habit-forming)  V 6,5  mg. 

Homatropine  Methylbromide  l.Smg.j 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate  85  mg. 

Adult  Dosage:  one  teaspoonful  q.  6 h.May  be  habit-forming. 

Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  NewYork 


] 
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in  corticosteroid 
therapy  of 
allergic  diseases 
asthma- hay  fever 
allergic  rhinitis 
allergic  dermatitis 
drug  reactions 


JUI  IllClililO 

ctions 

Decadran 


DEXAMETHASONf. 


to  treat  more  patients  more  effectively 


a new  order  of  magnitude  in  therapeutic  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 


Excellent  and  good-to-excellent  results  are  reportedt  with 
DECADRON  in  nearly  all  of  362  patients  with  various  allergic 
disorders,  including  a number  of  cases  who  had  failed  to 
respond  to  other  corticosteroids.  No  major  reactions  were 
observed  in  these  extensive  clinical  studies  even  after  four 
months  of  continuous  therapy— DECADRON  produced  no 
peptic  ulcer,  no  diabetes,  no  significant  hypertension,  no 
sodium  retention,  no  potassium  depletion,  no  edema,  no 
undesirable  psychic  reactions,  and  no  unusual  or  new  side 
effects.  Less  than  five  per  cent  of  patients  experienced  minor 
reactions,  none  of  which  prevented  continuing  administra- 
tion of  DECADRON. 

Moreover,  several  investigators  report  that  side  effects  in- 
duced by  previous  corticosteroid  therapy  such  as  gastric 


intolerance,  peripheral  edema,  headache,  vertigo,  muscle 
weakness,  ecchymoses,  flushing,  sweating,  moon  facies, 
hypertension,  hirsutism,  and  acne  often  disappeared  during 
therapy  with  DECADRON.  tAnalysis  of  clinical  reports. 

Dosage;  One  0.75  mg.  tablet  of  DECADRON  will  replace  one  4 mg. 
tablet  of  methylprednisolone  or  triamcinolone,  one  5 mg.  tablet  of 
prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or 
one  25  mg.  tablet  of  cortisone. 

Detailed  information  on  dosage  and  precautions  is  available  to  phy- 
sicians on  request. 

Supplied:  As  0.75  and  0.5  mg.  scored,  pentagon-shaped  tablets  in 
bottles  of  100. 

©1958  Merck  & Co.,  Inc.  * DECADRON  is  a trademark  of  Merck  & 
Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1.  PA, 


ERLE  LABORATORIES,  a Division  of  AMERICAN  CVANAMiD  COMPANY,  Pearl  River,  New  York 


A workhorse 
“mycin” 
for 

common 
infections 

respiratory  infections 

With  well-tolerated  CyCLAMYCIN,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  js  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


CYCLAMYCIN 

Triacetytoleandomycin,  Wyeth 


*•  Conforms  to  Code  for  Advertising 

Philadelphia  l,Pa. 
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for  the  aged  patient 

. . . when  mental  decline 
is  complicated  by 
marked  agitation 


w/Reserpine 


NICOZOL  w/Reserpine 


helps  reverse  cerebral 
deterioration  . . . while  it 
stimulates  body  function  . 
and  calms  the  emotions. 


for  a 3-way  synergistic  action  . . . 

Each  tablet  NICOZOL  w/Reserpine  contains: 

Pentylenetetrazol  100  mg.  ( cerebral  stimulant  & analeptic ) 

Niacin  50  mg.  (vasodilator) 

Reserpine  0.25  mg.  ( tranquilizer-sedative ) 

Clinically  Established 

In  studies  of  75  patients  (average  age  — 72),  with  typical 
mental  and  emotional  symptoms  together  with  alternate 
periods  of  depression  and  agitation,  87%  showed  gratifying 
response  to  NICOZOL  w/RESERPINE, 

“This  therapy  afforded  relief  of  agitation  . . . improved 
memory,  behavior,  sociability,  appearance  and  tidi- 
ness. Symptoms  of  confusion,  aggressiveness,  hostility 
and  disorientation  also  were  relieved.”  Fewer  side 
effects  were  noted. 


Write  for  professional  I 
samples  and  literature 

DRUG  SPECIALTIES.  INC. 

WINSTON-SAIEM  N.  C. 

Volume  86,  January,  1959 


AT  HOME 
. . . NOT 
IN  A HOME 

“.  . . patients  who  other- 
wise would  have  re- 
q u i r e d institutionalized 
care  were  managed  at 
home  . . . .”2 

Prescribed  early,  NICO- 
ZOL w/RESERPINE 
may  avoid  “later  commit- 
ment to  nursing  homes  or 

state  hospitals. 2 


Proctor,  R.  C.:  Clin.  Med.  6:  717 
(June)  1957 

Proctor,  H.  .,  Bailey,  W.  H.  and 
Morehouse,  W.  G. : J.  Am.  Geri- 
atrics Soc.  (April)  1958. 
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in  peptic  ulcer 


DARICON*  tablets 

OXYPHENCYCLIMINE  HYDROCHLORIDE 

POTENT  ANTICHOLINERGIC  ACTION 


curbs  secretion  when  excessive 
normalizes  motility  when  overactive 


Activity  appears  to  he  restricted  to  the  desired  site  of  action. 
Predictable  therapeutic  response  in  refractory  cases. 


Potency  and  Prolonged  Duration  of  Action 
10  mg.  b.i.d.  Average  Dose  • Supplied  as: 
10  mg.  white,  scored  tablets 


Ueferences : 1.  Finkclslein,  Murray:  Journal  of 
Pharmacolojcy  and  Experimental  Therapeutics,  in 
press.  2.  Winkelstein.  Asher : Paper  in  prepai  ation. 
Trademark 


Science  for  the  world's  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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[Each  capsule  contains 


Thiamine 

Mononitrate  (B,;  - jmg. 

Riboflavin  (Bi)  J.O  mg. 

Nicotinamide  50  mg. 

Calcium  Pantothenate  10  mg, 
Pyridoxine 

Hydrochloride  (B*)  5 mg. 

Ascorbic  Acid 

(vitamin  C)  250  mg. 


obins 


A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Va. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


rock-bottom  econolmy  for  oeak-filgb  vitamin  values  for  your  patients 


buoy  up 
your  patients 
nutritionally 


PRONOC 


desigf^d 


suf^or  c^rol  ^ 


mitm 


(triacetyloleandomycin) 


Capsules-/  Oral 


in  the 
patient: 


95%  effective  in  published  cases' 


1 Conditions  treated 

No.  of  1 

Patients  1 

1 ALL  INFECTIONS 

558  1 

1 Respiratory  infections 

258  1 

1 Pharyngitis  and/or  tonsillitis 

65  1 

H Pneumonia 

90  1 

1 Infectious  asthma 

44  1 

■ Otitis  media 

31  1 

H Other  respiratory 

28  1 

H (bronchitis,  bronchiolitis, 

1 bronchiectasis,  pneumonitis, 

H laryngotracheitis,  strep  throat) 

1 Skin  and  soft  tissue  infections 

230 

1 Infected  wounds,  incisions  and 

41 

■ lacerations 

■ Abscesses 

51 

1 Furunculosis 

58 

■ Acne,  pustular 

43 

H Pyoderma 

19 

I Other  skin  and  soft  tissue 

18 

H (infected  burns,  cellulitis, 

■ impetigo,  ulcers,  others) 

■ Genitourinary  infections 

28 

1 Acute  pyelitis  and  cystitis 

10 

■ Urethritis  with  gonorrhea  or  cystitis 

8 

H Pyelonephritis 

4 

■ Salpingitis 

5 

1 Pelvic  inflammation  with  endometriosis 

1 

H Miscellaneous 

42 

■ (adenitis,  enteritis,  enterocolitis, 

1 subacute  bacterial  endocarditis,  fever, 

■ hematoma,  staphylococcus  carriers, 

■ osteomyelitis,  tenosynovitis,  septic 

■ arthritis,  acute  bursitis,  periarthritis) 

Improved 


191 


Failure 


the 

boratory: 


^ 90%  effective 
inst  resistant  staph 


•ARATIVE  TESTS  BY  THREE  METHODS 
, TUBE  DILUTION,  CYLINDER  PLATE) 
30  STAPHYLOCOCCI* 


21.2% 


42.4% 


18.2% 


I 42.4% 


I 90.0% 
97.7% 
93.4% 
100.0% 


I 88.6% 

§■97.7% 


J 87.1% 

■ 95.5% 


ntibiotic  A 2-10  units 
ntibiotic  B 5-30  meg. 
ntibiotic  C 5-30  meg. 


Tao  2-15  meg. 
Antibiotic  D 2-15  meg. 
Antibiotic  E 5-30  meg. 


;ntage  of  organisms  inhibited  by  the  range  of 
entrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed -stable  in  gastric  acid,^  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable  - “practically  tasteless"’’  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration;  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules- 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension— 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor:  2 oz. 
bottle. 

References;  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  al.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms - 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children-flavorfut,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers  — 5 drops  (approx. 
25  mg.  of  Tao)  and  10  drops  (approx.  25  mg.  of 
TAO).  10  cc.  bottle. 


TaO-AC  (Tao  analgesic,  antihistaminic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

TaOMID*  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

. Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 
; For  direct  action -in  clinical  emergencies. 

‘ Supplied:  In  10  cc.  vials. 

atTAAOKMARK 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


""ankle 


there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  prima 
secondary  fibrositis  — 

early  rheumatoid  a 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid'  . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate^  ^ brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects'  ‘ . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 

THERAPY  SHOULD  BE  INDIVIDUALIZED 

acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 


subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 


precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


in 

any 
case 
it  calls  for 


tablets 


Composition 

METicoRTEN®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  O.,  et  al.;  J.A.M.A.  159:645, 


1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4,  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 
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running  noses  ^ 

and  open  stuffed  noses  orally 

with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 

• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed  - release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


flrsi-the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 


then— the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Each  TRIAMINIC  Tablet  ptoxndes: 


Phenylpropanolamine  HCl  . . . 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid* 
afternoon  and  in  the  evening,  if  needed. 


Triaminic 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  of  a Triaminic  Tablet. 


SMITH'DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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Relieve  moderate  or  severe  pain 
Reduce  fever 

Alleviate  the  general  malaise  of 
upper  respiratory  infections 


^pbols 

OF 

PROVEN 

PAIN 

RELIEF 


•Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Formulas  for  dependable  relief,. 


i 


( 


I 


.from  moderate  to  severe  pain  complicated  by  tension,  anxiety  and  restlessness. 

\ 

Codeine  Phosphate gr. 

Phenobarbital gr.  14 

Acetophenetidin gr.  2V2 

Aspirin  1 Acetylsalicylic  Acid) gr.  ZV2 

! 

Codeine  Phosphate gr.  V4 

Phenobarbital gr.  14 

T'  - Acetophenetidin gr.  214 

Aspirin  (Acetylsalicylic  Acid) gr.  314 

from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 

^TABLOID’ 

EMPIRIIf  COMPOUND 


CODEMPimLNO 

✓ 

GODEMPIRALno.2 

/ 


Acetophenetidin 

Aspirin  (Acetylsalicylic  Acid) 
Caffeine  


...from  mild  pain  complicated  by  tension  and  restlessness. 


Phenobarbital 

Acetophenetidin 

Aspirin  (Acetylsalicylic  Acid) 


gr.  214  ! 

gr.  314 
gr.  14 

i 


gr.  14 
gr.  214 
gr.  314 


' i 

‘Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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IN  OFFICE  SURGERY^ 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first. . . 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  .safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 ;100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE^  HCl  SOLUTION 

(brond  of  tidocoine*) 


Astra  Pharmaceutical  Products.  Inc..  Worcester  6,  Mass.,  U.S.A. 
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Unusual  Antibacterial  and  Anti-infective  Properties — More  soluble  in  acid  urine* ...  higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.* 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.* 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYHEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references; 

1 Grleble,  H.G.*  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J»  Med, 
2S8:l-7.  1958 

2.  Editorial:  New  England  J.  Med.  258:48-49,  1958. 


LCOERLE  LABORATORIES*  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  Nev/  York 
♦Reg.  U.S.  PaU  Off. 
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In  new 

raspberry 

flavored 

tablets  and 

pleasant 

tasting 

liquid 

form. 


Supplied: 

Liquid  in  4 ounce 
and  pint  bottles. 
Tablets,  bottles 
of  50  and  100. 


an  added  measure 
of  protection  in  your 
treatment  of 

upper  respiratory  disorders 


TABLETS  (new!)  and  LIQUID 


SULTUSSIN  triple  sulfonamides  add  their  antibacterial 
power  to  your  choice  of  antibiotic  to 

• help  prevent  and  clear  up  secondary  infections 
faster  and  more  effectively 

• avert  the  dangers  of  rheumatic  fever,  nephritis, 
otitis  media  and  other  complications 

SULTUSSIN  simultaneously  affords  maximum  relief  from 
sneezing,  stuffed  or  runny  nose,  cough,  wheezing,  malaise, 
slight  fever,  and  other  distressing  symptoms  of  the  severe 
common  cold,  coughs,  influenza,  etc. 


antibacterial  chemoprophylaxis  • expectorant 
antiallergic  • bronchodilator  • antispasmodic 


Each  tablet 
provides: 

Sulfadiazine 0.083  Gm. 

Sulfamerazine 0.083  Gm. 

Sulfamethazine 0.083  Gm. 

Pyrilamine  Maleate 3.125  mg. 

Phenyltoloxamine 

Dihydrogen  Citrate  ....  3.125  mg. 

Glyceryl  Guaiacolate 25.0  mg. 

Ephedrine  Sulfate 2.5  mg. 


Each  teaspoonful 
(5  cc.)  provides: 
0.166Gm. 
O.ieSGm. 
0.166Gm. 
6.25  mg. 

6.25  mg. 


THE  TILDEN  company  • new  Lebanon,  n.  y. 

Oldest  Manufacturing  Pharmaceutical  House  in  America  • Founded  1824 


■page  8251 
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1 Ladeez  and  gentlemen: 

leam  all  about  new  viterra  pediatric, 

a good  supplement 

in  a great  new  package. 


5 On  your  right, 
see  the  Metered-Flow 
bottle’s  tight  seal. 

No  risk  of 
contamination. 


\ ''  Z First,  \ 

see  what  happens  when  ' 
you  push  the  metered  plunger.  \ 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


M 

D R 

Infants 

Children 

A (synthetic) 

5000  U.S.P.  Units 

333% 

167% 

0 (Calciferol) 

1000  U.S.P.  Units 

250% 

250% 

B|  (Thiamine) 

1 mg. 

400% 

133% 

(Riboflavin) 

1 mg. 

167% 

110% 

8e.  (Pyridoxine) 

1 mg. 

tl 

ft 

Bi2(Cyanocobalamin}  1 meg. 

ft 

ft 

C (Ascorbic  Acid) 

SO  mg. 

500% 

250% 

Niacinamide 

10  mg. 

200% 

133% 

Panthenol 

2 mg. 

6 Let’s  take  a minute 
to  admire  the  formula. 


In  a d'Sorbitol  base  for  better  vitamin  Bn  absorption 
ttMinimum  daily  requirement  has  not  been  estab- 
lished. 


DOSAGE:  0.6  cc.  or  as  directed  by  physician. 
In  50  cc.  bottles 


7 That  means 
no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  PEDIATRIC.  HoW  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA*  PEDIATRIC 


METEREO-FLOW 


ALLOW  30  SECONDS  BETWEEN  DISPENSINGS 


Special  note  to  doctors  who  took  this  toiir: 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  disappear  with  viterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


New  York  17.  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  world's  well-being 
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FOR  THE  SLOW-TO-GROW  CHILD  B-VITAMIN  SUPPORT... PLUS  THE 


PROTEIN-POTENTIATING  ACTION  OF  L-LYSINE.  .PLUS  THE  . 

EXCEPTIONALLY  WELL-TOLERATED  HEMATINIC 

PERFORMANCE  OF  FERRIC  PYRO- 

PHOSPHATE.. .AND  THE  IRON  AND 

Bi2  ENHANCING  ACTION  OF  SORBITOL 

IN  DELICIOUS  CHERRY  FLAVORED 

INCREMir 

Lysine  — Vitamins 

BUILDS  IRON  RESERVES 

BOOSTS  APPETITE 

PROMOTES  GROWTH 

Each  daily  teaspoonful  dose  (5  cc.)  contains: 


1-Lysine  HCI 300  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  HCI  (Bj)  10  mg. 

Pyridoxine  HCI  (Bg) 5 mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  Gm. 

Alcohol 0.75% 

Bottles  of  4 and  16  fl.  oz. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


SYRUP 


for 
colds 
of 

every 
description 


one 

inclusive 

prescription 


CORI 


Each  CoRiciDiN  Forte  Capsule  provide 
Chlor-Trimeton®  Maleate 

(chlorprophenpyridamine  maleate) 4 mg. 

Salicylamide .0.19  Gm. 

Phenacetin  0.13  Gm. 

Caffeine  30  mg. 

Ascorbic  acid 50  mg. 

Methamphetamine  hydrochloride 1.25  mg. 

Dosage— 1 capsule  q.  4-6. 

Supplied  — Bottles  of  100  and  1000. 

SCHERING  corporation  • BLOOMFIELD,  NEW  JERSEY 
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ORAL 

ILOSONE 

250  mg. 

(100  patients)' 
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Striking 

antibacterial 

effectiveness"^ 


INTRAMUSCULAR 

ERYTHROMYCIN’ 

100  mg. 


19 

1^  ERYTHROMYCIN 

250  mg.  (specially 
coated  tablets)' 


ILOSONE 


assures  a more  decisive  clinical  response 
in  almost  every  common  bacterial  infection 


(erythromycin  ester,  Lilly)  as  the  propionate 


Ilosone  provides  more  jKjtent,  longer- 
lasting  therapeutic  levels  in  the  serum 
within  minutes  after  administration.  A 
fast,  decisive  response  is  assured  in  al- 
most every  common  bacterial  infection. 

Usual  adult  dosage  is  one  or  two 
250-mg.  Pulvules*  every  six  hours,  ac- 
cording to  severity  of  infection.  For 
optimum  effect,  administer  on  an  empty 
stomach.  (A  125-mg.  pediatric  Pulvule 
is  also  available.)  In  bottles  of  24. 


•Shown  by  how  many  times  the  serum  can 
be  diluted  two  hours  after  administration 
of  the  antibiotic  and  still  inhibit  identical 
pathogenic  strains  of  bacteria.  This  is  the 
Tube  Dilution  Technique^  which  is  regarded 
by  leading  authorities  as  the  most  mean- 
ingful method  of  comparing  different  anti- 
biotics. It  shows  not  merely  the  level  of 
antibiotic  in  the  blood  but  the  actual  anti- 
bacterial effectiveness  of  that  level. 

1.  Griffith,  R.  S.,  et  al.:  Antibiotic  Med. 
& Clin.  TTierapy,  5:609  (October),  1958. 
Note:  Peak  levels  with  the  oral  erythro- 
mycin tablets  (thirty-three  dilutions)  were 
not  observed  until  four  hours  after  ad- 
ministration. 2.  Data  from  Griffith.  R.  S.; 
Antibiotics  Annual,  p.  269,  1954-1955. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  8.  A. 

032521 
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Guest  Editorial . . . . 


Men  to  Remember 


TT  IS  TRUE  that  most  of  us  as  children  had  herces,  generally  men  of  great  athletic 
ability  or  men  who  were  successful  in  wars  our  fathers  fought.  As  we  became  older 
and  elected  to  become  a part  of  the  medical  profession,  most  of  us  found  men  to  admire, 
and  in  retrospect  it  is  at  times  astonishing  to  realize  that  those  men  were  no  older  than 
we  are  now.  With  the  passage  of  time  we  realize  that  these  men  of  memory  were  not 
as  wise  as  we  students  believed,  but  what  we  knew  of  them  at  the  time  was  and  still 
should  be  an  inspiration.  What  is  possibly  most  important  is  the  fact  that,  regardless  of 
age,  these  men  gave  us  something  that  was  good.  It  was  not  always  by  any  means  an 
old  sage  who  gave  us  his  pearls  of  wisdom. 

Perhaps  it  is  worth  remembering  the  characteristics  these  medical  acquaintances 
had  when  we  knew  them  early  in  our  professional  life.  We  found  them  intelligent  but 
willing  to  admit  gracefully  vacuums  in  medical  knowledge.  We  knew  them  as  success- 
ful physicians  but  most  medest  in  letting  us  know  about  it.  They  had  dignity,  yet  were 
capable  of  being  warm  and  humorous  when  the  occasion  arose.  While  they  frequently 
differed  with  the  opinions  of  their  most  intimate  colleagues  yet  face  to  face  or  behind 
their  backs  their  remarks  were  always  accompanied  by  a smile.  They  believed  that 
they  were  at  the  service  of  patients,  pcor  or  rich,  during  night  and  day,  and  their 
interest  and  their  personalities  never  changed  when  talking  to  any  patient.  They  appre- 
ciated and  perhaps  participated  in  the  research  efforts  of  their  time,  but  they  never 
believed  that  one  man’s  efforts  were  more  important  than  those  of  a different  bent. 
They  knew  in  the  last  analysis  the  sick  depend  upon  a physician  who  knew  and  who 
cared.  They  recognized  that  medical  knowledge  had  so  expanded  that  it  behooved  men 
of  intelligence  not  to  be  wise  in  too  many  fields,  and  from  this  conviction  they  exhibited 
respect  for  their  diversified  colleagues.  They  expected  more  of  us  than  we  could  pos- 
sibly learn,  with  the  hope  that  we  would  produce  our  best.  They  believed  that  changing 
times  should  not  alter  a man’s  ethical  behavior,  nor  the  times  distort  clear  thinking 
about  the  economics  of  medicine.  They  delighted  in  telling  the  story  of  doctor  so  and 
so  who  died  of  a broken  heart  because  all  the  patients  in  his  community  were  not  his 
very  own. 

What  was  additionally  amazing  about  these  men  was  their  diversity  of  interest  and 
their  knowledge  about  many  things  unrelated  to  medicine.  They  never  adopted  the 


thesis  that  to  be  proficient  in  medicine  one  had  to  exclude  all  other  intellectual  growth, 
and  they  lived  lives  to  prove  it. 

Perhaps  time  has  embellished  many  of  the  characteristics  we  attributed  to  our  friends 
of  the  past.  If  by  some  fluke  of  nature  they  lacked  them  in  this  world,  we  still  wish  it 
for  them  in  the  next. 

What  is  the  treasure  of  our  memory  is  the  fact  that  our  older  friend  cr  friends  believed 
in  us  and  encouraged  us  to  believe  that  we  were  well  alcng  our  chosen  road.  This  faith 
in  cur  future  was  almost  like  a great  spark  of  life  itself. 

Perhaps  it  is  more  important  now  to  realize  that  as  we  have  become  older  we  too  must 
try  to  transmit  to  our  colleagues  and  to  younger  men  some  of  the  gifts  we  received  from 
our  beneficent  teachers.  Who  knows?  Some  rare  day  a foolish  man  may  think  the 
same  of  us. 

Thomas  W.  Murrell,  Jr.,  M.D. 


Medical  Jokes,  Cartoons  and  Poems  on  Exhibit 

The  Medical  School  Library  of  the  University  of  Virginia  is  exhibiting  medical 
jokes,  cartoons  and  poems  from  its  collection.  The  exhibit  will  be  up  until  February. 

Although  this  group  was  originally  classified  as  physician  and  scientist  jokes,  the 
subject  matter  overflows  to  most  of  the  specialties,  nurses,  medical  students,  patients 
and  even  such  ancillary  service  jokes  as  a charwoman  interrupting  a medical  conference 
to  put  in  her  diagnosis. 

There  are  medical  jargon  jokes,  from  over  simplification  to  under  simplification; 
there  are  lady  physician  jokes;  there  are  jokes  of  pharmacists  spoofing  physicians’  ina- 
bility to  write  legibly;  there  are  jokes  about  experimentation  results  linking  tobacco 
and  cancer.  There  are  obesity  jokes  and,  of  course,  psychoanalysis  jokes.  There  are  even 
a few  Christmas  jokes. 
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Acute  Cardiac  Emergencies 

Their  Diagnosis  and  Management 


TAROXYSiMAL  SUPRAVENTRICULAR 
TACHYCARDIAS 

Clinically  auricular  and  ncdal  tachycardias 
cannot  be  differentiated.  A positive  history  of 
sudden  onset  and  sudden  cessation  of  the  rapid 
palpitation  is  of  great  help  in  establishing  the  diag- 
nosis. The  attacks  usually  start  suddenly  with  a 
ventricular  rate  of  180  to  220  per  minute.  This 
ventricular  rate  is  usually  faster  than  flutter  and 
there  is  absolutely  no  change  in  the  rate  associated 
with  change  in  position,  exercise,  et  cetera.  The 
rhythm  is  absolutely  regular  in  contrast  to  the 
rhythm  of  ventricular  tachycardias  where  there  is 
often  very  slight  irregularity  sufficient  to  cause  slight 
changes  in  the  intensity  of  certain  heart  sounds. 

The  episodes  may  cease  quickly  and  if  the  person 
has  a normal  heart  there  is  no  great  haste  about  try- 
ing to  stop  the  attack.  Carotid  sinus  pressure  and/ 
or  eyeball  pressure  may  stop  it.  If  this  fails  and  if 
the  patient  is  not  already  fully  digitalized,  the  treat- 
ment of  choice  is  the  intravenous  administration  of 
lanatoside  C,  giving  1.2  milligrams  or  even  1.6  milli- 
grams. If  the  patient  has  not  had  any  digitalis,  oral 
digitoxin  may  be  tried  as  follows:  Digitcxin,  milli- 
grams 0.4  every  three  hours  for  three  doses,  or 
perhaps  milligrams  0.4  every  one  to  two  hours  in 
severe  cases,  for  three  doses. 

Quinidine  sulphate  may  be  tried  if  the  particular 
patient  presents  no  contraindication  to  its  use.  The 
method  of  administration  is  as  discussed  under 
“Paroxysmal  Auricular  Fibrillation”. 

If  the  above  methods  fail  to  restore  normal  rhythm 
the  use  of  Methacholine  may  be  considered.  How- 
ever, it  is  definitely  dangerous  but  highly  potent.  It 
is  safest  to  begin  with  a small  dose  such  as  milli- 
grams 2 subcutaneously,  and  if  no  benefit  is  obtained 
to  give  5 milligrams,  then  10  milligrams,  then  20 
milligrams.  It  is  very  important  to  remember  that 
one  must  wait  thirty  minutes  before  giving  an  addi- 
tional dose  of  this  potent  medicine.  It  is  a very 
dangerous  drug  to  use  in  infants,  elderly  patients 
or  severely  ill  patients.  Whenever  it  is  used  a syringe 
containing  atropine  sulphate,  grains  1/100,  should 


PAUL  D.  CAMP,  M.D. 

Richmond,  Virginia 

be  ready  for  immediate  use  in  case  of  development 
of  alarming  symptoms  such  as  collapse  or  respiratory 
obstructions. 

Since  lanatoside  C is  so  efficient  in  the  treatment 
of  this  condition  and  sinoe  it  is  relatively  harmless 
I would  again  suggest  a trial  with  it  first.  Neostig- 
mine, milligrams  1,  given  intramuscularly  has  been 
tried  in  some  cases  with  benefit. 

PAROXYSMAL  AURICULAR  FIBRILLATION 

Paroxysmal  auricular  fibrillation  is  the  most  com- 
mon arrhythmia  of  serious  import.  In  this  section 
of  the  country  it  occurs  most  frequently  with  arterio- 
sclerotic heart  disease  and  secondly  with  rheumatic 
heart  disease.  It  may  be  associated  with  thyrotoxi- 
cosis and  in  such  cases  the  treatment  is  unsatisfactory 
until  the  thyrotoxicosis  has  been  controlled. 

Paroxysmal  auricular  fibrillation  usually  starts 
suddenly  and  the  ventricular  rate  ranges  from  around 
130  to  170  and  the  rhythm  is,  of  course,  totally 
irregular.  There  is  a pulse  deficit  and  of  course 
the  heart  sounds  vary  a great  deal.  Practically  speak- 
ing, a rhythm  that  on  auscultation  appears  totally 
irregular,  associated  with  a ventricular  rate  of  above 
130,  may  be  considered  as  due  to  auricular  fibrilla- 
tion and  treated  as  such,  even  without  electrocardio- 
graphic confirmation. 

There  are  in  general  two  main  methods  of  treat- 
ment of  paroxysmal  auricular  fibrillation.  In  cases 
of  auricular  fibrillation,  proven  by  electrocardiogram, 
I should  use  oral  digitoxin  first,  for  at  times  the 
rapid  ventricular  rate  may  rather  suddenly  cause 
failure  and/or  shock.  If  the  patient  has  had  no 
digitalis  within  two  weeks,  the  dosage  will  vary 
with  the  severity  of  the  symptoms;  if  it  seems  ap- 
parent that  congestive  failure  is  present  or  eminent 
then  digitoxin,  milligrams  1.2,  may  be  given  at  once; 
in  less  severe  cases  digitoxin,  milligrams  0.4,  every 
three  to  four  hours  for  three  doses  may  be  tried. 

If  the  patient  has  some  congestive  failure  and  has 
been  partially  digitalized,  lanatoside  C (Cedilanid) 
may  be  given  intravenously.  The  dosage  again  will 
vary  with  the  severity  of  symptoms.  However,  since 
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lanatoside  C is  rapidly  excreted  and  since  in  auricu- 
lar fibrillation  the  rate  of  ventricular  contraction  is 
such  a good  indicator  of  the  degree  of  digitalization 
it  is  safe  to  use  larger  doses  of  1.2  milligrams  or 
even  1.6  milligrams  if  the  ventricular  rate  is  rapid. 

If  heart  disease  cannot  be  demonstrated  or  if  the 
patknt  has  no  signs  of  congestive  failure  then 
quinidine  sulphate  should  be  used.  Quinidine  may 
also  be  used  after  the  ventricular  rate  has  become 
normal.  There  are  various  methods  of  giving  quin- 
idine; if  the  patient  can  be  in  the  hospital  or  seen 
every  two  hours,  I prefer  the  following  method:  If 
after  a test  dose  of  quinidine,  no  untoward  symp- 
toms develop,  then  give  quinidine  sulphate,  grains 
6,  every  two  hours  for  five,  six  or  seven  doses.  If 
it  is  impossible  to  see  the  patient  frequently  then 
smaller  doses  at  longer  intervals  may  be  tried. 

Pronestyl  may  be  tried.  If  digitalis  is  judged  to 
be  the  cause  of  the  auricular  fibrillation  potassium 
chloride  may  be  helpful;  it  may  be  given  in  enteric 
coated  tablets  giving  one  to  two  grams  two  to  four 
times  per  day. 

AURICULAR  FLUTTER 

Paroxysmal  auricular  flutter  usually  occurs  in 
patients  with  organic  heart  disease.  The  electro- 
cardiogram is  diagnostic.  The  ventricular  rhythm  is 
usually  regular  and  the  rate  varies  from  125  to 
180;  often  it  is  160,  and  a fixed  ventricular  rate  of 
160  is  very  apt  to  be  associated  with  auricular  flutter. 
The  ventricular  rate  may  vary  quickly  and  the  rhythm 
may  change  quickly,  due  to  changing  degrees  of 
auricular-ventricular  block.  Carotid  sinus  pressure 
may  cause  a sudden  change  in  the  ventricular  rate; 
it  may  drop  from  160  to  80,  that  is,  exactly  doubling 
the  block  and  then  the  rate  may  suddenly  return  to 
160.  In  auricular  tachycardia  the  rate  may  drop 
from,  say  200,  down  to  70  and  remain  normal. 

The  accepted  treatment  of  auricular  flutter  is  the 
use  of  digitalis  which  often  will  convert  auricular 
flutter  to  auricular  fibrillation  and  then  the  rhythm 
will  become  normal  after  the  drug  is  discontinued. 
Complete  digitalization  is  often  necessary  if  satis- 
factory results  are  to  be  obtained. 

If  the  digitalis  fails  quinidine  may  be  tried.  If 
a 4:1  block  occurs  with  a rate  of  around  80  it  is 
safe  to  just  observe  the  patient  for  years. 

VENTRICULAR  TACHYCARDIA 

Ventricular  tachycardia  is  usually  indicative  of 
severe  organic  heart  disease.  The  onset  is  usually 
sudden.  The  rhythm  is  practically  regular,  but  may 
not  be  absolutely  so.  The  rate  varies  around  180  to 


200,  usually  nearer  200,  and  the  rate  is  net  changed 
by  position,  et  cetera.  Befo  e starting  definitive  treat- 
ment, an  exact  electrocardiographic  diagnosis  must 
be  established,  for  whereas  digitalis  is  usually  indi- 
cated in  auricular  or  nodal  tachycardia,  digitalis 
is  cont;aindicated  in  ventricular  tachyca:dia.  Digi- 
talis often  causes  ventricular  prematu  e contractions 
and  if  digitalis  were  discontinued  in  these  cases  when 
its  toxicity  first  became  manifest  there  would  be  less 
frequent  ventricular  tachycardia. 

Quinidine  still  probably  deserves  the  first  place  in 
treatment  of  ventricular  tachyca  dia.  It  can  be  given 
orally  as  discussed  above;  in  case  of  lack  of  response 
the  dosage  may  be  carefully  stepped  up  to  grains  6,  or 
even  grains  9,  every  two  hours.  However,  if  the  tachy- 
cardia persists,  or  if  the  patient  becomes  worse,  I 
would  use  procaine  amide  (pronestyl);  this  is  a 
direct  myocardial  depressant.  The  oral  rcu'.e,  giving 
500  milligrams  every  three  to  four  heurs,  may  be 
tried.  However,  if  the  attack  persists  for  over  three 
to  four  hours,  I wculd  switch  to  the  intravenous  route. 
This  must  be  given  very  carefully  by  the  at'ending 
physician  with  a nurse  or  interne  recording  the  blood 
pressure  continuously  and  at  the  same  time  taking 
a continuous  electrocardiogram.  The  pronestyl  is 
injected  at  the  rate  of  100  milligrams,  or  1 c.c.,  per 
minu'.e — no  faster,  and  the  whole  of  10  c.c.’s  may  be 
given  in  ten  minutes  if  the  attack  does  not  stop,  or 
if  there  are  no  untoward  reactions.  Injection  should 
be  stopped  at  once  when  the  rate  slows. 

I have  used  pronestyl  intravenously  in  about 
twenty  cases  of  ventricular  tachycardia  and  in  no 
instance  has  it  failed  to  stop  the  attack. 

Quinidine,  intramuscularly  or  intravenously,  has 
been  used.  If  the  patient  is  unable  to  swallow  and 
if  pronestyl  fails,  quinidine  is  new  available  for 
intravenous  use  in  special  ampules.  It  shculd  be 
given  with  great  caution  and  slowly;  do  not  give 
over  0.1  gram  every  three  minutes  and  not  more  than 
1 gram  for  the  total  dose.  Potassium  chloride  has 
been  of  help  in  cases  due  to  digitalis  toxicity.  This 
may  be  given  in  enteric  coated  tablets,  giving  1 to  2 
grams  two  to  four  times  per  day. 

ACUTE  LEFT  VENTRICUL.AR  FAILURE 

Paroxysmal  nocturnal  orthopnea,  cardiac  asthma 
and  acute  pulmonary  edema  represent  progressive 
stages  of  acute  left  ventricular  failure.  This  is 
brought  about  by  a sudden  inorease  in  the  pulmonary 
congestion  as  a result  of  a sudden  inorease  of  inflow 
from  the  stronger  right  ventricle  and  the  weakened 
left  ventricle  is  unable  to  respond.  The  clinical  pic- 
ture needs  no  description  here. 
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The  therapeutic  measures  which  we  use  in  these 
cases  of  acute  left  ventricular  failure  fall  into  two 
groups.  First,  measures  which  help  to  cut  down  the 
increased  flow  such  as  sitting  position,  immediate 
use  of  oxygen,  and  immediate  use  of  large  doses  of 
morphine  which  diminish  the  labored  breathing, 
calm  the  patient  and  tend  to  diminish  venous  return. 
Second,  measures  which  tend  to  diminish  the  volume 
of  circulating  blood  and  hence  cut  down  the  inflow 
load;  such  measures  include  mercurial  diuretics 
intravenously,  rapid  venesection  and  “bloodless  phle- 
botomy” with  use  of  alternating  tourniquets  on  three 
extremities. 

When  a patient  is  seen  with  cardiac  asthma,  the 
first  thing  to  do  is  to  get  the  patient  up  on  the  side 
of  the  bed  or  in  a chair;  this  will  often  cause  relief. 
If  not,  then  I think  morphine  sulphate,  grains  1 /4, 
and  atropine  sulphate,  grains  1/100,  may  be  given 
by  hypodermic  and  often  there  is  quick  relief.  Amino- 
phyllin  may  be  given  intravenously  or  by  mouth  or 
by  suppository.  Since  the  occurrence  of  cardiac 
asthma  is  evidence  of  left  ventricular  failure,  I 
believe  these  patients  should  be  digitalized  and  kept 
on  a maintenance  dose. 

If  the  patient  is  seen  in  acute  pulmonary  edema  or 
progresses  to  acute  pulmonary  edema,  then  certainly 
morphine  sulphate  should  be  given  intramuscularly 
at  once,  or  if  the  pressure  is  low  and  the  patient  is 
in  shock  it  may  be  given  intravenously.  I prefer 
atropine  with  morphine. 

If  oxygen  is  available  it  should  be  started  at 
once,  using  the  emergency  mask  and  then  switching 
to  nasal  oxygen  or  the  tent.  Intravenous  aminophyl- 
lin,  grains  7^4,  should  be  given  at  once  but  admin- 
istered slowly.  Then  if  the  patient  has  not  been  on 
digitalis,  some  form  of  quick  acting  digitalis  should 
be  given.  I prefer  cedilanid  given  intravenously  in 
a full  1.6  milligram  dose.  Strophanthin  K or  Stro- 
phanthin  G (Quabin)  milligrams  0.25  intravenously 
may  be  used.  In  either  case  the  patient  should  be 
digitalized  immediately  after  the  acute  attack,  the 
rapidity  and  method  of  digitalization  depending  upon 
the  progress  of  the  individual  case.  If  one  can  be 
sure  that  the  patient  has  not  been  on  any  digitalis, 
I believe  it  is  rational  to  give  digitoxin,  milligrams 
0.4,  orally  if  possible;  if  not,  intramuscularly  as  soon 
as  the  lanatoside  C has  been  given,  and  then  repeat 
this  every  four  hours  for  two  more  doses.  The  reason 
for  this  is  that  the  effects  of  the  rapidly  excreted 
lanatoside  C will  soon  wear  off  and  the  digitoxin 
can  begin  to  take  effect  before  this  happens. 

I think  it  is  wise  to  use  one  of  the  mercurial  diu- 


retics intravenously,  and  1,  personally,  give  mer- 
cuzanthine,  2 c.c.s.  intravenously,  as  soon  as  the 
digitalis  has  been  given.  So  called  bloodless  phle- 
botomy by  use  of  tourniquets  may  be  of  help.  The 
tourniquets  are  placed  on  three  extremities  using 
sufficient  pressure  to  occlude  veins,  but  not  arteries. 
They  are  rotated  every  fifteen  to  twenty  minutes.  If 
the  patient  does  not  improve  in  thirty  to  forty  min- 
utes, and  if  there  is  no  evidence  of  anemia,  500 
to  800  c.c.s.  of  blood  should  be  withdrawn  from  a 
vein  quickly  and  the  result  may  prove  dramatic. 

Just  a word  about  angina  pectoris  or  paroxysmal 
coronary  insufficiency.  The  treatment,  of  course,  is 
nitroglycerine  or  at  times  amyl  nitrite  for  the  imme- 
diate episode.  Prevention  of  attacks  cannot  be  taken 
up  here. 

The  most  important  thing  in  treating  coronary 
occlusion  with  myocardial  infarction  is  first  to  relieve 
the  pain.  If  the  pain  is  quite  mild,  demerol,  50  to 
100  milligrams,  may  be  given  hypodermically.  How- 
ever, many  cases  recjuire  morphine  sulphate,  grains 
1/4,  and  again,  I use  atropine  sulphate,  grains 
1/150.  If  this  does  not  relieve  the  pain  in  twenty 
minutes,  or  if  the  pain  seems  to  be  getting  worse, 
then  the  same  dose  may  be  repeated  and  occasionally 
it  may  be  necessary  to  give  morphine  sulphate  intra- 
venously. I have  found  that  hyoscine,  grains  1/200, 
morphine,  grains  1/8,  and  cactus,  grains  1/120, 
(H.M.C.  mild),  often  relieve  pain  when  morphine 
sulphate  and  atropine  fail,  or  at  times  if  the  patient 
has  had  morphine  sulphate,  grains  1/4,  I might  give 
hyoscine  hydrebromide,  grains  1 /200  to  grains  1 /lOO. 
Oxygen  by  emergency  mask  or  by  tent  should  be  given, 
certainly  in  all  patients  who  continue  to  have  pain 
and  in  fact,  I belive  it  is  wise  to  give  it  in  practically 
all  cases.  Intravenous  aminophyllin,  grains  7-1/2, 
often  helps  to  relieve  pain  and  is  certainly  indicated 
in  patients  who  show  any  tendency  toward  left  sided 
failure  and  cardiac  asthma.  Some  doctors  use  quini- 
dine  routinely  in  cases  of  myocardial  infarction — 
I don’t  believe  this  is  necessary;  however,  if  any 
irregularity  of  the  heart  develops,  such  as  premature 
contractions,  I would  use  quinidine;  so,  also  if  digi- 
talis is  to  be  given  to  that  particular  patient.  The 
ectopic  tachycardia  should  be  treated  as  previously 
discussed.  Some  time  ago  it  was  considered  unwise 
and  dangerous  to  give  digitalis  to  patients  who  had 
had  an  acute  myocardial  infarction.  I believe  this 
opinion  has  changed  and  if  such  a patient  begins 
to  have  failure,  and  if  this  is  not  relieved  immediately 
by  a salt  free  diet  and  mercurial  diuretics,  it  seems 
wise  to  me  to  digitalize  the  patient.  I believe  it  is 
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wi^e  to  give  quinidine  as  notvd,  and  unless  the  situ-*, 
arion  is  urgent,  rapid  methods  of  digitalization  need 
not  be  used. 

Mo.’-phine  is  the  drug  of  choice  for  relief  of  severe 
pain  of  coronary  occlusion,  but  it  has  certain  un- 
toward side  effects  at  times,  such  as  ntiusea  and 
vomiting,  constipation,  distention  and  depression  of 
the  renal  function.  Therefore,  after  the  initial  dose, 
or  as  soon  as  possible,  it  may  Ije  wise  in  certain  cases 
to  switch  to  demerol,  50  to  100  milligrams.  Dilaudid, 
grains  1 12  to  1 24,  is  a good  drug  and  Pantapcn 
is  liked  by  some. 

The  most  .serious  frequent  complication  of  coro- 
nary occlusion  is  shock.  This  shock  is  due  to  a 
sudden  failure  of  the  heart  to  pump  blocd  into  the 
tissues.  It  is  a fall  in  cardiac  output  and  is  not  due 
to  blood  loss  or  to  decrease  in  venous  return.  This 
so  called  cardiogenic  shock  re.^ults  from,  in  j)a’'t, 
myocardial  weakness  connected  with  the  infarction. 
However,  I feel  this  is  not  the  sole  cause  and  there 
are  certain  refle.xes  which  are  poorly  understood,  bet 
which  nevertheless,  play  an  important  part  in  this 
phenomenon.  This  shock  may  occur  suddenl}'.  or 
there  may  be  a drop  of  blood  j)ressure  over  a period 
of  several  hours  until  it  gets  to  80  or  below,  systolic. 
Theoretically,  transfusions  or  intravenous  fluids  are 
not  indicated,  and  in  fact,  may  lead  to  further  in- 
crease in  venous  pressure  and  congestive  failure.  .Ac- 
tually. however,  this  danger  of  inducing  failure  is 
not  so  great,  as  has  recently  been  proven.  Intra- 
arterial infusions  have  been  used,  but  I have  n.-'t 
had  personal  experience  with  these.  Xeo.'ynephrine 
in  doses  of  .1  to  5 milligrams  int'amuscularly  mav 
be  tried  and  repeated  ever\-  two  to  three  hours.  Mas- 
ters and  Griffith  have  used  .ACTH  and  Cortisone, 
but  without  good  results  so  far.  .At  the  jiresent  time 
I believe  the  best  treatment  for  this  type  of  shock 
is  the  use  of  Xor-epinephrine;  Samjiscn  et  al  and 
Griffiths  et  al  reported  good  results  with  this  p“o- 
cedure.  I'he  technique  is  as  follows:  The  agert  is 
diluted  in  5 per  cent  glucose  or  Ringers  solution. 
The  initial  dilution  is  4 milligrams  of  the  bitartrate 
monohydrate  (levophed)  per  liter.  This  is  admin- 
istered intravenously  at  rates  vari  ing  from  4 to  80 
drojis  (0.001  milligrams  to  0.02  milligrams)  p?r 
minute  as  necessary  to  maintain  the  blood  pressure 
at  appropriate  levels.  The  concentration  is  increa.std 
to  8.  12  and  even  16  milligrams  per  liter  when  ade- 
quate response  is  not  obtained  at  lesser  concentra- 
tions and  to  restrict  parenteral  fluid  intake.  With- 
ilrawal  is  accomplished  very  gradually  by  decreas- 
ing the  rate  of  infusion  and  often  the  concentration. 
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Tlierapy  is  continued  as  long  as  necessary.  The 
important  thing  in  treatment  of  shock  is  time;  if  the 
blood  pressure  of  a jjreviously  normotensive  drops 
to  100  systolic  or  below,  or  if  a hyiiertensive  drops 
to  110  systolic  or  below  and  does  not  start  back  up 
in  two  hours,  treatment  should  be  started. 

It  is  our  practice  to  use  anticoagulant  treatment 
in  all  hospitalized  cases  of  definite  acute  myocardial 
infarction  unless  there  is  definite  contraindication. 
Anticoagulant  treatment  should  be  carried  out  only 
when  one  has  the  help  of  competent  laboratory  facili- 
ties and  the  treatment  must  be  under  very  careful 
supervision.  We  are  aware  that  certain  investigators, 
such  as  Russek  et  al.,  claim  that  they  can  establish 
“good  risk’’  cases.  However,  we  feel  that  there  is  a 
very  reasonable  doubt  that  one  can  so  classify  cases 
of  myocardial  infarction  or  can  predict  which  cases 
may  change  quickly  from  “good  risk"  to  “bad  ri.'^k" 
cases. 

COMP.ARISOX  OF  CASES 

.A  survey  of  107  cases  of  myocardial  infarction  as 
determined  by  the  clinical  and  electrocardiographic 
findings  were  studied.  This  survey  encompassed  three 
and  one  half  years,  from  January  1947  to  July  1951, 
and  represents  private  cases  seen  by  me  at  the 
Johnston-Willis  Hospital.  The  cases  were  divided 
as  to  those  patients  not  receiving  dicumarol  and  those 
who  did  receive  dicumarol.  If  the  patients  expired 
within  three  days  of  admission  the  case  was  excluded. 
There  were  27  patients  not  treated  who  served  as  a 
modified  control  and  10  of  these  died.  There  were 
80  patients  treated  with  dicumarol  and  nine  of  these 
died. 

The  difference  in  percentage  of  mortality  was  so 
striking  that  the  cases  were  restudied  to  determine 
if  any  other  factors  were  involved  that  might  have 
influenced  the  mortality  rate.  X'o  significant  varia- 
tions could  be  found.  However,  we  wish  to  state  that 
we  did  not  attempt  to  run  a control  group,  such  as 
could  have  been  obtained  by  selecting  alternate  cases. 
We  apparently  tended  to  increase  the  number  of 
cases  on  dicumarol  each  year.  The  causes  of  death 
in  both  groups  also  appeared  similar.  The  overall 
mortality  for  those  patients  who  did  not  receive 
dicumarol  was  37^,  whereas  the  mortality  rate  for 
these  receiving  dicumarol  was  only  11%. 

We  realize  that  this  difference  is  considerably 
greater  than  that  found  by  others,  possibly  due  to  the 
small  number  of  cases.  However,  it  does  confirm 
rather  strikingly  that  anticoagulant  therapy  in  cases 
of  myocardial  infarction  is  a definite  adjunct  in  the 
treatment  of  these  cases. 
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Series  II;  Cases  seen  in  private  hospital  practice 
with  acute  myocardial  infarction  and  treated  with 
anticoagulants  during  1955:  Eighty-six  cases  were 
at  first  placed  in  the  above  classification.  However, 
after  applying  criteria  that  were  so  rigid  there 
could  be  no  reasonable  doubt  that  each  case  had  an 
acute  myocardial  infarction,  the  number  was  cut 
down  to  64  cases. 

Of  these  64  cases,  seven  or  10%  died  within  forty- 
eight  hours  of  admission  to  the  hospital  and  were 
not  included  in  the  further  study  or  mortality  rate, 
as  it  was  felt  they  died  so  quickly  that  dicumarol 
could  net  have  had  any  effect  upon  the  outcome. 

Sex  and  Age:  IMales  predominated,  as  would  be 
expected,  there  being  60  males  and  26  females.  The 
ages  ranged  from  38  to  84  with  an  average  age  at 
the  time  of  this  acute  infarction  being  67.  The  aver- 
age age  for  the  patient  with  the  second  or  more 
infarction  was  60  to  70,  and  the  average  age  for 
those  having  the  first  known  or  recognized  infarction 
was  67. 

Seven  cases  of  the  57  who  lived  longer  than  forty- 
eight  hours  and  were  on  dicumarol  therapy  died ; 
four  of  these  seven  who  died  had  had  no  infarction, 
insofar  as  we  could  determine,  prior  to  this  current 
episode;  three  cases  had  at  least  one  or  more  pre- 
vious infarctions.  The  above  mortality  rate  is  12%. 
One  patient  had  a pulmonary  infarction  while  on 
dicumarol;  it  did  not  cause  death.  There  were  no 
instances  of  significant  bleeding,  nor  were  there  in- 
stances of  complicating  thromboembolic  phenomena. 
These  57  cases  were  continued  on  dicumarol  through- 
out their  hospitalization.  The  50  who  survived 
remained  in  the  hospital  on  an  average  of  four 
weeks. 

It  is  interesting  to  note  that  of  the  64  cases  ad- 
mitted with  acute  myocardial  infarction  twenty-one 
had  at  least  one  previous  myocardial  infarction 
prior  to  the  episode  for  which  they  were  admitted. 
Of  the  seven  cases  who  died  within  the  first  forty- 
eight  hours  three  had  suffered  one  or  more  infarc- 
tions previous  to  their  current  infarction. 

Just  a few  words  about  syncope  which  occurs  in 
many  conditions  and  usually  in  patients  who  do  not 
have  organic  heart  disease.  Neurogenic  or  vaso 
depressor  syncope  is  the  most  common  and  is  pro- 
duced by  a reflex  peripheral  vasodilatation  and  may  be 
brought  on  by  fright,  pain,  emotional  upset,  et  cetera. 
The  usual  treatment  is  simply  to  get  the  patient’s 
head  below  his  body.  If  clonic  twitches  occur  adren- 
alin .5  c.c.  1:1000  solution  h\q:)odermically  may  be 
needed. 


A hypersensitive  carotid  sinus  may  be  tlie  cause 
of  fainting  in  some  patients.  If  the  diagnosis  can 
be  established  the  patient  should  be  warned  against 
things  which  will  stimulate  the  carotid  sinus,  tight 
collars,  et  cetera,  and  it  is  reasonable  to  try  ephedrine 
sulphate,  grains  1/2,  three  times  a day,  or  paredrine, 
60  milligrams,  three  times  a day,  or  atropine  suli)hate, 
grains  1/200,  three  times  a day. 

Postural  hypotension  at  times  causes  syncope  and 
the  treatment  depends  on  the  cause  if  it  can  be 
found.  Again  ephedrine,  paredrine  and  atropine 
may  help. 

Hypoglycemia  may  also  cause  syncope  and  the 
treatment  depends  on  the  cause  of  the  hypoglycemia. 

Emergency  treatment  may  be  required  during  tlie 
acute  s.tage  of  rheumatic  fever  and  rheumatic  pan- 
carditis, because  of  the  occurrence  of  pericarditis, 
congestive  failure  and  arrhythmia.  The  latter  two 
have  been  dealt  with  in  general.  If  the  patient  with 
pericarditis  develops  an  effusion  enough  to  cause 
a tamponade,  then  a pericardial  paracentesis  should 
be  done  at  once,  and  it  may  be  life  saving.  Appar- 
ently -A.CTH  and  cortisone  are  useful  in  the  treat- 
ment of  the  acute  severe  stage  of  rheumatic  fever. 
The  exact  mode  of  action  is  not  known  and  the  ques- 
tion as  to  whether  or  not  the  ultimate  progress  and 
course  of  the  disease  is  altered,  has  not,  in  my 
opinion,  been  proven.  Nevertheless,  since  these  drugs 
apparently  can  tide  the  patient  over  the  very  acute 
phase,  their  use  is  worthwhile.  ACTH  may  be  given 
somewhat  as  follows:  25  milligrams  every  six  hours 
for  six  days,  then  a daily  dose  of  60  milligrams  for 
seven  days,  then  40  milligrams  for  two  or  three 
weeks.  Cortisone  in  a single  daily  dose  of  200  milli- 
grams may  be  given  intramuscularly,  or  if  it  can  be 
given  orally  it  is  more  effective  and  can  be  given  75 
to  100  milligrams  every  six  hours  for  about  the  same 
length  of  time. 

Complete  heart  block  with  sudden  failure  of 
idioventricular  pacemaker  and  asystole  is  a common 
cause  of  Stokes-Adams  syndrome,  although  a change 
from  one  rhythm  to  another  may  cause  asystole  and 
Stokes-Adams.  Adrenalin  is  the  immediate  treat- 
ment of  choice;  in  extreme  cases  in  shock  it  may  be 
given  intravenously  or  directly  into  the  heart.  In 
the  usual  case,  1/2  to  1 c.c.  of  1:1000  solution  of 
adrenalin  should  be  given  hypodermically.  This  may 
be  repeated  as  necessary  if  the  attacks  recur  and  are 
severe. 

Finally,  hypertensive  encephalopathy  and  hyper- 
tensive crises  may  occur  in  the  course  of  essential 
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hypertension — malignant  phase  usually — or  in  acute 
nephritis  or  in  pheochromoc>'toma. 

At  the  present  the  best  method  of  treatment,  ac- 
cording to  Herbert  Langford,  is  Reserpine,  milli- 
grams 2.  intramuscularly,  then  watch  the  blood  pres- 
sure carefully,  and  if  a satisfactory  lowering  of  blood 
pressure  has  not  occurred,  then  Reserpine,  milligrams 
intramuscularly,  may  be  tried  in  three  to  four 
hours,  and  if  in  another  three  to  four  hours,  the 
pressure  still  does  not  come  down,  5 milligrams  may 
be  given  every  four  to  six  hours.  If  the  crisis  is 


proved  to  be  due  to  a pheochromocytoma  the  tumor 
should  be  removed,  of  course,  if  this  is  possible. 
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Pastoral  Counseling  Service 


medical  center  outpatient  service  for  persons 
needing  religious  counseling  has  been  described  by 
two  North  Carolina  ministers. 

Richard  K.  Young,  Th.D.,  and  Benjamin  S.  Pat- 
rick, Th.M.,  Winston-Salem,  reported  on  the  out- 
patient pastoral  counseling  service  at  North  Caro- 
lina Baptist  Hospital  in  the  September  6 Journal  of 
the  American  ^ledical  Association. 

It  is  one  more  example  of  the  growing  cooperation 
between  medicine  and  religion  in  helping  persons 
who  are  ill  or  who  need  help  in  solving  their  daily 
problems. 

Outpatient  counseling  at  North  Carolina  Baptist 
Hospital  resulted  from  a program  of  intensive  pas- 
toral work  with  inpatients.  Many  patients  requested 
that  the  chaplain  talk  with  members  of  their  families. 
Many  patients  themselves  returned  for  counseling 
after  their  discharge  from  the  hospital,  and  even- 
tually local  pastors  began  sending  their  patients 
to  the  hospital  chaplain. 

In  1953  a program  of  outpatient  counseling  was 
set  up.  In  that  year  there  were  1,621  visits.  By  1957 
the  number  has  grown  to  3,208,  and  people  were 
coming  to  the  service  from  three  states. 

The  staff  consists  of  13  men,  all  ministers.  Six 
are  permanent  members  and  seven  are  fellows  or 
interns.  “These  counselors  function  in  their  roles 
of  ministers — but  ministers  with  sjtecial  training  and 
experience  in  understanding  human  behavior.” 


They  deal  with  persons  having  tNpical  problems 
of  adjustment  and  make  no  attempt  to  handle  cases 
of  mental  illness.  When  such  patients  appear,  they 
are  referred  to  the  psychiatric  clinic.  Often  such 
referrals  are  more  easily  made  by  chaplain-counselors 
than  by  local  pastors. 

Many  problems  are  brought  to  the  clinic.  More 
than  a third  of  the  persons  seen  last  year  received 
marital  counseling  and  many  received  “growth  coun- 
seling”— growth  in  self-understanding. 

The  department  looks  on  counseling  as  a religious 
process  in  which  the  individual  is  helped  to  realize 
more  nearly  the  full  potentials  of  his  own  person- 
ality. The  outstanding  advantage  of  a pastoral  coun- 
seling service  in  a medical  center  is  the  availability 
of  medical  resources.  If  patients  need  medical  care, 
they  are  referred  to  the  medical  departments.  The 
medical  staff  and  the  chaplains  realize  that  both 
play  a part  in  the  comprehensive  care  of  the  patient. 
.Another  advantage  is  that  counselors  can  be  trained 
within  the  framework  of  interprofessional  relation- 
ships. The  medical  and  religious  groups  work  closely 
together,  e.xchanging  information  and  learning  from 
each  other. 

.A  promising  development  that  has  grown  out  of 
the  North  Carolina  program  is  the  opportunity  for 
research.  The  hospital  has  employed  a clinically 
trained  minister  to  do  research  in  pastoral  care.  As 
far  as  the  authors  know,  this  is  the  first  time  that  a 
medical  center  has  employed  such  a person. 
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The  Medical  Treatment  of  Hyperthyroidism 

WILLIAM  P.  COLEMAN,  M.D. 
Lynchburg,  Virginia 
K.  R.  CRISPELL,  M.D. 

Charlottesville,  Virginia 


'"THE  THREE  METHODS  presently  available 
for  the  satisfactory  control  of  hyperthyroidism 
are:  (1)  subtotal  thyroidectomy,  (2)  administration 
of  antithyroid  drugs,  (3)  the  use  of  radioactive 
iodine.  This  discussion  will  be  confined  to  the  non- 
surgical  methods  of  treatment  and  the  purpose  of 
this  report  is  to  discuss  briefly  thyroid  physiology, 
and  the  method  of  action,  adverse  reactions,  and 
indications  for  use  of  the  more  important  antithyroid 
drugs  and  of  radioactive  iodine. 


SYNTHESIS  AND  RELEASE  OF  THYROXINE 
unknown  trapping 

1.  Scrum  iodide Thyroid  iodide. 

mechanism 

hydrogen  peroxide 

2.  Thyroid  iodide -^^lodine 

peroxidase 


3.  Iodine  - 

globulin -bound  tyrosine ^•Globulin-bound  diiodotyrosine . 

4,  Globulin-bound  diiodotyrosine ^Globulin-bound  tetraiodothyronine. 

(2  molecules)  (thyroglobulln) 


PHYSIOLOGY  OF  THE  THYROID  GLAND 
The  chief  function  of  the  thyroid  gland  is  to  syn- 
thesize, store,  and  release  thyroxin  as  needed. 
The  two  essential  compounds  required  for  thyroxin 
synthesis  are  tyrosine,  a readily  available  amino  acid, 
and  iodine,  the  supply  of  which  depends  on  its  in- 
take, entering  the  body  chiefly  in  water  and  food.'* 
Iodine  is  rapidly  absorbed  in  the  gastrointestinal 
tract  and  transported  in  the  blood  as  iodide.®  The 
thyroid  gland  has  a great  affinity  for  iodide,  and 
traps  it  in  concentrations  up  to  25  times  that  of  the 
blood  by  some  as  yet  unknown  mechanism. ‘*’®’®  The 
oxidation  of  iodide  to  iodine  probably  takes  place 
by  means  of  hydrogen  peroxide  in  the  presence  of 
]>eroxidase.*’®  Elemental  iodine  is  almost  instan- 
taneously organically  bound  to  tyrosine  in  the  3,5 
position  of  the  tyrosine  ring.  Two  molecules  of  the 
product,  3,5,  diiodotyrosine  are  condensed  to  form 
thyroxin,  which  is  protein-bound  as  thyroglobulin, 
the  main  constituent  of  the  colloid  material  in  the 
lumen  of  the  acinus.®-'^  (Figure  1.)  Proteolytic  en- 
zymes apparently  break  down  colloid  and  release 
thyroxin  thus  allowing  its  release  into  the  blood.® 
The  gradient  of  free  thyroxin  in  the  thyroid  and  the 
serum  thyroxin  is  about  100:1,®  thus  favoring  pas- 
sage of  thyroxin  into  the  blood. 

ANTITHYROID  DRUGS 

All  antithyroid  compounds  studied  have  been 
shown  to  act  by:  (1)  inhibiting  the  trapping  of 
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proteolytic 

5.  Globulin-bound  thyroxine Thyroxine. 

enzymes 


tyrosine 


CH2CH(NH2)-C00H. 


3,  5 diiodotyrosine 


CH2CH(NH2)-C00H. 


tetraiodothyronine 

(thryoxine) 


Fig.  I 


iodide  by  the  thyroid  gland,  (2)  inhibiting  the  or- 
ganic binding  of  iodine  or  a combination  of  1 and  2. 

Thiocyanate  and  perchlorate  and  the  other  mono- 
valent anions  (chlorate,  hypochlorate,  periodate, 
iodate,  biiodate,  and  nitrate)  have  been  shown  to 
inhibit  iodide  trapping  by  the  thyroid,  and  to  cause 
the  purging  of  iodide  from  the  gland.®’®  By  interfer- 
ing with  the  accumulation  of  iodide  by  the  gland, 
they  cause  a deficiency  of  thyroxin  synthesis,  but 
this  effect  can  be  modified  or  abolished  by  large 
doses  of  iodide  because  when  plasma  iodide  content 
is  markedly  increased,  enough  iodide  diffuses  to  the 
thyroid  gland  via  the  circulation  to  synthesize  thy- 
roxin.^ 

The  compounds  exerting  the  most  pronounced 
antithyroid  action,  the  thiocarbamides,  (thiourea, 
thiouracil,  etc.)  do  not  markedly  interfere  with 
iodide  trapping.*®  The  thiocarbamides,  imidazoles, 
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Table  I 

In'cidexce  of  Serious  Toxic  Effects  and  Death  Durixt. 
THE  Clinical  Tse  of  Antithyroid  Agents 

of  Total  Cases 


Drug 

Total 

Cases 

Agranulo- 

cytosis 

Fever 

Death 

Thiouracil  _ --  — 

^ 2490 

1.07 

2.37 

0.24 

.Methvlthiouracil 

-1116 

0.54 

7.0 

0.00 

Propylthiouracil  _ - - - 

-2491 

0.44 

0.28 

0.00 

Methyl  me  rcaptoimid  azole 

831 

0.12 

0.48 

0.00 

Thiourea 

525 

0.19 

4.57 

0.00 

Thiobarbital 

58 

5.17 

17.2 

3.45 

Aminothiazole  - 

179 

0.0 

8.4 

0.00 

lodothiouracil  . 

252 

0.0 

1.19 

0.00 

Carbethoxymethylglyoxaline  263 

0.76 

0.0 

0.00 

and  the  arainobenzenes  (sulfonamides,  paramino- 
salicylic  acid)  interfere  mainly  with  the  organic 
binding  of  iodine.-’^^  In  the  case  of  the  thiouracils 
the  mechanism  by  which  it  blocks  the  iodination  of 
tyrosine  is  thought  to  be  by  the  inhibition  of  peroxi- 
dase.'®-^* 

Propylthiouracil  is  a safe  and  effective  compound 
for  the  control  of  hyperthyrcdism,  if  used  in  ade- 
quate doses.'--'*  Its  action,  as  discussed  before,  is 
to  inhibit  the  organic  binding  of  iodine.  The  aver- 
age dose  in  thyrotoxicosis  is  300  mg.  a day  in  equally 
divided  doses  at  eight  hour  intervals.  Euthyrcidism 
is  considered  to  be  obtained  when  the  BMR  returns 
to  normal  with  a corresponding  change  in  clinical 
status. 

Methimazole  (Tapazole)  is  used  initially  cn  an 
average  dose  of  30  to  45  mg.  daily  in  equally  divided 
doses  at  eight  hour  intervals.  Its  action,  that  of  an 
enzyme  inhibitor,  is  similar  to  that  of  the  thioura- 
cils." Xeomercazole  is  similar  to  Methimazole  in 
structure  and  response  to  the  two  compounds  is  sim- 
ilar in  equivalent  doses. 

There  is  considerable  variation  in  the  rate  of 
response  to  treatment  in  subjects  with  hyperthyroid- 
ism.'*-'* .\dequate  response  is  dela}ed  where  the 
dosage  schedule  is  not  consistent,  in  the  presence  of 
marked  enlargement  or  nodularity  of  the  gland,  in 
severe  thyrotoxicosis,  and  when  recent  iodine  ther- 
apy has  been  used.'®  Remissions  in  mild  hyper- 
thyroidism, under  treatment  with  the  more  com- 
monly used  antithyroid  agents,  may  be  expected 
in  12  to  14  weeks.  Xodular  goiters  require  much 
longer  intervals  for  attaining  euthyroidism  than  do 
those  with  diffuse  hyperplasia,  and  several  months 
may  be  required  in  cases  of  large  nodular  goiters. 
In  a series  of  203  hyperthyroid  patients,'*  the  rate 
of  response  to  propylthiouracil  was  variable,  but  on 
the  average,  the  basal  metabolic  rate  was  within 


normal  range  within  approximately  90  to  100  days. 

Antithyroid  therapy  is  usually  continued  until 
at  least  six  months  of  complete  freedom  from  clin- 
ical and  laboratory  evidence  of  hyperthyroidism  has 
been  achieved.''  Then,  to  determine  whether  per- 
manent remission  has  resulted,  the  program  is  inter- 
rupted. If  recurrence  of  toxicity  develops,  it  usually 
occurs  within  two  months.  Six  months  of  well-being 
are  required  before  the  possibility  of  future  relap)se 
becomes  unlikely.  A decrease  in  the  size  of  the  thy- 
roid gland  during  treatment  is  the  only  factor  indica- 
tive of  a favorable  prognosis.'®  A second  or  even 
third  course  of  therapy  may  be  given  if  relapse 
occurs,  but  they  yield  lower  remission  rates."  How- 
ever, they  may  increase  the  total  remission  rate. 
Prolonged  remission  rates  under  proper  therapy  are 
estimated  at  from  60  to  .'*-'®-'®  Factors  that 
tend  to  favor  persistent  remissions  are  female  sex, 
small  goiter,  and  mild  thyrotoxicosis.*® 

It  has  been  our  policy  to  administer  iodine  in  the 
form  of  Lugol's  solution  or  saturated  solution  of 
potassium  iodide  in  combination  with  the  antithyroid 
drugs.  This  is  a necessity  if  the  patient  is  being 
prepared  for  thyroid  surgery  but  is  optional  if  the 
antithyroid  drugs  are  being  used  as  definitive  therapy. 

The  above  discussion  has  been  concerned  mainly 
with  the  use  of  the  antithyroid  drugs  as  definitive 
therapy.  They  probably  have  their  main  use  in  pre- 
paring patients  for  sub-total  thyroidectomy.  It  has 
been  our  custom  to  render  most  patients  in  the 
younger  age  group  with  th}Totoxicosis  euthyroid 
with  the  antithyroid  drugs  and  then  decide  whether 
to  have  surgery  performed  or  to  continue  the  anti- 
thyroid medication  as  outlined  above. 

Toxic  reactions  attributed  to  antithyroid  drugs 
have  been  mainly  hematological,  dermatological,  neu- 
rotoxic, and  febrile.'*’*''-'*-'’'-*'-**  In  one  series  of 
218  patients  treated  with  propylthiouracil,  reactions 
amounted  to  2.5%  and  withdrawal  of  the  drug  was 
only  necessary  in  three  patients.*'  In  a survey  of 
1,046  patients  treated  with  neomercazole,  there  were 
only  0.5%c  major  and  1.5%  minor  toxic  reactions.** 

In  the  usually  employed  dosages,  the  toxicity  of 
propylthiouracil,  methimazole,  and  neomercazole  is 
low  (Table  I).  According  to  Burrell  and  Fraser,  the 
incidence  of  major  toxic  reactions  for  propylthiouracil 
is  0.9%f , for  methimazole  is  1.45%  and  for  neo- 
mercazole is  0.5%.** 

RADIOACTIVE  lODIXE 

Radioactive  iodine,  1-131,  has  been  established  to 
be  of  definite  therapeutic  value  in  hyperthyroidism. 
Since  1942,  when  Hertz  and  Roberts**  and  Hamilton 
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and  Lawrence-'*  reported  their  results  of  patients 
successfully  treated  for  hyperthyroidism  with  radio- 
active iodine,  there  have  appeared  numerous  reports 
on  large  series  of  patients  so  treated. 

32,33, .34  While  various  investigators  differ  somewhat 
in  dosage  the  basic  approach  is  the  same.  An  initial 
calculated  dose  is  given,  with  additional  doses  to  be 
given  as  dictated  by  the  course  of  the  patient. 

The  half-life  of  1-131  is  only  8 days,  and  its 
radiation  is  largely  in  the  form  of  beta  rays  with  a 
tissue  penetration  of  about  2 mm.,  minimizing  tissue 
damage  outside  the  thyroid.  Radioactive  iodine 
behaves,  physiologically,  like  iodine  and  it  is,  there- 
fore, taken  up  by  the  thyroid  and  incorporated  into 
thyro.xin  in  the  same  way.  In  the  hyperthyroid  pa- 
tient it  is  estimated  that  I-l,-!!  is  concentrated  in  the 
thyroid  gland  in  amounts  10,000  times  greater  than 
in  the  blood. I'he  cells  of  the  thyroid  gland  con- 
centrate radioiodine  and  form  thyroid  hormone  and 
in  so  doing  they  are  inactivated  or  destroyed  by  the 
radiation  they  receive.  Obviously  more  damage  is 
done  to  the  “over  active”  cells  and  the  normally 
functioning  cells  will  be  spared. 

The  type  of  patient  that  we  have  selected  for  treat- 
ment with  radioactive  iodine  have  been  those  who 
present  an  increased  surgical  risk  and  include  mainly 
recurrent  thyrotoxicosis,  thyrotoxicosis  complicated 
by  heart  disease  (“thyrocardiac”),  and  patients  in 
the  older  age  group. ^ 

In  general  the  results  of  treatment  of  hyperthyroid- 
ism with  radioiodine  have  been  excellent.  Table  II 

Table  II 

Results  of  I-l 31  Treatment  of  Hyperthyroidism 


Authors 

Year 

Number  of 

Percentage 

Reported 

Patients 

Remission 

Werner  et  al 

1949 

103 

92 

Soley  et  al 

1949 

46 

93 

Gordon  and  Albright  _ 

__  1950 

120 

100 

Feitelberg  et  al 

_ 1950 

184 

99 

Clark  et  al 

_ 1952 

384 

.100 

McCullagh 

1952 

642 

100 

Crispell  et  al 

1953 

58 

93.1 

Chapman  and  Maloof 

__  1955 

528 

95 

Blomfield  et  al 

1955 

140 

96 

Beierwaltes  et  al 

1956 

330 

74.5 

MacGregor 

1957 

150 

98 

Average 

% 94.6 

compares  the  results  obtained  by  several  authors 
with  this  type  of  treatment.  The  average  percentage 
remission  was  94.6%.  These  results  are  better  than 
those  reported  for  the  treatment  of  hyperthyroidism 
with  antithyroid  drugs. ^*49  They  also  compare  favor- 


ably with  results  reported  with  the  treatment  of 
hyperthyroidism  with  antithyroid  drugs  followed  In 
subtotal  thyroidectomy.^® 

The  main  advantages  of  radioiodine  treatment  are 
its  ease  of  administration,  hospitalization  is  not  re- 
(luired,  post-treatment  vocal  cord  paralysis  or  hypo- 
parathyroidism have  not  been  rejiorted,  drug  reac- 
tions are  eliminated,  and  the  risk  of  surgery,  esi:>e- 
cially  in  the  presence  of  heart  disease,  is  eliminated. 
No  reports  of  malignancy  developing  in  patients  who 
have  received  radioitdine  have  been  noted  in  the  17 
years  of  use  of  radioiodine  in  the  treatment  of  hyper- 
thyroidism. However,  it  is  our  policy  to  restrict  the 
use  of  radioiodine  therapy  to  those  over  40  years  of 
age  because  of  the  possibility  of  malignancy  develop- 
ing in  these  patients  in  years  to  come.  The  incidence 
of  hypothyroidism  following  radioiodine  therapy  has 
been  about  the  same  as  for  surgerj'.^^ 

SUMMARY  AND  CONCLUSIONS 

The  antithyroid  drugs,  propylthiouracil,  methima- 
zole,  and  more  recently  neomercazole,  are  effective 
measures  for  the  treatment  of  hyperthyroidism.  The}' 
are  particularly  useful  in  young  people,  with  relatively 
small  goiters  and  in  all  patients  where  the  surgical 
risk  is  great.  They  are  also  useful  in  the  preopera- 
tive preparation  of  patients  who  are  to  be  treated  by 
sub-total  thyroidectomy.  Toxic  reactions  are  rela- 
tively uncommon  and  usually  self-limited.  Radio- 
iodine is  an  effective  drug  for  the  treatment  of  hyper- 
thyrodism  and  is  especially  valuable  in  recurrent 
hyperthyroidism  and  in  the  “thyrocardiac”. 
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Surgical  Approach  to  Spontaneous  Pneumothorax 


PONTANEOUS  PNEUMOTHORAX  is  a com- 
mon benign  disease  entity  of  young  adults.  It 
occurs  in  males  with  a 5-1  ratio  and  has  an  over- 
all recurrence  rate  of  25  per  cent.^  “Pneumothorax 
simplex”  may  well  become  a chronic  and  expensive 
illne.ss  since  the  recurrence  rate  is  high,  repeated 
hospitalization  with  loss  of  income,  and  the  possi- 
bility of  complications  such  as  hemothorax  or  pleural 
soilage  following  multiple  thoracenteses  are  a constant 
threat  to  the  patient  with  a history  of  two  or  more 
proven  episodes.  Bilateral  pneumothorax  occurs  not 
infrequently,  or  in  ten  to  twelve  per  cent  of  patients 
with  spontaneous  pneumothorax,  and  this  is  attended 
with  a 35  to  50  per  cent  mortality.”  It  becomes  ap- 
parent to  one  analyzing  these  figures  that  a sensible 
approach  is  early,  vigorous  treatment.  Multiple 
thoracenteses  are  not  satisfactory  since  the  lung  be- 
comes only  partially  expanded  and  a visceral-parietal 
union  or  symphysis  cannot  occur. 

SIMPLE  SPONTANEOUS  PNEUMOTHORAX 

The  “simple”  type  of  spontaneous  pneumothorax 
usually  occurs  for  the  first  tim.e  with  a small  air 
space  of  less  than  25  per  cent.  In  certain  instances 
simple  needle  aspiration  of  this  space  may  suffice, 
but  in  the  majority  of  cases,  a catheter  drainage  with 
water  seal  is  preferable.  Intercostal  drainage  may 
be  necessary  for  only  several  days  after  which  time 
the  lung  will  have  expanded  and  the  chest  tube 
become  sealed.  Removal  of  the  catheter  can  safely 
be  done  at  this  time.  Broad-spectrum  antibiotics 
should  be  given  during  the  period  the  tube  is  in  the 
pleural  cavity.  Bilateral  cases  of  pneumothorax 
should  invariably  have  bilateral  catheter  drainage. 

Hemothorax  patients  require  special  considera- 
tion, Streptokinase®  and  Streptodornase®  (Vari- 
dase)  are  administered  intrapleurally  to  aid  in  the 
removal  of  clotted  blood.  This  should  be  given 
within  72  hours  of  the  time  bleeding  has  stopped, 
or  prior  to  organization  of  the  clotted  blood.  Fre- 
quently, the  pleural  reaction  caused  by  the  Varidase 
will  result  in  a visceral  and  parietal  symphysis  if, 
at  the  same  time,  adequate  lung  expansion  is  main- 

From  the  Division  of  Thoracic  Surgery,  Der)artm''nt 
of  Surgery,  University  of  Virginia  School  of  Medicine, 
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tained,  by  catheter  suction.  In  these  patients  hav- 
ing hemothorax  a thickened  peel  of  pleura  is  usually 
found  regardless  of  the  use  of  Varidase.  Decortica- 
tion is  indicated  where  a “peel”  is  considered  to  be 
significantly  thick  to  cause  future  decrease  in  pul- 
monary function  and  fibrothorax.  Decortication 
should  be  performed  witbin  four  to  six  weeks  of  the 
time  of  hemothorax  if  the  pleural  peel  is  to  be  easily 
removed. 

All  patients  having  spontaneous  pneumorthorax 
require  skin  testing  and  sputum  studies  for  evidence 
of  tuberculous  infection.  At  one  time,  almost  all 
spontaneous  pneumothorax  episodes  were  attributed 
to  tuberculosis;  however,  this  is  not  actually  borne 
out  by  present  figures,  and  more  cases  of  spontaneous 
pneumothorax  occur  as  a result  of  subpleural  bleb 
ruptures  than  tuberculosis.^ 

Mediastinal  pneumothorax  may  also  occur,  al- 
though infrequently,  following  spontaneous  pneu- 
mothorax. This  complication  is  easily  and  quickly 
diagnosed  by  the  symptoms  of  rapid  spread  of  sub- 
cutaneous air  over  the  upper  chest,  neck  and  face. 
There  is  a crackling  sound  (Hamman’s  sign)  char- 
acteristically heard  by  both  patient  and  physician. 
Diagnosis  can  be  confirmed  by  chest  x-ray  which 
may  or  may  not  reveal  associated  pneumothorax,  but 
which  will  certainly  show  an  air  meniscus  surround- 
ing the  pericardium,  great  vessels  and  other  medi- 
astinal structures.  Severe  subcutaneous  emphysema 
can  be  both  uncomfortable  and  dangerous.  Medi- 
astinal structures  can  actually  be  compressed  caus- 
ing tracheal  deviation,  e.xtreme  dyspnea,  superior 
caval  obstruction,  etc.  Treatment  consists  of  inter- 
costal catheter  drainage  of  the  existing  pneumothorax 
which  usually  controls  the  subcutaneous  emphysema. 
Further  therapy,  if  indicated,  consists  of  cervical 
mediastinotomy  or  at  least  the  incising  of  the  pre- 
tracheal fascia  to  allow  escape  of  air.  Occasionally, 
a tracheotomy  is  necessary  which  serves  to  decom- 
press the  trapped  mediastinal  air  and  to  decrease 
dead  space  in  the  respiratory  tree. 

Usually  no  pleural  fluid  is  present.  Occasionally, 
however,  pleural  fluid  forms  at  the  base,  especially 
if  the  collapse  has  gone  unattended  for  several  days. 
.Mso  occasionally,  spontaneous  hemothorax  CK'curs, 
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and  this  is  associated  with  the  obvious  com])lica- 
tion  of  shock,  lowered  resistance,  empyema,  and 
occasionally  severe  l)leeding. 

These  instances  of  pleural  fluid  or  hemothorax 
require  catheter  drainage  in  a dependent  or  pos- 
terolateral position  through  the  seventh  or  eighth 
intercostal  space.  Simple  small  air  spaces  witliout 
pleural  fluid  are  best  decompressed  through  the  sec- 
ond or  third  intercostal  spaces  anteriorly.  Following 
catlieter  drainage,  there  may  be  no  further  episodes 
of  jmeumothorax.  However,  recurrence  does  occur, 
and  unfortunately  appears  in  about  50  to  60  pcT  cent 
of  patients  regardless  of  vigorous  early  treatment. - 
This  group  is  called  the  chronic  pneumothorax  group. 
The  complication  rate  in  this  latter  group  doubles. 
Tension  pneumothorax,  complete  pneumothorax, 
hydropneumothorox  and  hemcpneumothorax  all  oc- 
cur with  increased  incidence  in  the  chronically 
recurring  pneumothorax  patient. 

CHRONIC  PNEUMOTHOR.AX 

The  chronic  type  of  pneumothorax  bears  direct 
relationship  to  the  pathology  which  is  described 
briefly  as  follows: 

In  the  vast  majority  of  cases,  subpleural  air  vesi- 
cles or  blebs  are  the  offending  agent.  Often,  these 
pre.sent  as  small  thin-walled  beads  along  the  edge 
of  the  apical  and  posterior  segments  of  the  upper 
lobes.^  Rupture  of  these  vesicles  causes  sudden 
change  in  the  intrapleural  pressure  with  resultant 
partial  collapse  of  lung  tissue.  Often  the  collapse 
itself  serves  to  compress  the  walls  of  the  blebs  to- 
gether, thus  causing  the  rupture  to  seal  by  coaiitation, 
fibrin  formations,  etc.  Intercostal  cathether  drainage 
and  lung  re-expansion  will  then  be  comjflete  and 
unattended  with  a persistent  air  leak.  If  the  vesicles 
are  multiple  and  large,  the  recurrence  rate  is  high. 
Often  larger  air  sacs  or  bullae  exist,  especially  in 
the  upper  lol^es,  and  these  will  give  a large  pneumo- 
thorax with  persistent  air  leak.  Occasionally,  with 
long-standing  pneumothorax,  the  visceral  pleura 
becomes  thickened  thus  “trapping”  the  lung  in  the 
collapsed  state.  It  is  presumed  that,  whether  large 
or  small,  these  vesicles  are  forerunners  of  the  more 
diffuse  process  called  emphysema.  Chronic  recur- 
rence of  pneumothorax,  two  or  more  times,  simply 
means  that  multiple  small  subpleural  vesicles  exist 
and  that  repeated  leakage  can  be  expected.  Often 
large  cysts  can  be  seen  on  x-ray.  At  any  rate,  an 
understanding  of  the  pathology  lends  understanding 
to  the  following  indications  for  exploratory  thorac- 
otomy : 


1.  Occurrence  of  two  or  more  epi.'^fxles  of  spon- 
taneous pneumothorax. 

2.  Occurrence  of  one  or  more  episodes  of  pneu- 
mothorax with  x-ray  evidence  of  large  intra- 
pulmonary  blebs  or  vesicles. 

.1.  Occurrence  of  one  or  more  episodes  of  bilateral 
spontaneous  jmeumothorax, 

4.  Occurrence  of  one  or  more  episodes  of  spon- 
taneous jmeumothorax  with  associated  hemo- 
thorax. 

5.  Occurrence  of  one  episode  of  spontaneous 
pneumothorax  with  failure  of  expansion  fol- 
lowing prolonged  intercostal  catheter  drain- 
age (ten  or  more  days).  This  is  called  a “per- 
sistent air  leak”. 

METHODS  OE  SURGICAL  INTERVENTION 

The  simjfle  intercostal  catheter  drainage  has  been 
described. 

Several  years  ago,  a variety  of  “closed”  surgical 
procedures  were  used  with  varying  success.  These 
included  thoracoscopy  and  lysis  of  adhesions  as  well 
as  cauterization  of  the  leaking  area  under  direct 
thoracoscopic  vision.^  ,A.lso,  chemical  pleuritis  has 
been  tried  with  a huge  number  of  irritating  solutions 
and  powders.^  These  have  had  generally  poor  re- 
sults. Some  of  these  substances  are  mentioned  for 
condemnation  and  interest’s  sake:  Tuberculin,  killed 
bacteria,  peptone,  india  ink,  ether,  formaldehyde, 
turj)entine,  talc,  etc.  However,  failure  has  usually 
occurred  for  the  following  reasons: 

1.  Inadequate  expansion  of  the  lung  following 
thoracoscopy  prevented  visceral  and  parietal 
contact  and  thus  lack  of  symphysis. 

2.  Adhesions,  when  formed,  w’ere  inadequate  and 
stringy,  and  after  fixation  occurred  at  the  least 
desirable  area  over  the  mediastinum  and 
diaphragm. 

More  recently  exploratory  thoracotomy  has  been 
urged  in  the  treatment  of  recurrent  spontaneous 
pneumothorax.  Gaensler-  and  Gebauer®,  have  ad- 
vocated pleurectomy  for  insurance  against  further 
ej)isodes.  These  authors  feel  that  following  excision 
of  the  vesicle  areas  either  by  wedge,  segmental  re- 
section or  lobectomy,  a pleurectomy  is  indicated.  It 
has  been  our  feeling  that  if  a discrete  area  of  blebs 
can  be  removed  or  if  a cystic  upper  lobe  is  resected, 
pleurectomy  is  not  necessary  and  simply  adds  to 
the  procedure.  However,  diffuse  cystic  disease  which 
cannot  be  locally  resected,  or  a negative  explora- 
tion revealing  no  obvious  area  of  leakage  should 
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be  attendedi  by  a ])leurectora_\'  or  at  least  “roughen- 
ing” of  the  parietal  pleura  with  instrumentation  or 
sponges. 

Certain  cases  of  prolonged  collapse  will  have  a 
thickened  visceral  pleura  resulting  in  a “trapped” 
lung.  These  cases  will  require  a decortication,  re- 
section of  localized  vesicle  area  and  a parietal 
pleurectomy  if  this  is  deemed  necessary  at  the  time 
of  operation. 

Postoperatively,  the  chest  cathethers  are  left  in 
place  four  to  six  days  to  insure  adhesion  formation. 
Attention  is  also  directed  to  complete  expansion  of 
the  lung  and  multiple  endotracheal  aspirations  are 
performed  if  coughing  is  poor. 

CONCLUSION 

The  subjects  of  simple  spontaneous  and  chronic 
pneumothorax  are  discussed.  Indications  for  ex- 


[)loratory  thoracotomy  are  given  and  are  l)ased  j)ri- 
marily  on  the  important  point  that  usually  a large 
vesicle  or  series  of  subpleural  Idebs  must  be  excised 
as  the  underlying  offender  in  order  to  prevent  mul- 
tiple occurrences  of  collapse.  Pleurectomy  is  occa- 
sionally indicated  where  no  discrete  area  of  pul- 
monary cystic  change  can  be  found.  Poudrage  pro- 
cedures are  always  contraindicated  and  have  no  place 
in  the  i)resent-day  handling  of  spontaneous  pneumo- 
thorax. 
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Shows  complete  pneumothorax.  Complete  expansion  following  inter- 
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Fig.  II 


(a)  (b)  (c) 
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intercostal  drainage. 
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Eye  Protection 


Suspicions  that  fluorescent  lighting  may  be  in- 
jurious to  the  eyes  are  unfounded,  according  to  a 
committee  of  the  American  Medical  Association. 

"Fluorescent  lighting  is  not  harmful  to  the  eyes. 
It  does  not  cause  visual  discomfort  if  prop>erly  in- 
stalled, maintained,  and  used,”  the  A.M..\.  com- 
mittee on  industrial  ophthalmology  of  the  Council 
on  Industrial  Health  said. 

The  commitee's  findings  are  part  of  three  special 
reports  on  eye  protection  in  industrial  plants  which 
appear  in  the  September  Journal  of  the  A.M.A. 

The  study  also  revealed  that: 

— Ultraviolet  energ}-  from  clear  blue  summer  sky 
light  is  several  times  as  great  per  foot-candle  as 
fluorescent  light. 

—Light  from  some  fluorescent  lamps  resembles 
daylight  more  closely  than  that  from  tungsten-fila- 
ment lamps. 

— Heat  is  the  only  known  physiological  effect  pro- 
duced from  infrared  energy  found  in  present-day 
fluorescent  lighting. 

— Glare  may  occur  in  any  lighting  system  and  can 
be  solved  by  proper  installation  and  use. 

— Noticeable  flicker  is  usually  eliminated  in  mod- 
ern multiple  tube  fluorescent  installations. 

The  committee  recommends  the  use  of  guides  set 
forth  by  the  .\merican  Standards  -Association  and  the 


Illuminating  Engineering  Society  to  achieve  the  de- 
sired level  of  illumination. 

In  a second  report  to  the  council  dealing  with 
chemical  eye  injuries,  the  committee  said,  ‘‘Water  is 
still  the  most  universally  available,  effective,  and 
practical  emergency  first-aid  treatment  of  eyes  in- 
jured by  chemicals.” 

“Published  reports  of  research  in  the  use  of 
buffered  neutralizing  solutions  have  failed  to  show 
superiority  of  buffer  instillation  over  proper  water 
irrigation.” 

Immediate  and  thorough  flushing  of  chemicals 
from  the  eyes  has  brought  about  a tremendous  saving 
of  eyesight  among  industrial  employees. 

In  a discussion  of  eye  safety  equipment  the  com- 
mittee stated  that  “eye  disease  is  not  caused  by  lenses 
in  eye  safety  equipment.  Substandard  or  improperly 
fitted  lenses  may  cause  annoyance  and  discomfort, 
but  not  disease.” 

Safety  goggles  should  meet  the  specifications  of 
the  National  Bureau  of  Standards. 

“The  examination,  fitting,  and  maintenance  of 
eye  protective  wear  should  be  under  the  supervision 
of  an  eye  physician.” 

Dr.  Edmund  B.  Spaeth,  Philadelphia,  is  chairman 
of  the  committee. 
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VlRGINT.4  MeDIC.AL  MoXTHLV 


Psychosomatic  Disorders  in  Children 

Understanding  the  Language 


SINCE  THE  DOORS  of  the  Child  Psychiatry 
Clinic  at  our  hospital  were  opened  approximately 
18  months  ago  there  has  been  a constant  stream 
of  traffic  consisting  of  parents  and  their  children, 
whose  behavior  or  symptoms  were  severe  enough  in 
nature  that  the  parents  sought  assistance  in  alleviat- 
ing the  undesirable  symptoms.  Generally  the  symp- 
toms may  be  grouped  under  such  large  categories 
as:  (1)  Personality  problems  arising  from  physical 
illnesses,  such  as  diseases  and  injuries  of  the  brain, 
and  convulsive  disorders.  (2)  Problems  of  behavior 
such  as  unusual  eating  problems,  disturbances  of 
sleep  patterns,  juvenile  delinquency,  and  schizo- 
phrenia, and  (3)  Psychosomatic  problems,  such  as 
problems  relating  to  the  various  systems  of  the  body. 

The  psychosomatic  problems  will  be  discussed 
briefly,  and  emphasis  will  be  placed  on  the  impor- 
tance of  understanding  the  language  of  the  child 
or  adolescent  with  a psychosomatic  problem.  The 
general  statements  are  applicable  equally  to  the  per- 
sonality problems  and  the  problems  of  behavior. 
Indeed,  it  is  not  unusual  to  see  the  child  with  a 
psychosomatic  problem  who  at  the  same  time  has 
some  other  manifestations  such  as  the  behavior 
problem. 

Psychosomatic  problems  in  children  are  not  un- 
common, and  in  addition  to  being  made  aware  of  it 
in  our  daily  practice  of  medicine,  it  is  brought  to 
our  attention  in  both  classical  literature  and  in  the 
popular  press. 

A familiar  children’s  story,  Heidi,  tells  of  a little 
girl  who  is  forced  by  an  unfeeling  guardian  to  leave 
her  beloved  grandfather  and  his  home  in  the  moun- 
tains of  Switzerland  to  be  a companion  for  a wealthy 
invalid  child  in  the  city.  Becoming  increasingly 
homesick  and  lonely  for  familiar  scenes  and  old 
friends,  she  loses  her  appetite,  becomes  thin  and 
ill  until  she  is  returned  again  to  her  grandfather 
and  her  mountains. 

Presented  at  the  fall  meeting,  1957,  of  the  Pacific  Air 
Forces  Medical  Conference,  Baguio,  The  Philippines. 

Dr.  Powers  n'as  a major  in  the  USAF  {MC)  at  the 
time  this  paper  ’ivas  presented. 


DOUGLAS  POWERS,  M.D. 

JOE  LUCERO,  S/Sgt.,  USAF 
Bristol,  Virginia-Tennessee 

The  well  known  life  of  Elizabeth  Barrett  Browning 
is  a good  illustration  of  a psychosomatic  problem. 
Given  the  convenient  excuse  of  a temporary  injury 
sustained  when  she  fell  from  a horse  at  the  age  of 
15,  her  father,  after  the  death  of  his  wife  and  fol- 
lowing financial  disappointments,  forced  his  favorite 
and  eldest  daughter  Elizabeth  into  semi-invalidism 
through  late  adolescence  and  early  maturity  in  order 
to  keep  her  at  home  with  him.  When  at  the  age  of 
30  she  met  and  fell  in  love  with  Robert  Browning, 
the  impetus  of  the  strong  emotions  thus  released 
enabled  her  to  walk  and  to  gain  sufficient  strength 
to  elope  with  him  to  Florence,  lead  a normal  social 
life  and  bear  a child  without  injuring  her  so-called 
■‘delicate”  health. 

Another  example  that  comes  to  mind  occurred  a 
few  years  ago  among  the  youthful  occupants  of  a 
barracks  at  a large  Air  Force  Basic  Training  Center 
in  New  York  State.  It  was  in  the  middle  of  a long 
cold  winter  and  most  of  the  trainees  were  away  from 
home  for  the  first  time  in  their  lives.  The  anxiety 
of  separation  normally  experienced  by  these  late 
adolescents  was  accentuated  by  the  closed-in  feeling 
and  the  isolation  resulting  from  the  unusually  severe 
winter.  Upper  respiratory  infection  was  rampant 
among  the  personnel  on  the  base.  One  of  the  occu- 
pants of  the  barracks  who  had  an  upper  respiratory 
infection  came  down  with  a meningitic  process, 
complete  with  elevation  of  temperature,  stiff  neck 
and  headache.  These  symptoms  were  observed  by 
his  associates  before  he  was  removed  to  the  hospital. 
That  night  about  half  of  those  in  the  barracks  were 
affected  with  similar  symptoms,  minus  the  tempera- 
ture elevation.  Actually  they  did  not  have  meningitis 
but  their  fear  had  been  converted  into  these  psycho- 
somatic manifestations. 

STUDYING  BEHAVIOR 

In  attempting  to  understand  the  behavior  of  any 
given  child  there  are  three  large  areas  which  must 
be  given  consideration. 

Individual  Differences : Although  we  do  net  un- 
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derstand  the  reasons  very  well,  it  is  easily  recog- 
nized that  persons,  including  babies,  differ  frcm 
each  other,  ^^’e  are  able  to  predict  with  seme 
accuracy  the  individual  differences  in  physical 
growth  and  development.  e can  measure  fairly 
well  the  basic  intellectual  differences  in  individuals. 
But  there  are  intangibles  which  determine  the  m.an- 
n -I  in  which  the  child  e.xperiences  and  reacts  to 
this  environment;  and  about  these  inner  differences 
our  understanding  is  quite  limited.  One  baby  may 
be  hyperactive  while  another  may  be  hypoactive,  and 
as  time  passes  this  early  manner  of  reacing  may  be 
observed  to  develop  into  a well-defined  pattern  of 
activity  that  is  characteristic  of  the  particular  indi- 
vidual. Work  is  being  done  in  an  effort  to  determine 
what  effect  maternal  emotional  experiences  and  re- 
actions during  the  prenatal  period  may  have  on  the 
infant,  and  some  interesting  presumptive  evidence 
is  available.  But  about  all  that  can  be  said  at  this 
time  is  that  people  are  different  and  they  react  differ- 
ently to  the  same  stimuli. 

Cultural  Influences:  Just  as  individuals  differ 
one  from  the  other  cultural  groups  and  sub-cultural 
groups  differ  in  what  is  expected  of  its  constituents. 
It  is  the  society  or  culture  which  determines  in  large 
measure  the  process  of  child  training  and  education. 
At  first  the  child  does  not  meet  these  cultural  in- 
fluences directly  but  through  the  medium  of  the 
parents.  Attitudes  within  a culture,  about  a specific 
function,  differ  less  than  attitudes  between  cultures. 
For  example,  in  the  United  States  the  majority  of 
babies  have  discontinued  breast  or  bottle  feeding 
soon  after  their  first  year  of  life.  Whereas  in  some 
other  countries  the  baby  is  allowed  to  breast  feed 
much  longer,  often  until  the  child  discontinues  of 
his  own  volition. 

Parental  Influences : Undoubtedly  parents  are  the 
most  important  factor  in  determining  the  reaction 
patterns  and  personality  development  of  the  child. 
This  is  especially  true  in  human  development  be- 
cause of  the  long  period  of  dependency  of  the  child 
while  meaningful  relation.ships  are  being  established 
with  the  adults.  It  is  during  these  early  impres- 
sionable years  that  the  child  must  progress  from  no 
awareness  of  self  to  a realization  that  he  is  a sep- 
arate individual  in  his  own  right.  Through  the 
understanding  and  support  of  both  parents  the  child 
gradually,  through  direction  and  trial  and  error, 
works  out  for  himself  the  kind  of  person  he  can  be 
as  an  individual  and  the  kind  of  person  he  can  be 
in  relation  to  others. 


CASE  PRESEXTATIOXS 

These  presentations  are  taken  from  the  cases  that 
we  have  seen  and  serve  to  point  out  the  various  sys- 
tems involved  in  these  psychosomatic  reactions,  at 
the  same  time  highlighting  some  of  the  important 
factors  in  the  disorder. 

Case  ffl  ■ Xancy,  an  attractive  o'/z  year  old  girl, 
was  referred  because  of  a history  of  “breaking  out 
in  a rash  all  over".  This  had  been  occurring  at 
varying  intervals  for  a period  of  four  months.  She 
was  described  as  a very  sensitive  child  who  would 
not  mind  her  parents  and  who  was  very  stubborn. 
Both  parents  stated  frankly  that  they  did  not  under- 
stand this  child  at  all.  In  addition  to  the  rash,  they 
described  nail  biting  and  stated  that  she  was  a very 
high-strung  child  who  did  not  get  along  well  with 
children  her  age. 

Interviews  with  the  parents  revealed  them  to  be 
somewhat  perfectionistic  and  rigid  persons  who  made 
many  demands  of  X'ancy.  In  reviewing  the  history 
of  her  rash,  it  was  evident  that  whenever  it  occurred 
she  has  been  subjected  to  some  stressful  situation 
during  which  she  became  extremely  nervous. 

Case  #2.-  Tom,  a nine  year  old  boy,  was  referred 
with  the  complaint  of  headache,  intermittently  for 
a period  of  two  years.  The  headache  usually  ap- 
peared when  he  became  anxious  about  something. 
He  was  a very  competitive  child,  of  very  competitive 
parents,  and  there  seemed  to  be  a relationship  be- 
tween the  onset  of  his  headache  and  anxiousness 
centered  around  failure  to  achieve  or  failure  to  win 
in  some  kind  of  competition.  The  mother  also  gave 
a history  of  headaches. 

It  has  been  our  experience  that  functional  head- 
aches are  not  too  frequent  in  children  before  the 
age  of  puberty  and  that  when  they  do  occur  one  is 
usually  able  to  find  a history  of  tension  headache 
in  one  of  the  parents. 

Case  #3:  John,  a 15  year  old  boy,  was  brought 
to  the  clinic  by  his  mother  with  a history  that  he 
had  suffered  from  rheumatic  fever  as  a child  and 
at  that  time  the  family  physician  cautioned  against 
over-activity.  He  frequently  became  very  anxious 
and  experienced  palpitation  of  the  heart,  accom- 
panied by  sweating.  The  mother  had  rheumatic 
fever  during  her  adolescence  and  her  activity  had 
been  restricted  with  the  result  that  ever  since  she 
had  Ijeen  very  heart  conscious. 

A thorough  cardiac  evaluation  revealed  no  evi- 
dence of  any  organic  disorder  and  the  internist 
thought  it  unlikely  that  the  boy  had  actually  had 
rheumatic  fever;  at  any  rate  he  saw  no  reason  to 
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restrict  the  activity  of  this  young  boy.  After  a few 
interviews  the  motlier  was  alrle  to  accept  the  find- 
ings, to  understand  her  sensitized  attitude  with  the 
result  tliat  the  boy  was  permitted  the  usual  activity 
of  boys  his  age.  A follow-up  a few  months  later 
revealed  that  he  was  asymptomatic  and  that  he  was 
an  active  member  of  the  high  school  football  squad. 

Such  reactions  referrable  to  the  cardio-vascular 
system  in  adolescents  can  almost  always  be  traced 
to  an  organic  or  functional  cardiac  illness  in  some 
significant  member  of  the  family. 

Case  #4 : Terrence,  a 3 year  old  boy,  was  brouglit 
to  the  clinic  with  the  information  that  he  had  “fits”. 
These  ejnscdes  had  occurred  on  three  or  four  occa- 
sions and  were  characterized  by  holding  his  breath, 
falling,  and  becoming  cyanotic.  A seizure  work  up 
was  within  the  limits  of  normal.  During  the  course 
of  these  examinations  it  was  learned  that  the  father 
and  mother  were  experiencing  considerable  marital 
difficulty  and  that  on  each  occasion  when  the  child 
had  experienced  one  of  his  “fits”  it  came  after  an 
argument  between  the  parents  at  which  time  one  of 
them  might  displace  the  anger  and  scream  at  the 
little  boy  or,  as  happened  on  one  occasion,  slap  him 
across  the  face. 

Case  #5:  Helen,  a shy  self-conscious  girl  of  14 
who  was  unusually  bright,  was  referred  because  of 
a history  of  persistent  nausea  and  vomiting  each 
morning  before  school.  The  jdiysical  examination 
was  normal.  Her  parents  placed  emphasis  on  ex- 
celling in  some  area  and  this  girl  felt  she  was 
unattractive  and  that  scholarship  represented  the 
only  chance  of  success.  It  was  learned  that  the 
teacher  of  her  first  class  each  morning,  a language 
teacher,  was  a strict,  perfectionistic,  sarcastic  “old 
maid”  of  about  40.  Interestingly  enough  the  vom- 
iting was  absent  on  Saturdays  and  Sundays.  The 
mother  placed  a great  emphasis  on  matters  of  health 
particularly  diet  and  insisted  that  the  girl  eat  break- 
fast before  going  to  school  even  though  she  could 
be  expected  to  vomit.  After  the  first  class  was  over 
the  girl’s  normal  appetite  returned  and  she  ate  with- 
out difficulty. 

The  situation  was  resolved,  though  without  much 
insight  on  the  part  of  the  family,  when  circumstances 
occasioned  a change  of  teachers  at  the  end  of  the 
semester. 

Case  #6.'  Jerry,  a 10  year  old  boy,  had  been 
unable  to  have  a bowel  movement  without  the  use 
of  enema  since  early  childhood.  The  physical  exam- 
inations were  normal.  He  and  his  sister  had  been 
adopted,  when  after  several  years  of  marriage,  the 


parents  were  unable  to  have  children.  The  father 
was  a very  busy  man  and  sjient  little  time  with  the 
children.  The  mother,  a very  intelligent  person, 
freel}'  revealed  that  she  always  had  l)een  over-solic- 
itous and  had  given  great  attention  to  intake  and 
outjmt.  She  was  constantly  concerned  tliat  she  do  a 
good  job  in  rearing  the  children  and  said,  “1  guess 
parents  are  more  concerned  about  successfully  rear- 
ing adopted  children  than  they  would  be  their  own.” 

Efforts  to  have  the  father  participate  more  in 
family  affairs  where  the  children  were  concerned 
were  successful.  Also,  the  mother  was  able  to  de- 
emphasize  the  concern  with  intake  and  output,  .-^s 
a result  the  boy  within  a period  of  about  four  weeks 
was  able  to  eliminate  normally. 

Case  #7.-  Barbara,  an  alert  6 year  old,  was  re- 
ferred by  the  school  because  of  urinary  frequency, 
occurring  as  often  as  six  to  eight  time  in  the  course 
of  a morning.  Complete  physical  and  laboratory 
examinations  were  normal.  The  historj-  was  that  the 
child  had  started  school  a month  late  when  the 
family  arrived  in  Japan  and  the  difficulty  had 
started  immediately.  The  child  has  expressed 
concern  to  her  parents  that  the  other  children  were 
far  ahead  of  her  and  she  did  not  understand  the 
teacher’s  explanations  and  was  afraid  to  ask  her 
what  she  meant.  Examination  of  the  child  revealed 
a somewhat  anxious  little  girl,  who  was  very  bright 
and  who,  even  at  that  age,  seemed  to  understand  the 
connection  between  her  symptoms  and  the  school 
situation.  The  teacher  was  a person  of  more  wit 
than  warmth  and  at  first  intimidated  the  child  by 
telling  her  that  she  could  not  go  to  the  bathroom 
except  at  recess  time.  This  increased  the  child's 
anxiety  and  the  urgency  increased.  Treatment  in 
this  situation  consisted  mainly  of  interpretation  to 
the  teacher  of  the  child's  feelings  and  the  mechanisms 
involved. 

Case  if^8:  Lance,  a 12  year  old  boy,  was  referred 
because  of  the  recent  development  of  frequent  spas- 
modic blinking  of  the  eyelids.  The  physical  exam- 
inations were  normal.  The  history  indicated  that 
recently  he  had  been  enrolled  in  a parochial  school 
where  the  scholastic  standards  were  very  high.  His 
father,  although  an  extremely  intelligent  person,  had 
been  unable  to  attend  college  and  had  constantl}’ 
pushed  himself  to  make  up  for  what  he  considered 
his  educational  deficiency.  He  placed  undue  em- 
phasis on  scholastic  achievement  and  pushed  the 
boy  beyond  his  capacity.  The  father  was  so  engrossed 
in  his  job  that  the  only  time  he  ever  spent  with  this 
boy  was  to  supervise  with  great  intensity  and  zeal 
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the  time  the  boy  devoted  to  his  homework.  There 
was  discord  between  the  father  and  mother  in  regard 
to  pushing  the  boy  to  this  extent,  and  as  a result  the 
boy  was  under  great  emotional  strain. 

TRE.\TMENT 

No  attempt  is  made  here  to  discuss  the  specific 
methods  of  treatment  or  to  offer  any  psycho-analytic 
interpretation  of  symptoms.  In  treatment  we  at- 
tempt to  create  an  atmosphere  which  will  not  threaten 
the  parents  and  which  will  not  point  the  accusatory 
finger  at  them  as  if  to  say,  “It  is  all  your  fault.” 

We  believe,  despite  all  the  popular  writing  about 
the  inadequacies  of  parents,  that  the  majority  of 
parents  love  their  children  and  do  the  best  they  can 
under  the  circumstances.  And  we  have  found  that 
if  the  right  atmosphere  is  created  parents  for  the 
most  part  will  actively  and  enthusiastically  enter 
into  the  treatment  process,  which  focuses  not  on  the 
symptoms  of  the  child  but  on  the  emotional  pressures 
which  result  in  the  symptoms. 

Some  of  the  symptoms  can  be  resolved  in  one  or 
few  visits,  while  others  may  take  many  visits  for 
both  parents  and  child.  Obviously  some  of  this  takes 
time,  and  often  when  the  parents  come  for  the  first 


time  with  the  child  they  are  very  anxious  to  have 
something  done  right  away.  It  is  important  not  to 
be  drawn  into  this  maelstrom  of  urgency  but  to 
convey  to  the  parents  an  attitude  of  optimism  and 
willingness  to  help  in  resolving  the  problem.  This 
prospect  of  help  usually  reduces  their  anxiety  and 
impatience  and  enables  them  to  cooperate  in  gath- 
ering the  necessary  data  so  that  a dynamic  treatment 
program  can  be  instituted. 

SUMMARY 

The  focus  in  this  discussion  has  been  on  psycho- 
somatic problems  in  children.  Brief  cases  have  been 
presented  with  symptoms  referable  to  the  major 
bodily  systems.  Emphasis  has  been  not  on  the  symp- 
toms themselves,  but  on  underlying  factors  disturb- 
ing the  child  which  are  expressed  in  the  language 
of  symptoms.  It  is  our  responsibility  as  physicians 
to  understand  the  implications  of  this  language  in 
order  to  help  the  chid  with  psychosomatic  manifes- 
tations. 


Bristol  Mental  Health  Clinic 
Bristol,  Virginia 


March  of  Dimes 


January  is  traditionally  March  of  Dimes  Month. 
This  year’s  contributions  to  the  March  of  Dimes 
will  not  only  help  polio  victims  for  whom  the  Salk 
vaccine  came  too  late,  but  will  help  finance  the 
greatest  attack  on  disease  ever  attempted  by  a volun- 
tary health  agency. 

.■Ml  of  the  resources  of  the  National  Foundation 
(formerly  the  National  Foundation  for  Infantile 
Paralysis)  will  be  thrown  into  a bold  fight  against 
such  cripplers  as  birth  defects,  arthritis,  virus  dis- 
eases. While  these,  plus  polio,  will  receive  the 
immediate  attention  of  your  National  Foundation,  its 
broad  research  and  professional  education  programs 
will  allow  freedom  to  attack  new  problems  as  they 
arise. 

A daring  undertaking,  this  new  program  ? Per- 
haps so.  But  it  was  only  through  such  a daring 
assault  on  polio  that  the  .-American  people  made 


possible  the  development  of  the  Salk  vaccine  that  is 
so  highly  effective  in  preventing  paralytic  polio. 

Pledged  for  more  than  20  years  to  help  victims 
of  polio,  the  March  of  Dimes  will  continue  to  keep 
faith  with  these  unfortunate  cripples.  Financial 
help  for  hospitalization,  special  equipment  such  as 
rocking  beds  and  iron  lungs  will  be  provided  those 
who  need  it.  And  the  Foundation  will  continue  to 
urge  every  man,  woman  and  child  to  be  vaccinated 
against  paralytic  polio.  Until  the  under-40  age  group 
is  protected,  there  is  always  the  danger  of  epidemics 
such  as  Detroit  and  western  Virginia  have  just  ex- 
perienced. 

To  further  this  dynamic  program  you  will  be  given 
many  opportunities  to  contribute  in  January — 
through  coin  collectors,  mailed  contributions,  the 
Mother’s  March,  office  collections,  .special  gifts — 
give  to  the  IMarch  of  Dimes. 
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A Rational  Treatment  for  Advanced  Cancer 
of  the  External  Ear  and  Temporal  Bone 


TT  IS  GENERALLY  AGREED  that  squamous 

cell  carcinoma  is  the  commonest  malignant  tumor 
of  the  external  ear.  However,  IMohs^  and  Pfahler^ 
reported  that  basal  cell  carcinomas  were  more  frequent 
in  their  series.  The  location  of  the  tumor  is  of  great- 
est importance  in  determining  the  prognosis  of  the 
patient.  Eller  and  Eller,®  and  S}lven  and  Ham- 
berger^  have  stated  that  those  cancers  arising  in  the 
cephalo-auricular  angle,  in  the  region  of  the  auditory 
canal,  or  on  the  tragus,  offer  the  poorest  prognosis. 
Often  the  site  of  origin  is  deceptive,  and  extrinsic 
cancers  may  originate  from  an  internal  focus. 

.\11  of  these  malignancies  of  the  ear  are  locally 
invasive,  and  metastases  to  the  regional  nodes  occur 
relatively  infrequently  and  late  in  the  disease.®  Can- 
cers of  the  external  ear  generally  spread  endocran- 
ially.  Surrounding  structures  are  often  involved  and, 
occasionally,  the  patient  presents  himself  with  partial 
facial  paralysis.  Death  results  from  hemorrhage, 
infection,  or  inanition. 

The  greatest  single  cause  for  failure  in  the  sur- 
gical treatment  of  these  tumors  has  been  inadequate 
piece-meal  removal  resulting  in  a prohibitively  high 
local  recurrence  rate.  In  1951,  Campbell  advocated 
en  bloc  resection  of  cancer  of  the  temporal  bone.® 
In  1954,  Eigi  also  advised  radical  en  bloc  removal 
of  cancer  of  the  ear  and  temporal  bone.'^  Neither 
author  reported  performing  such  a procedure.  The 
same  year.  Parsons  reported  a sizeable  series  of  suc- 
cessful en  bloc  resections  of  the  temporal  bone  for 
cancers  arising  in  the  external  and  middle  ear.® 
Recently,  Gaisford  reported  a series  of  temporal  bone 
resection  for  extensive  cancers  of  the  ear.®  We  have 
successfully  utilized  Parson’s  combined  approach  to 
the  middle  ear  and  temporal  bone  in  the  management 
of  a very  extensive,  uncontrolled  cancer  of  the  ex- 
ternal ear.  We  feel  that  this  case  clearly  demonstrates 
the  necessity  for  adequate  en  bloc  resections  in  such 
patients. 

From  the  Department  of  Surgery,  Division  of  Plastic 
and  Maxillofacial  Surgery,  University  of  Virginia  Hos- 
pital, Charlottesville,  Virginia. 


CLAUDE  C.  COLEM.AN,  Jr.,  M I). 

AFIF  KHURI,  M.D. 

Charlottesville,  Virginia 

CASE  REPORT 

W.H.C.,  a 75  year  old  white  male  was  referred 
to  the  Division  of  Plastic  and  Maxillofacial  Surger}’ 
on  July  9,  1956,  with  a well-documented  history  of 
cancer  of  the  left  ear  of  one  year’s  duration.  The 
lesion  was  first  excised  in  April,  1955.  The  patho- 
logical report  was  Grade  III  squamous  cell  car- 
cinoma. The  lesion  recurred  shortly  thereafter  and 
again  surgical  excision  was  performed.  Several 
months  later,  the  cancer  recurred  and  the  left  ear 
and  surrounding  tissues  were  treated  with  two  courses 
of  x-ray  of  1000  r each. 

Examination  revealed  an  elderly  male  with  a fun- 
gating tumor  of  the  left  ear.  (Fig.  1).  His  chief 
complaint  was  constant  left-sided  headache  and 


Fig.  1 — Preoperative  photograph.  Marked  fullness  in 
parotid.  Weakness  of  lower  lip.  Ulcerated  tumor  in 
external  ear. 


Volume  86,  January,  1959 


21 


partial  deafness  in  the  left  ear.  The  external  canal 
was  filled  with  a fungating  tumor  which  extended 
through  the  concha  into  the  posterior  auricular  skin. 
The  ])arotid  was  hard  and  there  was  slight  weakness 
of  the  left  corner  of  the  mouth.  Visualization  of  the 
tympanic  membrane  was  impossible  because  of  the 
obstructing  tumor.  Pus  and  blood  exuded  from  the 
external  os.  .A.udiometric  studies  indicated  a con- 
ductive t\pe  of  deafness.  There  was  no  tinnitus  or 
vertigo.  X-rays  of  the  temporal  bone  revealed  hazi- 
ness with  rarefaction  in  the  central  air  cells. 

On  July  12,  1956,  under  general  endotracheal 
anaesthesia,  a circular  incision  was  made  around  the 


Fig.  2 — Soft  tissue  involvement  outlined 
with  wide  adequate  margin.  Middle 
fossa  entered  through  temporal  squama. 


lesion  allowing  a 5-4  cms.  margin.  (Fig.  2)  Ap- 
proximately 1.5  cms.  posterior  to  the  ear  canal,  and 
in  the  deej)  portion  of  the  bony  external  canal  adjoin- 
ing the  drum,  the  mastoid  bone  was  invaded.  The 
sigmoid  sinus  was  unroofed  with  a chisel  and  dental 
burr.  After  its  identification,  the  dissection  was 
carried  anteriorly  to  include  the  entire  parotid  gland 
and  facial  nerve,  with  overlying  cheek.  Inferiorly, 
the  upper  one-fourth  of  the  sternocleidomastoid  mus- 
cle was  included.  Three  subdigastric  lymph  nodes 
were  negative  by  frozen  section.  Trephine  openings 
were  made  in  the  temporal  sejuama  5.5  cms.  above 
the  external  ear  canal.  The  dura  was  reflected  from 
the  [)etrous  pyramid  as  far  as  the  internal  acoustic 
meatus.  chisel  was  placed  medial  to  tlie  tegmen 
tym[)ani  and  directed  downward  and  laterally.  The 
petrous  pyramid  lateral  to  this  point  was  removed 
en  l)loc  with  the  soft  tissue  specimen.  The  internal 


carotid,  internal  jugular  vein  and  dura  were  left 
exposed  in  the  depths  of  this  bony  excavation.  (Fig. 


Fig.  3 — Operative  defect  following  resec- 
tion of  scalp,  parotid  and  temporal  bone. 


5)  .A.  tear  in  the  dura  in  the  posterior  fossa  was 
repaired  with  a running  6-0  silk  suture  which  incor- 
porated a {)iece  of  temporalis  muscle  in  the  closure. 

The  use  of  a large  rotation  scalp  flap  facilitated 
closure  of  this  large  compound  wound.  An  addi- 
tional rotation  cheek  flap  completed  the  closure. 
( F ig.  4 ) 


Fig.  -1 — Immediate  wound  closure  accom- 
plished by  large  rotation  scalp  flap. 

Except  for  a vesicle  neck  obstruction,  relieved  b}’ 
a perineal  prostatectomy  on  the  fourteenth  post-oper- 
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ative  da)',  the  patient’s  course  was  uneventful.  He 
was  ambulatory  on  the  first  day  after  the  operation 
and  had  little  or  no  dizziness.  His  wounds  healed 
rapidl)'  and  he  was  discharged  to  his  home. 

He  has  been  followed  at  regular  intervals  in  the 
Plastic  Surgery  Clinic,  and  has  had  no  sign  of  tumor 
recurrence  at  the  time  of  this  writing.  He  is  able  to 
carry  on  a life  comparalde  to  that  prior  to  his  opera- 
tion. ( Fig.  5 and  6) 


the  treatment  of  infection  if  we  e.xpect  to  salvage 
these  patients. 

The  application  of  the  principles  of  block  resec- 
tions for  cancer  of  the  head  and  neck  applies  to  tlie 
treatment  of  advanced  cancer  of  the  e.xternal  and 
middle  ear.  The  sacrifice  of  contiguous  structures 
without  regard  for  facial  symmetry  in  conjunction 
with  a hcmolateral  neck  dissection  is  mandatory  in 
order  to  eradicate  the  soft  tissue  extension  of  the 


Fig.  5 and  Fig.  6 — Patient  free  of  disease  over  two  years  following  resection. 


DISCUSSION 

Pfahler  and  Vastine  have  stated  that  the  treatment 
of  cancers  of  the  external  ear  results  in  a greater 
percentage  of  failures  than  in  any  other  superficial 
part  of  the  Itody.-  The  tardiness  of  establishing  a 
diagnosis  in  cancers  of  the  ear  has  proved  to  be  a 
determinate  factor  in  uncontrolled  ear  cancer  as 
pointed  out  by  Towson  and  Shafstall.^® 

Uncontrolled  carcinoma  of  the  external  ear  invades 
the  mastoid,  middle  ear  and  continues  its  extension 
endocranially.  The  [jarotid  gland,  facial  nerve  and 
great  vessels  are  eventually  involved.  I'he  disap- 
pointing results  with  fulguration  of  the  tumor  and 
radiotherapy  are  well  accepted  b)'  most  otolaryn- 
gologists. In  1892,  Bircher  first  performed  petro- 
sectomy  for  an  abscess  at  the  petrous  tip.^^  Heyer, 
in  1897,  also  reported  a ])iece-meal  resection  of  the 
temporal  bone,^-  However,  the  treatment  of  cancer 
of  the  temporal  bone  must  be  radically  different  from 


tumor.  Subtotal  resection  of  the  temporal  bone  en 
bloc  is  accomplished  by  an  extradural  approach 
through  the  temporal  squama  thereby  exposing  the 
petrous  pyramid  as  far  as  the  internal  acoustic 
meatus.  After  unroofing  the  sigmoid  sinus,  the  block 
re.-ection  of  the  temporal  bone  can  be  effected  as 
described  by  Parsons.  The  necessity  for  an  en  bloc 
neck  dissection  is  predicated  upon  the  presence  of 
clinically  involved  lymph  nodes.  In  the  case  herein 
rejiorted,  we  did  net  perform  an  associated  neck 
dissectiorr  since  the  digastric  lymph  nodes  were  nega- 
tive by  frozen  section.  The  use  of  a large  rotation 
seal])  flap  permitted  primary  wound  closure,  thus  ob- 
viating the  troublesome  comjilications  associated  with 
open  wounds  of  this  magnitude  and  location,  A 
detailed  report  of  this  method  of  reconstruction  will 
be  published  in  the  Journal  of  Plastic  and  Recon- 
structive Surgery. As  so  aptly  phrased  in  1954  by 
Figi  in  an  extensive  study  of  cancer  of  the  middle 
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ear:"  “If  it  is  true  that  here  fools  rush  in  where 
angels  fear  to  tread,  it  is  no  less  true  that  a defeatist 
attitude  and  a half-hearted  attempt  at  eradication 
on  the  part  of  the  surgeon  is  tantamount  to  the  death 
sentence  for  most  patients.” 

CONCLUSIONS 

1.  Advanced  cancers  of  the  external  and  middle 
ear  should  not  be  considered  as  hopeless  con- 
ditions. 

2.  By  adhering  to  the  erroneous  principle  of  piece- 
meal removal  of  tumors  of  the  middle  ear  and 
temporal  bone,  we  are  jeopardizing  the  patients 
chances  of  survival. 

•>.  Sound  principles  of  reconstructive  surgery  have 
extended  the  scope  of  surgery  for  cancer  of 
the  ear  and  temporal  bone. 

4.  Block  re.«ection  of  the  temporal  bone  and  con- 
tiguous structures  in  conjunction  with  a formal 
block  dissection  of  the  neck  is  the  logical  choice 
of  treatment  for  advanced  cancers  of  the  ex- 
ternal ear  and  temporal  bone. 
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The  Average  American  Doctor 


'I'he  U.S.  doctor  works  much  harder  than  the 
average  person  and  plays  far  less.  This  is  disclosed 
in  a recent  survey  conducted  by  Parke,  Davis  and 
Company  among  more  than  9,000  doctors.  The  sur- 
vey is  incorporated  into  the  current  issue  of  its 
“Patterns  of  Disease,”  a publication  designed  for 
the  c.xclusive  use  of  the  medical  profession. 

Half  the  physicians  rejwrting  average  a work  week 
of  50  hours  or  longer — at  least  20  per  cent  more  than 
the  accepted  norm  of  40  hours.  Close  to  60  per  cent 
sjiend  less  than  10  hours  a week  on  recreation,  and 
of  the  37  per  cent  who  pursue  hobbies,  half  spend 
four  hours  or  less  per  week  on  these  diversions. 


The  average  American  dcxrtor  is  44  years  old, 
five  feet  ten  inches  tall  and  weighs  173  pounds. 
These  professional  ‘vital  statistics’  are  based  on  a 
special  survey,  both  the  largest  and  the  most  recent 
of  its  kind,  conducted  by  the  pharmaceutical  firm 
among  more  than  9,000  doctors. 

Heart  disease  appears  to  be  the  particular  Nemesis 
of  the  L’.S.  physician.  In  a study  of  2,700  physi- 
cian deaths  from  July  1,  1957,  to  June  30,  1958, 
heart  disease  was  the  single  or  contributory  cause 
of  50  per  cent. 

In  the  under  45  age  group,  auto  accidents  ranked 
first  as  a contributory  cause  of  death,  accounting 
for  more  than  40  per  cent. 
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Colon  Preparation  For  Radiological  Studies 
Using  a New  Drug 


"POR  DECADES  castor  oil  has  been  the  drug  of 
■*-  choice  to  evacuate  the  colon  prior  to  radiographic 
study.  iMany  other  laxatives  and  cathartics  have 
been  tried  but  none  could  measure  up  to  castor  oil 
for  routine  use.  Recently  a new  drug,  Dulcolax,  has 
been  introduced  in  Germany.  The  German  literature 
describes  in  detail  its  use  and  effectiveness  in  replac- 
ing enemas  for  preparation  of  patients  for  surger}- 
and  for  their  post-operative  care.  Using  Dulcolax 
I as  a rectal  suppository,  satisfactory  evacuation  oc- 
curred in  ten  to  forty  minutes  after  administration 
Kvith  almost  uniformly  favorable  results.  A report 
by  Hauffi  of  200  unselected  surgical  patients  fol- 
lowing minor  and  major  surgical  procedures  indi- 
cated that  the  rectal  suppository  produced  a reliable 
and  for  most  patients  a painless  emptying  of  the 
entire  large  bowel.  Other  reports^-^  concern  treatment 
of  patients  with  different  types  of  constipation  and 
the  preparation  of  patients  for  sigmoidoscopy.  Ganz 
and  Zindler'*  reported  almost  uniformly  favorable 
results  in  375  patients  and  specifically  mentioned 
preparation  of  the  colon  for  radiographic  procedures. 
They  did  not  give  the  drug  by  mouth  using  only 
rectal  suppositories. 

The  drug,  bis  (p-acetoxyphenyl)-2  pyridylme- 
thane,  trade  name  Dulcolax,^  is  a crystalline  com- 
pound, colorless,  tasteless  and  insoluble  in  water 
and  alkali.®  It  is  one  of  a family  of  new’  laxatives 
that  exerts  the  laxative  effect  by  contact  with  the 
intestinal  mucosa  rather  than  by  absorption  into  the 
blood  stream,  or  irritation  with  hydrostatic  effect. 
No  irritative  change  on  the  intestinal  lining  has  been 
discovered  even  after  prolonged  over  exposure  by 
massive  doses  in  animals.  For  practical  purposes  no 
contraindication  to  its  use  is  know’n  since  no  systemic 
effect  has  been  observ'ed. 

It  soon  became  apparent  after  using  Dulcolax  with 
selected  patients  that  its  qualities  were  superior  to 
castor  oil  in  several  respects.  No  attempt  to  per- 
form a-  controlled  study  comparing  the  qualities  of 
Dulcolax  with  that  of  castor  oil  has  been  made  since 
it  was  quite  evident  that  better  results  in  the  prep- 
aration of  the  colon  were  being  obtained  with  Dul- 
colax, with  less  discomfort  to  the  patient.  Patients 
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prefer  Dulcolax  to  castor  oil  for  many  reasons.  The 
tablets  are  tasteless  and  the  action  they  produce  gen- 
erally does  not  have  the  griping  intestinal  dis- 
comfort or  peristaltic  rushes  that  castor  oil  frecjuently 
produces.  The  stool  usually  is  a semi-formed  soft 
stool  rather  than  a liquid  stool.  Even  if  the  effective- 
ness of  the  bow’el  emptying  were  only  as  good  as 
castor  oil  the  drug  would  be  preferable  to  castor 
oil  because  of  the  ease  of  administration.  Replacing 
the  time  consuming,  and  frequently  ineffective, 
cleansing  enema  and  the  discomfort  that  often  ac- 
companies the  enema  is  another  advantage  of  using 
rectal  suppositories. 

The  result  of  colon  preparation  in  about  70  of 
our  patients  were  carefully  observed  and  in  all  but 
three  of  them  satisfactory  preparation  of  the  colon 
was  obtained.  Many  of  them  had  excellent  prepara- 
tion exceeding  that  usually  seen  with  the  castor  oil 
routine.  One  failure  occurred  in  a patient  who  had 
a barium  meal  with  subsequent  stasis  of  barium  in 
the  colon  over  several  days.  The  Dulcolax  supposi- 
tory caused  evacuation  but  only  after  repeated  ad- 
ministrations did  the  colon  become  clean.  One  pa- 
tient had  a poor  evacuation  follow'ing  the  usual 
Dulcolax  dose  but  this  was  repeated  on  the  following 
day  and  very  good  preparation  of  the  colon  was  pro- 
duced. The  third  patient  retained  fecal  material  and 
barium  in  the  colon  after  several  rectal  applications 
and  oral  doses  of  Dulcolax. 

There  is  some  evidence  that  failure  of  Dulcolax 
to  produce  catharthis  has  been  due  to  a counter 
action  by  some  ether  drug  the  patient  is  concurrently 
receiving,  such  as  the  opiates.  We  have  only  a few 
cases  in  which  this  has  occurred  and  the  evidence 
is  therefore  too  scant  to  draw’  a conclusion  at  this 
time. 

Our  present  routine  of  preparing  the  colon  is  to 
restrict  the  solid  intake  the  day  before  the  studies 
limiting  the  afternoon  and  evening  meal  to  clear 
liquids  that  have  no  residue.  At  3 P.M.  the  day 
prior  to  the  radiographic  examination  tw’o  Dulcolax 
tablets  or  10  mgm.  are  given  by  mouth  and  the  fol- 
lowing morning  at  7 o’clock  a 10  mgm.  Dulcolox 
rectal  suppository  is  used.  (We  use  the  same  prep- 
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aration  for  intravenous  jnelogram.)  In  several 
instances  debris  was  found  in  tlie  proximal  colon 
following  this  procedure  but  on  questioning  the 
patient  we  found  that  many  of  tliese  had  had  solid 
food  for  supper  rather  than  the  liquid  diet.  It  may 
be  that  using  the  drug  in  combinations  with  cleans- 
ing enemas  will  provide  the  best  method  of  prepara- 
tion for  barium  enema.  Giving  it  at  a different 
hour  may  also  be  of  value  in  some  cases. 

We  have  had  limited  experience  with  children 
but  in  several  incidences  very  satisfactory  results 
were  obtained.  Rectal  suppositories  proved  very  ef- 
fective in  preparing  two  children.  According  to  the 
manufacturer  half  of  a rectal  suppository  can  be 
given  to  very  small  children  and  if  this  does  not 
produce  satisfactory  emptying  after  thirty  minutes 
to  an  hour  it  may  be  repeated.  Children  usually 
cannot  take  the  drug  b}'  mouth  because  chewing 
the  tablet  or  dissolving  the  tablet  in  the  mouth  re- 
moves the  enteric  coating  of  the  tablet  and  produces 
vomiting. 

SUMMARY 

A new  colon  evacuant,  Dulcolax,  used  in  place 
of  castor  oil  in  the  preparation  of  patients  for  radio- 
graphic  studies,  has  {)rcved  very  satisfactory.  Castor 
oil  no  longer  is  a part  of  our  routine  preparation  at 
the  Roanoke  Memorial  Hospital.  The  drug  stimu- 


lates emptying  of  the  bowel  after  contact  with  bowel 
mucosa  and  generally  produces  a much  better  and 
more  comfortable  evacuation  than  castor  oil.  Use 
of  the  drug  following  surgery,  in  nursing  mothers 
since  it  is  not  transported  in  the  blood  and  its  use 
generally  to  replace  enemas  seems  reasonable  and 
practical. 
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“Shoe  Dermatitis” 


.A.  chromium  salt  used  to  tan  leather  has  been 
found  to  cause  skin  eruptions  on  the  feet,  according 
to  Dr.  George  E.  ^Morris,  a Boston  dermatologist. 
I'he  material  has  long  been  suspected  of  causing 
dermatitis,  but  it  has  never — until  recently — been 
.available  for  use  in  patch-testing  which  would  prove 
its  effect  on  the  skin. 

His  is  the  first  report  of  a study  in  which  persons 
suspected  of  having  shoe  dermatitis  have  actually 
been  tested  with  the  chrome  salt  found  in  their  shoes, 
he  said  in  the  November  .Archives  of  Dermatology, 
puldished  by  the  .American  Medical  .Association. 

He  found  four  patients  with  shoe  leather  dermatitis 
who  reacted  positively  to  the  chrome  salt.  In  addi- 


tion, two  leather  workers  who  previousl}'  had  "chrome 
dermatitis"  reacted  positively  to  the  material. 

The  chrome  salt  joins  a number  of  other  substances 
found  in  shoes  that  cause  dermatitis.  They  include 
dyes  and  other  chemicals  in  the  leather,  the  material 
used  in  the  box  toes  of  shoes,  and  rubber  adhesives. 

The  chrome  salt  is  leached  from  shoe  leather  by 
an  acid  in  perspiration  and  deposited  on  the  skin. 
He  noted  that  it  has  long  been  l>elieved  that  the 
chrome  salt  could  not  be  separated  from  the  leather. 
However,  two  leather  chemists  recently  proved  that 
it  could  be. 

The  dermatitis  will  clear  if  the  patient  stops  wear- 
ing leather  shoes. 
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Psychogenic  Headache 


HE  INCIDENCE  OF  HEADACHE  and  the 
public  concern  seem  to  have  pyramided  in  our 
time.  In  contrast  with  this  experience,  many  other 
formidable  disease  entities  have  been  brought  under 
our  control.  Fortunately,  the  investigation  of  head- 
ache has  also  accelerated,  d'here  has  been  a wealth 
of  contributions  on  the  subject  in  the  recent  liter- 
ature, yet,  undoubtedly,  there  are  many  things  which 
remain  to  be  said,  and  particularly  so  on  headache 
of  psychogenic  origin. 

When  we  speak  of  psychogenic  headache,  we  may 
offend  our  patients  who  are  likely  to  confuse  emo- 
tional with  imaginary.  x\lso  cur  colleagues  may  feel 
that  we  ignore  their  results  with  therapy  which  may 
be  so  successful  that  it  deserves  the  name  specific. 
Therefore  I would  like  to  inquire,  at  least  cursorily, 
into  what  we  know  concerning,  first,  the  perception 
of  pain  and,  second,  the  mechanism  by  which  it  is 
produced,  particularly  when  it  involves  our  emotions. 

It  serves  my  purpose  to  define  pain  as  the  un- 
pleasant awareness  of  peripheral  stimuli  which  have 
run  the  gauntlet  of  possible  modification  in  at  least 
two  important  areas.  We  may  designate  these  areas 
very  vaguely  as  the  lower  and  higher  cerebral  centers. 
The  processing  of  the  sensory  impulses  as  they 
ascend  may  result  in  a dampening  effect,  in  ampli- 
fication, or  even  in  reverberation.  At  the  summit, 
the  final  effect  will  depend  on  an  act  of  interpreta- 
tion. 

There  are  many  stimuli  which  are  adequate  to 
produce  pain,  but  the  ones  which  are  most  typical 
and  important  in  psychogenic  headache  are  those 
associated  with  changes  in  the  calibre  of  blood  ves- 
sels, especially  dilatation,  and  with  the  increased 
tonicity  of  muscle  fibres.  It  is  obvious  that  our  emo- 
tions can  initiate  both  types  of  activity,  yet  the  end 
effect  of  which  the  patient  complains  may  depend  on 
a complicated  series  of  variable  reactions,  which  can 
completely  obscure  the  source. 

Every  element  of  the  vascular  tree  is  capable  of 
l)oth  dilatation  and  constriction.  Regional  or  gen- 
eralized vasodilatation  may  presumably  produce 
headache,  as  after  a spinal  puncture  or  the  admin- 
istration of  nitrites.  Isolated  instances  of  vasodila- 
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tation  may  occur,  Itut  I (juestion  their  effectiveness 
and  clinical  importance  unless  there  is  an  associated 
obstruction  which  limits  the  vascular  outflow.  On 
the  other  hand,  vasoconstriction  can  produce  a prox- 
imal dilation  or  will  make  it  more  significant.  I 
believe  that  the  fundamental  reaction  in  the  vascular 
mechanism  of  headache  is  a central  discharge  of 
vasoconstrictor  impulses.  It  is  probable  that  these 
affect  most  frequently  the  smaller  blood  vessels,  but 
may  involve  any  of  the  larger  elements  also,  and 
it  is  conceivable  that  the  site  of  action  may  change 
or  multiply  as  the  headache  progresses.  Superim- 
po.sed  OS'  the  vasoconstriction,  may  be  both  passive 
and  active  vasodilatation,  which  likewise  may  occur 
anywhere.  Every  patient  has  an  autonomic  nervous 
system  which  is  peculiar  to  himself.  The  balances 
and  imbalances  of  the  sympathetic  and  parasympa- 
thetic divisions  may  produce  a pattern  of  vascular 
reaction  which  is  characteristic  of  the  individual. 

W'e  do  not  as  yet  have  complete  information  con- 
cerning the  physical  and  chemical  stimulation  of  the 
nerve  endings  associated  with  these  blood  vessels 
and  with  the  adjacent  tissues.  Stretching  and  anoxia 
may  be  important.  The  essential  fact  for  our  pur- 
pose, however,  is  that  these  nerves  belong  chiefly  to 
the  visceral  sensory  system.  The}-  are  not  truly 
specialized  nerves  of  pain,  although  massive  stimu- 
lation can  produce  a severe  discomfort  which  is 
fairly  well  localized.  Very  often  the  effec|  of  stimu- 
lation,of  the  visceral  sensory  elements  will  be  appre- 
ciated as  ])ain  referred  to  somatic  sensory  elements, 
usually  of  the  same  segmental  distribution.  Besides 
the  referred  pain,  the  patient  may  experience  reflex 
hyperalgesia,  glandular  and  vasomotor  activity,  and 
muscle  sj)asm.  These  responses  are  especiallv  im- 
portant in  the  region  of  the  head,  because  of  the 
abundant  innervation,  the  close  association  of  somatic 
and  visceral  nerve  elements,  and  the  overlapping  of 
the  segmental  distribution. 

Finally,  I want  to  point  out  that  our  nervous 
system  tends  to  respond  to  rejreated  stimuli  by  the 
formation  of  habitual  patterns  of  reaction.  The 
respon.se  will  depend  not  only  on  the  immediate 
stimulus,  but  will  be  “conditioned”  by  all  of  the 
individual  experiences  which  have  preceded. 

There  are  several  important  conclusions  which 


Volume  86,  January,  1959 


27 


we  may  derive  from  these  assumptions.  First,  we 
may  experience  pain  without  the  stimulation  of  spe- 
cialized nerve  endings.  Other  afferent  elements  may 
assume  the  function  of  pain  through  conditioning 
and  interpretation.  It  is  evident  that  headache  can 
be  an  art  which  is  readily  acquired.  Again,  the 
headache  may  assume  an  endless  variety  of  forms. 
.A.lso,  the  subjective  experience  or  complaint  does  not 
measure  the  intensity  of  the  stimulus.  Nevertheless, 
I would  never  say  that  any  headache  was  imaginary, 
and  certainly  there  should  be  specific  ways  of  treat- 
ing a condition  where  reversible  changes  in  the 
calibre  of  our  blood  vessels  play  such  a leading  role. 

I believe  the  field  of  psychogenic  headache  is  of 
definite  extent,  although  the  limits  will  be  set  by 
each  observer  according  to  his  experience.  My  cri- 
terion is  simple.  When  I discover  an  emotional 
situation  which  explains  the  patient's  symptoms 
satisfactorily  to  me,  I believe  that  the  psychic  state 
is  more  important  than  the  physical  mechanism 
which  makes  it  manifest.  I consider  that  psychogenic 
headache  is  the  true  etiologic  classification  whether 
or  not  the  symptoms  may  be  further  described  as 
histamine  cephalgia,  tension  headache,  migraine, 
and  such  like. 

Our  conscious  state  can  give  valuable  clues  as  to 
our  emotional  condition,  but  it  rarely  tells  the  whole 
story.  It  is  doubtful  if  any  of  our  exp>eriences  are 
ever  entirely  lost.  There  is  tremendous  emotional 
activity  in  cur  subconscious.  It  can  and  does  pro- 
duce mental  or  physical  reactions  which  result  in 
headache,  whether  or  not  we  are  aware  of  the  causal 
connection. 

There  are  many  types  of  response  to  unpleasant 
or  intolerable  situations.  Sometimes  the  sudden  fury 
of  events  brings  panic,  or  acute  anguish,  but  not  im- 
mediate headache.  Many  of  us  rarely,  if  ever,  react 
to  stress  with  headache.  \\'hen  it  does  occur,  there 
must  be  time  and  opportunity  for  the  reorganization 
and  substitution  of  ideas.  One  can  easily  imagine 
that  headache  would  be  a welcome  escape  from  real- 
ity, or  could  bring  some  equivalent  gratification; 
but,  since  the  patient's  reactions  are  illogical,  it  is 
very  likely  that  he  will  be  cheated  of  his  reward.  He 
will  be  helpless  and  undone,  the  victim  of  emotional 
usury. 

There  are  at  least  two  great  personality  forces 
which  tend  to  express  themselves  in  headache.  The 
first  is  not  easily  described  in  a single  word  or 
phrase.  It  has  to  do  with  the  inability  of  the  patient 
to  express  feelings  such  as  hostility  and  resentment, 
especially  towards  loved  ones,  because  in  our  culture 


such  expression  is  taboo.  The  second  force  is  far 
more  prevalent.  It  is  the  lack  of  confidence  in  one’s 
self  in  relation  to  his  environment.  I call  it  nervous- 
ness, because  that  is  a word  which  the  patient  under- 
stands. 

Many  patients  are  aware  that  they  are  nervous. 
Almost  any  intelligent  person  will  be  ners’ous  under 
suitable  conditions.  The  chronic  state  will  depend 
on  every  thing  that  ever  happened  to  us,  particularly 
in  childhood. 

If  we  would  understand  psychogenic  headache, 
we  should  watch  for  and  study  its  beginnings  in 
children.  It  is  an  acquired  disease.  Children  are  not 
born  with  the  faculty  for  headache,  although  I have 
seen  an  intelligent  mimic,  three  years  of  age,  give 
a superb  performance  of  Horton's  syndrome.  Chil- 
dren learn  easily  from  their  elders.  If  it  were  not 
such  a universal  topic  of  conversation,  I would  ex- 
pect headache  virtually  to  disappear.  Two  factors 
are  of  the  utmost  importance  in  its  development. 
F^irst  there  is  the  need  which  the  child  feels  for 
security.  This  is  supplied  best  by  a wholesome  dem- 
onstration of  affection.  Too  often  the  need  is  ig- 
nored, and  the  child,  who  can  express  himself  even 
less  than  his  parents,  resorts  to  every  means  at  his 
command  in  order  to  get  attention.  The  second  fac- 
tor is  the  anxiety  of  the  parents  which  magnifies 
and  fixes  the  importance  of  the  child's  symptoms  in 
his  receptive  mind. 

The  pattern  of  the  response  will  be  characteristic 
of  the  individual.  His  headache  will  bear  the  im- 
pression of  his  early  cultural  and  emotional  environ- 
ment as  well  as  of  his  physical  endowment.  Some 
patients  react  with  headache  quickly.  Others  ex- 
hibit a building  up  of  tension.  Some  have  insight 
and  welcome  any  help  we  can  give  them.  Still 
others,  to  whom  headaches  are  useful,  will  show  hos- 
tility to  anyone  who  would  jar  this  prop  to  their  ego. 
Patients  who  find  it  necessary  to  maintain  rigid 
ideals  may  ignore  the  conflict  within  and  about  them 
until  they  explode  in  an  attack  of  “sick  headache”. 
Another  patient  may  experience  ophthalmic  migraine 
after  relatively  trivial  provocation. 

pattern  of  behavior  which  we  should  examine 
more  critically  is  vomiting.  Most  patients  with  so- 
called  migraine  take  great  pride  in  this  accomplish- 
ment. Its  performance  proves  the  severity  of  their 
suffering  and  delivers  an  emotional  punch,  or  climax. 
However,  pain,  as  far  as  I can  observe,  does  not 
cause  vomiting,  although  it  can  contribute  to  shock 
and  to  autonomic  disturbances  which  are  often  asso- 
ciated witli  vomiting.  Vomiting  is  easily  learned 
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in  childhood,  and  may  be  carried  over  into  adult 
years.  Certainly  it  does  not  measure  pain. 

When  a patient  presents  himself  with  headache, 
our  immediate  concern  is  to  uncover  an  acceptable 
explanation  of  the  sjTnptoms,  whether  the  basis  is 
physical,  mental,  or  both.  Many  times  the  physical 
basis  can  be  demonstrated  satisfactorily.  I believe 
that,  in  my  experience,  no  factor  has  been  more 
important  in  headache  of  organic  origin  than  disa- 
bility of  the  temporomandibular  joints.  The  EENT 
area  is  our  special  province,  but,  of  course,  is  not 
the  only  region  involved.  Possible  allergies  must 
always  be  kept  in  mind.  Even  if  the  psychic  ele- 
ment is  paramount,  anything  that  affects  the  pa- 
tient’s general  health  and  comfort  will  be  important, 
even  to  a hypochondriac.  Conservatism  does  not 
exclude  the  correction  of  a disabling  condition  if  the 
patient  can  be  fully  enlightened  and  adequately 
prepared. 

In  taking  the  history,  we  are  interested,  of  course, 
in  classifying  the  headache,  but  also  in  getting  to 
know  the  individual,  his  background  and  problems. 
All  details  of  the  complaint  are  important,  the  mode 
of  onset,  localization  and  radiation,  frequency,  vari- 
ability, effectiveness  of  treatment.  The  patient  is 
usually  wdlling  to  talk,  and  we  can  learn  by  listen- 
ing. Sometimes  the  patient  may  describe  symptoms 
which  are  pathognomonic  or  highly  suggestive,  at 
least,  of  organic  disease.  Of  equal  importance  to 
us,  however,  will  be  the  manner  in  which  the  history 
is  given. 

We  must  learn  to  look  for  the  emotional  overtones 
in  the  patient’s  response.  It  is  entirely  possible  to 
recognize  them.  I have  found  the  method  extremely 
valuable  in  spite  of  a full  quota  of  mistakes.  Its 
potential  is  only  limited  by  the  skill  and  training 
of  the  observer.  These  observations  are  as  valid  as 
if  they  were  made  in  the  laboratory.  They  may  per- 
mit us  to  make  a diagnosis  in  minutes  instead  of 
weeks. 

It  is  characteristic  of  the  patient  with  organic 
disease  that  he  tends  to  minimize  the  importance 
of  his  symptoms.  When  he  is  deeply,  perhaps  unduly 
concerned,  he  may  describe  them  vividly,  but  with 
a certain  objectivity.  This  is  also  true  of  the  patient 
with  a frank  anxiety. 

The  neurotic  patient’s  chief  concern  may  be  the 
impression  which  he  makes  on  the  examiner.  His 
feelings  are  paramount.  Everyone  must  recognize 
and  share  his  discomfort,  especially  those  closest 
to  him.  If  he  were  to  lose  or  cease  to  employ  his 


power  of  communication,  we  may  indeed  wonder  if 
he  would  not  get  well. 

The  depressed  patient  is  typically  slow  to  respond, 
but,  if  severely  depressed,  he  may  be  agitated.  He 
may  express  his  feelings  in  his  face,  rather  than 
by  words.  He  may  not  ask  sympathy  or  understand- 
ing, but  relief. 

The  less  knowledgeable  patient  is  more  likely  to 
dramatize  his  complaints  and  to  describe  them  in 
anatomical  terms.  On  the  other  hand,  the  symptoms 
of  the  schizoid  are  not  always  bizarre,  and  he  may 
be  either  calm  and  indifferent  or  concerned.  Actually 
every  patient  is  an  individual  and  grouping  them 
into  rigid  categories  is  a poor  approximation  of  the 
truth. 

The  questions  which  we  need  to  develop  the 
patient’s  personality  and  to  define  his  headache  are 
as  obvious  as  they  are  simple.  Each  one  has  a 
definite  purpose  and  value. 

How  long  ha%  the  patient  had  headaches?  When 
was  the  earliest  instance?  Have  the  headaches  in- 
creased in  frequency  or  severity?  What  brings  them 
on?  What  relieves  them?  .A.re  they  related  to  frus- 
trating experiences? 

Is  the  patient  well?  Does  he  drag  along,  or  is 
he  always  on  the  go?  Perhaps  he  feels  “weak  all 
over”.  Is  he  a good  sleeper?  How  much  time  is 
allowed  for  sleep?  What  does  the  patient  think  is 
the  cause  of  his  headache? 

Are  there  brothers  and  sisters?  If  so,  what  is  the 
patient’s  place  in  the  group?  Did  all  the  children 
share  equally  in  the  parents’  affection?  Are  the 
father  and  mother  living?  What  is  or  was  their 
health,  or  when  and  why  did  they  die?  Did  any 
other  members  of  the  family  ever  have  headache? 

Is  the  patient  married?  Are  there  children,  and 
how  many?  Are  they  well?  Is  the  spouse  well,  and 
does  he  sleep  well?  Is  the  wage-earner  regularly 
employed?  Is  house  work  a drudgery,  or  support 
of  the  family  a burden?  Is  there  opportunity  for 
recreation? 

It  is  rare  that  one  wishes  to  probe  a tender  area. 
An  expression  of  sympathy  may  encourage  the  pa- 
tient to  speak  more  freely.  Sometimes  one  may  ask 
if  the  husband  is  a good  father,  is  he  affectionate, 
does  he  drink?  Is  the  home  shared  with  in-laws? 
Is  much  time  spent  in  church  work?  Are  there 
serious  economic  problems  or  disagreements? 

The  longer  the  history  of  headache,  the  farther 
back  it  goes  into  childhood,  the  less  likely  it  is  to  he 
due  to  serious  organic  disease.  Also  it  is  typical 
of  psychogenic  headache  that  attacks,  which  are  later 
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described  as  minor,  will  increase  in  frequency  and 
severity  as  the  patient  focuses  his  attention  on  them 
more  and  more,  and  as  his  resultant  anxiety  builds 
uji.  It  is  typical  also  that  these  headaches  ar?  re- 
lieved at  first  by  simple  means  which  later  lose  their 
effect,  as  by  aspirin  or  by  wearing  any  sort  of 
glasses. 

Of  course  the  patient's  health  and  what  he  thinks 
about  it  will  affect  his  emotional  stability.  Many 
people  think  they  are  abnormal  unless  they  feel 
like  "live  wires".  On  the  other  hand,  the  energy 
of  the  ‘‘go-getter"  may  be  less  inexhaustible  than  it 
seems.  Excessive  store  is  set  on  the  ability  to  sleep. 
Failure  to  sleej)  may  be  due  to  worr\-,  whether  rec- 
ognized or  not,  but  it  is  due  often  to  improper 
planning  and  to  habits  which  allow  insufficient  op- 
portunity to  relax. 

The  patient  often  has  a well  defined  fear  as  to 
the  cause  of  his  headache.  For  .some  reason  he  may 
be  too  sensitive  and  reticent  to  reveal  it  early  in 
the  examination.  Whenever  this  information  can  be 
obtained,  it  gives  one  a direct  approach  to  the 
patient's  jiroblem.  The  clue  is  more  significant  if 
it  is  volunteered. 

The  oldest  child  is  more  likely  to  complain.  He 
has  the  greatest  need  for  attention,  but  unfortunately 
is  rarely  able  to  e.xpress  himself  adequately.  His 
drives  are  frequently  misunderstood,  and  may  pro- 
voke an  impatient,  even  brutal,  reaction.  This  is  the 
child  who  likes  to  munch  from  the  principal’s  aspirin 
bottle,  and  who  mae-  be  referred  by  his  teacher 
because  of  headache  or  eyestrain.  Often  the  oldest 
child  is  asked  to  accept  responsibilities  in  the  family 
group  which  are  unsuited  to  his  age.  Happily  he  is 
prone  to  have  better  judgment,  and  usually  outgrows 
his  more  obvious  stigmata. 

Everyone  may  have  his  emotional  emergencies. 
An}-  child  may  recognize,  for  example,  an  absence 
or  disproportion  of  affection.  The  younger  child  is 
not  immune  to  headache,  especially  since  he  may 
lx;  more  suggestible. 

It  is  always  a shock  to  lose  or  never  to  have  known 
a {)arent.  Insecurity  will  also  develop  if  the  parent 
is  chronically  ill,  or  a chronic  complainer.  It  is  not 
important  that  the  parent  confess  his  headache  con- 
tinually. child  may  be  impressed  indelibly  by  a 
single  well-acted  episode. 

.Almost  every  single  female  would  like  to  be  mar- 
ried. .Almost  every  married  couple  who  do  not  have 
children  must  battle  with  frustration.  Children  may 
create  serious  economic  problems  which  the  parents 
are  often  poorly  prepared  to  meet.  Sometimes  in- 


security of  health,  of  family,  of  job,  and  of  tem- 
perament join  together  to  administer  a crushing 
defeat. 

Prophylactic  treatment  is  always  to  be  desired. 
Its  importance  will  be  limited  by  what  we  know  of 
the  etiolog}-  of  the  disease  and  by  the  opportunity 
wliich  we  may  have  to  make  use  of  our  knowledge. 
Little  or  nothing  has  ever  been  said  about  the  pre- 
ventive t.eatment  of  psychogenic  headache  in  chil- 
dren, but,  in  my  exi>erience,  the  results  have  been 
so  encouraging,  often  so  spectacular,  that  I consider 
it  to  be  the  key  to  the  larger  problem. 

The  child  who  needs  "attention'’  will  develop  man- 
nerisms which  are  simple  to  recognize.  He  is  typi- 
cally an  older  child.  He  may  be  difficult  to  examine 
in  the  presence  of  parents,  yet  is  peaceful  as  a lamb 
when  they  are  out  of  the  way.  His  reactions  are 
quite  purposeful  in  contrast  to  the  aimless  over- 
activity of  an  (jnly  child  or  of  any  child  which  has 
been  subjected  to  excessive,  useless  fondling.  Also 
it  is  easy  to  note  the  dominance  of  the  mother  who 
never  allows  her  child  to  speak  or  choose  for  itself. 
We  can  likewise  observe  the  anxiety  and  overly  pro- 
tective at.itude  of  the  parents  and  their  emotional 
immaturity  which  demands  that  every  unpleasant 
sensation  be  abolished  immediately. 

Let  us  discount  brain  tumor,  and  migraine,  and 
glasses.  Let  us  help  the  parents  and  teacher  to 
understand  the  child's  need  for  security.  Encourage 
them  to  exercise  patience.  If  they  are  intelligent  and 
interested,  show  them  how  they  can  improve  their 
technics.  The  mother  can  learn  to  put  an  arm  around 
each  of  two  children,  instead  of  embracing  only  one. 
These  children  are  not  “spoiled”.  They  demand 
attention  because  they  need  it.  Their  response  to 
affection  can  be  magical. 

If  a child  complains  of  headache,  the  immediate 
treatment  should  be  to  show  interest,  but  not  concern. 
.A  friendly,  sympathetic  smile,  a hug,  a pat  on  the 
back,  some  special  attention  will  be  the  best  medi- 
cine. Even  the  mildest  medication  may  suggest  to 
the  young  patient  that  he  has  a serious  disease.  The 
first  asjjirin  can  do  as  much  harm  as  the  first 
•‘drink’’.  Aspirin  is  the  fetish  of  those  who  believe 
that  no  one  should  ever  experience  the  least  dis- 
comd'ort.  Thow  the  bottle  away.  The  mother  may 
reasonably  wish  to  consult  a physician,  but  she 
should  not  reveal  her  anxiety. 

Try  to  maintain  a confident  attitude  at  all  times, 
especially  with  children.  Emphasize  the  favorable 
findings  in  the  examination.  If  we  try  to  enrich  each 
patient  with  some  encouraging  thought,  I am  sure 
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that  many  will  be  grateful  in  later  years  for  our 
inspiration. 

As  the  young  patient  grows  older,  the  pattern  of 
his  reaction  tends  to  become  fixed.  It  may  be  pos- 
sible to  give  him  some  insight  into  his  condition  and 
the  important  environmental  factors.  However,  we 
are  likely  to  meet  with  resistance,  sometimes  from 
the  patient,  but  especially  from  the  mother.  It  is 
obvious  that  we  can  only  help  those  who  truly  desire 
our  help. 

I'o  the  more  mature  patient,  I like  to  point  out  the 
simplicity  of  the  vascular  mechanism  of  headache. 
I often  use  the  familiar  ice  cream  headache  as  an 
example  of  this  and  also  of  referred  pain.  The 
immediate  reaction  to  chilling  is  constriction  of  the 
palatine  vessels,  but  the  pain  is  referred  to  the  super- 
ficial temporal  area. 

I recall  the  acts  of  blushing  and  blanching  to 
illustrate  the  effects  of  our  emotions  on  our  circu- 
lation. I make  comparisons  with  the  telephone  sys- 
tem to  explain  how  the  brain  stem  reinforces  or 
filters  out  the  messages  which  we  receive  from  our 
nerve  endings.  We  can  illustrate  the  tendency  of  our 
nervous  system  to  develop  habitual  patterns  of  re- 
action by  pointing  to  our  preprandial  symptoms. 

I emphasize  that  nervousness  is  well  nigh  uni- 
versal. It  is  neither  mysterious  nor  hopeless.  Im- 
provement will  depend  on  a series  of  favorable  ex- 
periences which  will  add  to  our  self-confidence.  The 
source  of  our  strength  can  be  within  ourselves.  No 
matter  what  may  cause  a headache,  cur  attitude 
toward  it  can  make  it  better  or  worse. 

^lany  patients  will  ignore  or  reject  this  approach 
to  their  problem.  It  will  mean  more  to  patients  with 
some  slight  scientific  background  or  curiosity.  Often 
the  seed  which  we  sow  will  seem  to  be  wasted,  but 
it  can  survive  a period  of  dormancy  and  grow  into 
a form  which  the  patient  will  accept. 

It  is  desirable  whenever  possible,  for  the  patient 
to  develop  some  degree  of  insight.  A few  very  gen- 
eral observations  may  be  offered  by  way  of  comment 
on  the  history.  An  interested  patient  will  be  likely 
to  fill  in  the  particulars.  Sometimes  valuable  leads 
will  turn  up  from  private  interviews  with  friends  or 
relatives. 

I would  not  withhold  medication  from  patients 
who  have  been  dependent  on  it.  However,  I try  to 
keep  it  as  simple  as  possible,  and  especially  to  help 
the  patient  understand  and  appreciate  how  the  drug 
modifies  or  assists  our  physiology.  I aim  alw.ays  to 
build  up  the  confidence  of  the  patient  in  himself. 


rather  than  in  some  mysterious  ‘‘nerve  medicine’’ 
or  pain  killer. 

I may  use  very  carefully  a mood-elevating  prep- 
aration, such  as  dexamyl,  on  occasion,  to  show  the 
patient  how  simple  it  is  to  raise  his  spirits  and  to 
attain  the  drive  which  he  thinks  is  normal.  Reser- 
pine  in  minimal  doses  may  be  valuable,  especially 
if  the  j)atient  is  encouraged  to  recognize  the  situa- 
tions which  reejuire  its  tranquilizing  effect.  Its  action 
is  as  prompt  as  that  of  the  usual  oral  medication, 
contrary  to  some  earlier  teachings. 

Aspirin  can  produce  a comfortable,  reassuring 
sensation,  possibly  through  dilatation  of  peripheral 
l)lood  vessels.  Other  forms  of  medication  may  be 
more  or  less  specific  in  their  action  on  those  blood 
vessels  which  may  be  directly  concerned  with  certain 
headaches.  Other  drugs  constitute  crude,  even  though 
successful,  forms  of  psychotherapy.  Almost  any 
regimen  or  drug,  except  narcotics,  may  be  justified 
if  it  gives  us  the  time  and  opportunity  to  study  the 
j)atient  and  to  help  him  solve  his  difficulties.  We 
must  remember  that  time  is  a factor  in  the  healing 
of  emotional  illness.  If  we  did  nothing  but  create 
a friendly,  encouraging  atmosphere,  most  of  our 
patients  might  heal  themselves. 

It  would  seem  unnecessary  to  condemn  the  use 
of  narcotics  in  the  management  of  psychogenic  head- 
ache. The  opinion  is  general  that  they  are  con- 
traindicated, yet  I find  that  they  are  used  again 
and  again.  I would  conclude  that  a great  many  of 
us  do  not  recognize  the  imj)ortance  of  the  psycho- 
genic element  in  the  patient’s  complaint.  I believe 
that  it  is  possible  to  demonstrate  the  following 
fundamental  fact:  no  matter  how  tortured  the  pa- 
tient may  be,  there  is  no  drug  which  will  abolish 
his  headache  quicker  and  more  completely  than  to 
resolve  the  conflict  which  caused  it.  When  the  patient 
becom.es  dependent  on  narcotics  for  relief  of  head- 
ache, he  withdraws  more  and  more  into  his  logic-tight 
shell,  and  effective  treatment  becomes  vastly  more 
complicated  and  difficult. 

.■\n  unfavorable  environment  often  holds  the  pa- 
tient in  its  grip.  Many  a youth  would  do  well  to 
leave  home  and  to  strike  out  for  himself,  but  inde- 
pendence of  thought  and  action  have  never  been 
allowed  to  develop.  The  wife  and  mother  may  have 
obligations  which  it  would  be  inconceivable  to  dis- 
regard. Sometimes  a period  of  hospitalization  under 
suitable  conditions  will  enable  the  patient  to  reor- 
ganize his  strength.  .\lso,  on  occasion,  we  may  be 
able  to  help  the  patient  plan  and  carry  out  worth 
while  changes  in  the  routine  of  living.  iMany  times 


VoLUxiE  86,  Janu.vry,  1950 


31 


it  appears  that  the  patient  is  acting  out  resentments 
which  he  finds  it  difficult  or  impossible  to  put  into 
words.  We  should  encourage  him  to  recognize  his 
problem  and  to  attack  it  more  directly.  The  help 
of  a psychiatrist  ma\-  be  desirable  or  necessary.  Let 


us  hope  it  will  become  more  generally  available  and 
appreciated. 

Finally,  we  should  never  overlook  the  opportunity 
to  improve  the  patient’s  physical  health  and  well- 
being. 


Heart  Disease  As  Anxiety  Defense 


For  some  persons  to  face  life,  they  may  need  to 
believe  they  have  heart  disease  even  when  it  has 
been  proved  they  do  not.  Their  conviction  may  rep- 
resent a necessary  defense  against  “potentiall}  over- 
whelming an.xiety.”  (November  22  Journal  of  the 
.\merican  Medical  Association) 

Three  doctors  made  a six-year  study  of  52  persons 
with  chest  pain.  Of  these  27  were  classified  as  hav- 
ing a “cardiac  neurosis,”  in  which  they  showed  no 
evidence  of  heart  disease  but  were  convinced  of  its 
presence.  T wenty-five  had  angina  pectoris,  a disease 
marked  by  paroxysmal  chest  pain  with  a feeling  of 
suffocation  and  impending  death.  Caused  by  an 
oxygen  shortage  in  the  heart,  angina  pectoris  is 
usually  precipitated  by  effort  or  excitement. 

The  27  patients  who  believed  they  had  heart  dis- 
ease were  “all  intensely  anxious  people  whose  neu- 
rotic behavior  was  readily  apparent.”  They  tended 
to  dramatize  their  symptoms  and  often  referred  to 
their  “heart  pain.”  Some  of  them  were  totally  in- 
capacitated, while  others  were  able  to  lead  an  active 
and  constructive  life  in  spite  of  their  symptoms. 

They  showed  “a  high  degree  of  secondary  gain” 
from  their  ailment.  In  some,  the  pain  represented 
a means  for  setting  limits  to  their  activities  and  freed 
them  temporarily  from  intense  pressures  or  respon- 
sibilities. It  seemed  to  act  as  a means  of  getting 
attention  and  of  controlling  family  members.  In 
others,  the  pain  represented  an  acceptable  “excuse” 
for  failing  to  attain  certain  objectives.  For  som? 
there  was  a definite  monetary  compensation  from 
their  jjain.  If  their  compensation  or  need  for  in- 
validism was  questioned,  they  became  angry  and  de- 
fensive. 

“Once  an  individual  has  allowed  himself  to  regress 
to  this  stage  of  dependency,  it  is  difficult  or  impos- 
sible for  him  to  relinqui.sh  this  way  of  life  even 
though  the  diagnosis  of  heart  disease  has  been  dis- 
proved. Their  eventual  incapacity  equals  the  most 


serious  types  of  heart  disease.  Sudden  withdrawal 
of  long-continued  compensation  may  be  disastrous. 
It  seems  highly  probable  that  the  conviction  they 
have  heart  disease  may  be  essential  for  the  function- 
ing of  some  patients  in  life  at  certain  times.” 

Under  these  circumstances  it  is  often  advisable 
to  allow  the  patient  to  maintain  his  cardiac  neurosis. 
However,  physicians  should  do  all  they  can  in  help- 
ing such  patients  overcome  their  fears  by  understand- 
ing the  underlying  sources  of  the  patient’s  anxiet}' 
and  his  conflicts. 

Other  points  the  study  showed  were: 

— The  average  number  of  doctors  consulted  by 
each  patient  in  the  cardiac  neurosis  group  was  4.7 
compared  to  only  1.5  for  each  patient  with  angina 
pectoris.  It  was  not  unusual  for  the  neurotic  patients 
to  be  consulting  a number  of  physicians  simultane- 
ously. 

— The  onset  of  chest  pain  in  every  patient  with 
cardiac  neurosis  was  preceded  by  increasing  emo- 
tional tension  and  was  often  associated  with  de- 
terioration in  their  life  situations. 

— Some  of  the  patients  with  angina  pectoris  had 
cardiac  neuroses  as  severe  as  the  members  of  the 
other  group.  These  patients  were  ver}'  anxious,  w’hich 
increased  the  frequency  and  severity  of  the  anginal 
attack.  They  became  “overtly  terrified  and  behaved 
as  though  any  physical  or  emotional  strain  was  too 
great  for  them.  They  seemed  to  have  ‘wrapped  them- 
selves in  cotton  wool.’  ” However,  most  overcame 
their  fears  and  learned  to  live  constructively  within 
their  newly  imposed  limits. 

Authors  of  the  article  are  Dr.  William  N.  Cham- 
bers, Mary  Hitchcock  Hospital,  Hanover,  N.  H.; 
Dr.  Joseph  L.  Grant,  Veterans  Administration  Hos- 
pital, White  River  Junction,  Vt.,  and  Dr.  Kerr  L. 
White,  University  of  North  Carolina,  Chapel  Hill, 
N.C. 
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Congenital  Microphthalmos  with  Cyst  Formation 


UNGENITAL  MICROPHTHALMOS  with 
cyst  formation  is  an  uncommon  condition  which 
represents  a failure  in  the  normal  closure  of  the 
fetal  fissure.  The  fetal  fissure  closes  during  the 
fifth  and  sixth  weeks  (10-18  mm.  stage)  of  embr)'- 
onic  life.  This  closure  is  complete  at  this  stage 
except  for  a small  notch  or  crescent  at  the  posterior 
pole  of  the  eye.  At  the  20  mm.  stage  this  crescent 
closes  and  gradually  merges  with  the  surrounding 
tissue. 

At  this  early  stage,  the  cellular  differentiation  of 
the  retinal  layers  lags  behind  in  the  region  of  the 
fetal  fissure  so  that  the  margins  of  the  fissure  are  ^ 
not  developed  as  completely  as  elsewhere  when  it 
closes.  The  inner  retinal  wall  grows  faster  than  the 
outer  so  that  at  the  time  of  closure  a fold  of  undif- 
ferentiated retinal  tissue  borders  the  pigmented 
epithelium  along  either  margin  of  the  fissure.  Nor- 
mally these  two  folds  fuse,  this  process  begins  in 
the  central  part  of  the  fissure  and  proceeds  anteriorly 
to  the  rim  of  the  optic  cup  and  posteriorly  over  the 
optic  stalk.  The  inner  and  outer  wall  of  the  retina 
then  separate  and  no  evidence  remains  to  mark  the 
site  of  the  former  fetal  fissure. 

If  any  injurious  influence  acts  upon  the  embryo 
during  the  stage  of  closure  of  the  fissure,  the  retinal 
tissue  at  the  margin  of  the  fissure  may  become  either 
prematurely  differentiated  or  the  growth  rate  of  the 
inner  wall  may  become  unduly  accelerated  causing 
excessive  eversion  of  the  retinal  tissues  and  hence 
herniation  of  this  retinal  tissue  through  the  fetal 
fissure  with  a retinal  cyst  formation.  These  cysts 
may  vary  from  several  small  cysts  to  a single  large 
cyst  located  in  various  parts  along  the  fissure. 

Microphthalmos  is  not  necessarily  associated  with 
cyst  formation,  but  when  it  is,  it  is  usually  of  a 
marked  degree  and  may  even  be  confused  with 
anophthalmia.  Microphthalmos  may  also  result  from 
any  influence  that  retards  growth  of  the  eye  at  any 
stage  in  embryonic  development. 

CLINICAL  FINDINGS 

These  may  be  varied  depending  on  the  degree  of 
microphthalmos  and  the  degree  of  cyst  formation.  At 

*From  the  Department  of  Ophthalmology,  Gill  Me- 
Triorial  Eye,  Ear  and  Throat  Hospital,  Roanoke,  Virginia. 
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one  end  of  the  scale  is  that  group  of  patients  who 
have  an  unusually  small  eye  which  is  grossly  ab- 
normal but  easily  diagnosed  as  microphthalmos.  At 
the  other  end  are  those  cases  in  which  no  eye  is 
discernible,  the  globe  having  been  pushed  out  of 
sight  by  a cyst  of  varying  size.  These  latter  cases 
can  easily  be  mistaken  for  anophthalmia.  X-ray 
evidence  of  a patent  optic  foramen  may  help  prove 
the  existence  of  a rudimentary  eye.  Usually  this 
foramen  is  markedly  narrowed  or  obliterated  in  true 
anophthalmia. 

ETIOLOGY 

The  direct  causative  agent  in  these  cases  is  often 
obscure,  but  in  some  a definite  history  of  some  in- 
trauterine infection  or  familial  trait  is  found.  Mack- 
lin  considers  this  defect  mainly  due  to  inherited 
causes;  due  however  to  its  being  a recessive  charac- 
ter in  some  families,  at  least,  the  hereditary  aspect 
may  be  overlookd. 

The  pedigree  of  this  case  is  presented  in  Figure  1. 


Fig.  1.  I,  II,  III,  IV  generations,  A & B,  great  grand- 
mother and  grandfather  first  cousins,  C-congenitally 
deaf;  E-deceased  in  infancy;  D-microphthalmos ; Di- 
microphthalmos  and  cyst  formation;  F-coloboma  of  iris 
(see  text)  ; N-denotes  ancestory  without  any  apparent 
abnormalities. 

The  first  generation,  that  is,  the  great  grandmother 
and  grandfather,  were  first  cousins.  Their  offspring 
were  eight  in  number — five  males  and  three  females. 
Of  the  five  males,  two  were  congenitally  deaf;  and 
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of  the  three  females,  two  died  early  and  one  had 
microphthalmos.  The  patient's  grandfather  was  un- 
affected, as  was  the  third  generation.  On  the  father's 
side  no  abnormalities  were  found  except  for  one 
of  his  l)rothcr's  children  who  has  a small  coloboma 
of  the  iris  which  of  course  represents  a somewhat 
similar  defect  embr}ologically. 

In  the  fourth  generation  there  are  two  children, 
both  living.  The  first  child  by  these  parents  was 
normal  but  the  second  is  the  case  being  presented. 
This  pedigree  suggests  indirect  recessive  transmission 
of  this  trait.  The  first  generation,  great  grandmother 
and  grandfather,  apparently  carried  this  recessive 
factor  which  showed  up  in  their  offspring.  The  trait 
did  not  manifest  itself  again  until  the  fourth  gener- 
ation when  the  parents  of  these  children,  both  of 
whom  carried  the  latent  recessive  factor  for  mi- 
crophthalmos and  incomplete  closure  of  the  fetal 
fissure,  mated  and  the  two  recessive  factors  met  in 
one  individual  and  produced  this  defect. 

Tails  states  that  the  following  conditions  are 
usually  manifest  in  recessive  transmission : 

1.  Neither  parent  shows  the  trait  but  both  are 
carriers  of  the  abnormal  gene. 

2.  The  rarer  the  trait  the  higher  the  proportion 
of  blood  kinship  among  the  parents  over  that 
found  in  the  general  population. 

3.  ^^‘hen.  as  may  rarely  happen,  two  affected 
individuals  marry  all  of  their  children  will 
e.xhibit  the  trait. 

4.  Approximately  twenty  five  per  cent  of  the 
brothers  and  sisters  may  exhibit  the  trait. 

Macklin,  in  her  excellent  studies  of  the  hereditary 
transmission  factor  in  these  cases,  found  that  the 
transmission  for  a microphthalmos  was  usually  of 
the  recessive  variety  although  in  her  review  of  other 
cases  she  found  that  the  transmission  may  be  of  the 
dominant  or  direct  variety,  that  is  from  one  genera- 
tion to  the  next  generation,  the  abnormality  being 
manifest  in  each  generation.  .\s  well  as  direct  trans- 
mission, she  also  fcund  evidence,  through  a pedigree 
presented  by  .\sh,  that  definite  sex-linked  transmis- 
sion could  take  place  in  these  cases,  the  trait  being 
manifest  only  in  the  males  of  the  family. 

From  these  different  mechanisms  of  transmission 
of  microphthalmos  it  seems  that  the  factor  for  a cer- 
tain condition  may  be  dominant  in  one  family  and 
recessive  in  another.  .-Vlso,  it  may  be  that  the  out- 
ward manifestation  of  the  disease  is  the  same  in 
different  families  while  the  underlying  pathology 
may  be  dissimilar.  This  probably  explains  the  two 
different  modes  of  transmission.  Macklin  states  that 


there  may  also  exist  not  only  qualitative  but  quanti- 
tative differences  between  defect  and  normalih’  on 
one  hand,  but  also  between  two  normals  or  two  de- 
fectives. A defect  tlien  which  is  sufficiently  strong 
to  overshadow  the  factor  for  normality  in  one  family 
acts  as  a dominant  character,  but  the  same  defect 
present  in  another  family  where  the  factor  for  nor- 
mality may  be  quantitatively  stronger  is  unable  to 
assert  itself  and  becomes  recessive. 

CASE  REPORT 

Baby  was  born  on  May  22,  1954,  following  a 
normal  spontaneous  delivery.  There  was  no  history 
of  maternal  illness  during  the  pregnancy  and  no 
history  of  german  measles  could  be  elicited.  Both 
parents  were  RH  compatible  and  serologies  were 
reported  as  negative.  There  was  a family  history 
of  congenital  abnormalities  which  has  been  presented 
in  an  earlier  paragraph.  The  patient  was  seen  two 
weeks  after  birth  and  the  physical  examination  was 
non  contributory  except  for  the  defect  present  in  the 
left  eye.  The  eyelids  were  normal  and  the  left  eye 
appeared  definitely  smaller  than  the  right  (approxi- 
mately two  thirds  of  the  size).  large  colcboma 
was  observed  in  the  iris  at  the  six  o'clock  position. 
The  cornea  was  somewhat  cloudy  but  the  conjunc- 
tivae  appeared  normal.  The  eyeball  transilluminated 
normally  except  for  a darkened  area  inferiorly. 
Fundoscopic  examination  was  almost  impossible  at 
this  time,  although  a fundus  reflex  was  not  obtained. 
X-ray  findings  were  negative.  The  parents  were 
advised  that  this  was  a congenital  abnormality  of 
the  eye  and  the  patient  was  periodically  seen  over 
the  next  nine  months. 

During  this  time  the  deformity  increased  and  the 
cornea  became  more  cloudy  and  there  was  a bulging 
of  the  inferior  fornix.  Because  of  the  rapid  deteriora- 
tion of  this  eye,  it  was  felt  that  enucleation  would 
be  advisable.  This  was  done  on  February  16,  1955. 

Figures  2 and  3 show  the  artist  conception  of  the 
enucleated  eye.  On  transillumination  a coloboma 
was  observed  in  the  iris  at  the  six  oxlock  position. 
This  coloboma  was  seen  to  continue  through  the 
ciliary  body  and  the  anterior  choroid  as  a delicate 
line  where  the  uvea  had  failed  to  fuse.  In  the 
equatorial  region  inferiorly  the  coloboma  becomes 
much  larger,  fanning  cut  towards  the  optic  nerve. 
In  the  lower  temporal  quadrant  Iseneath  the  insertion 
of  the  inferior  oblique  is  seen  a large  ectatic  area 
in  the  sclera.  This  area  coincides  with  the  largest 
portion  of  the  coloboma  of  the  choroid  observed  on 
transillumination.  This  defect,  of  course,  represents 
cyst  formation  through  the  sclera.  On  section  of  the 
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Fig.  2.  Anterior  and  inferior  views  of  enucleated  eye,  showing  artists  conception 
of  eye  on  transillumination. 


D.K.WINTER 

Fig.  3.  Further  views  of  enucleated  eye. 

Pictures  courtesy  of  Armed  Forces  Institute  of  Pathology,  Walter  Reed,  Army  Med- 
ical Center. 


eye  (not  shown)  it  was  found  that  the  retina  was 
completely  detached  except  along  the  margins  of  the 
coloboma  where  it  was  fused  with  the  sclera.  The 
choroid  and  ciliary  body  were  intact  except  in  the 


area  corresponding  to  the  coloboma.  A slight  conical 
projection  on  the  posterior  surface  of  the  lens  was 
also  present. 

The  mdcroscopic  findings  confirmed  the  presence 
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of  an  extensive  coloboma  involving  primarily  the 
uveal  tract  and  retinal  pigment  epithelium.  The 
retina  in  the  area  of  the  most  marked  defective 
fusion  had  herniated  into  the  sclera  and  proliferated 
tliere.  In  this  area  there  were  seen  many  islands  of 
degenerating  and  regenerating  retinal  tissues  within 
the  sclera  and  in  the  episclera.  A marked  deformity 
of  the  scleral  aperture  was  also  present.  The  retina 
had  also  herniated  and  proliferated  into  this  region. 
Irregular  cystoid  spaces  were  present  within  the 
sheaths  of  the  optic  nerve,  and  no  well  developed 
optic  nerve  tissue  was  present. 

This  case  represents  an  arrest  in  the  closure  of 
the  fetal  fissure  at  approximately  four  to  five  weeks 
stage  of  embryonic  life. 

SUMMARY 

A case  of  congenital  microphthalmos  with  cyst 
formation  is  presented  along  with  the  pedigree  of 
this  case  which  suggest  recessive  transmission  of 


this  defect.  The  other  modes  of  transmission  of 
microphthalmos  are  briefly  considered. 

Pathological  findings  courtesy  of  Armed  Forces  Institute 
of  Pathology,  \V.  M.  Silliphant,  Captain,  M.C.  USN,  The 
Director,  and  Lorenz  E.  Zimmerman,  M.D. 
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Drug  Coding  System 


.A.  coding  system  which  will  aid  in  the  identifica- 
tion of  drugs  by  reference  to  their  physical  charac- 
teristics is  being  developed  by  the  .American  Aledi- 
cal  -Association.  The  identification  system  relies 
solely  on  such  characteristics  as  size,  shape,  color, 
scoring,  and  similar  features  of  tablets  and  capsules, 
according  to  an  announcement  in  the  .AM.A  News. 

Through  its  use,  physicians,  attendants  in  hos- 
pital emergency  rooms  and  poison  control  centers, 
law  officers,  pharmacists,  and  medical  examiners 
will  be  able  to  narrow  down  a drug's  identity  to  a 
relatively  few  products  in  a short  time.  Then  chem- 
ical tests  can  l>e  made  to  confirm  the  identity  of  the 
drug. 

The  new  process  is  the  result  of  several  months 
study  of  500  tablets  and  capsules  by  John  J.  Hef- 
ferren,  Ph.D.,  of  the  .A.AI..A.  chemical  laboratory. 

The  project  was  launched  because  the  chemist  have 
been  asked  frequently  to  identify  quickly  various 
tablets  and  capsules,  arid  the  only  way  in  many  cases 


was  by  chemical  analysis — often  a long-drawn-out 
process. 

Under  the  new  system,  an  investigator  first  notes 
all  the  physical  characteristics  of  the  unknown  drug 
by  means  of  a reference  chart.  He  then  consults  a 
long  list  of  tables  which  are  classified  as  to  types 
of  drugs  listed.  When  he  finds  a given  set  of  char- 
acteristics describing  the  unknown  drug,  he  makes 
chemical  tests  which  will  permit  further  differentia- 
tion and  final  identification. 

In  some  instances — when  letters  or  designs  appear 
on  the  drug — immediate  identification  can  be  made. 

Dr.  Hefferren  is  gathering  thousands  of  drug 
samples  which  will  be  defined,  described,  measured, 
and  classified. 

It  is  hoped  that  a text,  listing  about  5,000  prod- 
ucts, can  be  published  in  about  a year.  It  will  later 
be  expanded  to  include  many  more  products  and 
be  kept  up  to  date  by  supplements  and  new  editions. 
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Carcinoid  Tiimor  of  the  Duodenum 

Three  Cases 

E.  MEREDITH  ALRICH,  M.D, 
RICHARD  H.  BLANK,  M.D. 
Charlottesville,  Virginia 


/^ARCINOID  TUMORS  rarely  occur  in  regions 
of  the  gastrointestinal  tract  other  than  in  the 
appendix.  However,  the  appearance  of  these  neo- 
plasms within  the  duodenal  segment  is  infrequent 
enough  to  be  regarded  as  a curiosity.  Barnes  and 
Voungi  reviewed  the  world’s  literature  and  found 
only  26  cases  of  carcinoid  tumors  of  the  duodenum. 
Two  cases  of  their  own  made  a total  of  28  cases. 
Twenty-four  cases  of  neoplasms  of  the  small  intes- 
tine were  found  at  the  University  of  Virginia  Hos- 
pital from  1932  to  1958.  It  was  surprising  to  find 
that  three  of  these  represented  carcinoid  tumors  of 
the  duodenum.  Because  of  the  scarcity  of  such 
lesions,  detailed  reports  of  these  cases  are  presented. 

Case  1 — (L.T.D.)  This  45-year-old  white  male 
was  admitted  to  the  University  of  Virginia  Hospital 
on  November  20,  1956,  with  a four-months’  history 
of  dull  aching,  epigastric  pain  which  was  intermit- 
tent, unrelated  to  meals,  diet,  or  antacids.  The  pain 
never  radiated,  lasted  from  twenty  minutes  to  several 
hours  and  occasionally  awakened  him  at  night.  There 
was  a weight  loss  of  seven  pounds  over  the  last  six 
months  with  no  diminution  of  appetite,  no  melena, 
hematemesis  or  icterus.  A gastrointestinal  series  per- 
formed in  July  and  again  in  October,  1956,  demon- 
strated a discrete,  rounded  defect  in  the  duodenal 
bulb.  One  month  prior  to  admission  he  noted  occa- 
sional sensation  of  gaseous  distension  and  nausea 
postprandially  but  experienced  no  vomiting. 

On  admission,  the  only  abnormal  findings  on 
physical  examination  were  those  of  moderate  em- 
physema secondary  to  sciliosis  and  pulmonary  fi- 
brosis. 

Laboratory  work  was  within  normal  limits  with 
an  hematocrit  of  47.  A gastrointestinal  series  demon- 
strated a polypoid  mass  in  the  duodenal  bulb  asso- 
ciated with  considerable  pylorospasm  (Fig.  1).  A 
chest  x-ray  showed  emphysema  and  fibrosis  sec- 
ondary to  sciliosis. 

On  November  23,  1956,  the  patient  was  explored 
through  an  upper  right  rectus  incision  under  epidural 

From  the  Department  of  Surgery,  University  of  Virginia 
School  of  Medicine,  Charlottesville,  Virginia. 


Fig.  1 — Demonstration  of  a rounded  filling  defect  in  the 
first  portion  of  the  duodenum  on  a gastrointestinal  series. 


spinal  block.  Complete  exploration  of  the  peritoneal 
cavity  was  negative  except  for  a nodule  measuring 
1.15  cm.  in  the  first  portion  of  the  duodenum  just 
distal  to  the  pylorus.  The  duodenum  was  cpened 
along  the  anterior  wall  to  reveal  a jjapillar}’  lesion 
of  firm  consistency  protruding  into  the  lumen.  The 
mucosa  overlying  this  lesion  appeared  intact  and 
a careful  search  revealed  no  local  or  distant  metas- 
tasis. I'he  lesion  was  excised  with  a l)uttcn  of 
normal-apjrearing  duodenal  wall  and  the  resulting 
defect  was  closed  transversely  with  a continuous 
inverting  suture  of  triple  zero  chromic  catgut.  The 
patient’s  j)Ostoperative  course  was  uneventful  and 
he  was  discharged  on  the  seventh  postoperative  day. 

lire  jratholog}’  report  was  carcinoid  tumor  of  the 
duodenum.  The  microscopic  findings  were  charac- 
teristic of  a benign  lesion  with  no  mitotic  figures.  It 
was  reported  as  having  been  completely  excised. 
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Follow-up  examination  to  date  revealed  the  patient 
to  be  well  with  no  evidence  of  recurrence. 

Case  2 — (R.D.M.)  This  48-year-old  white  female 
was  admitted  to  the  University  of  Virginia  Hospital 
on  June  8,  1949,  with  a history  of  an  exploratory 
laparotomy  performed  four  years  previously  else- 
where l>ecause  of  persistent  epigastric  pain  associated 
with  nau.sea  and  vomiting.  She  stated  that  a large 
ulcer  was  discovered  but  that  no  definitive  procedure 
was  carried  out.  She  was  well  until  three  and  a half 
months  j)rior  to  admission  when  she  again  developed 
epigastric  pain,  nausea  and  vomiting. 

Physical  examination  on  admission  was  negative 
except  for  slight  tenderness  in  the  right  upper  quad- 
rant. Laboratory  studies  were  within  normal  limits. 
.\  gastrointestinal  series  demonstrated  a deformed 
du(.>denal  bulb  which  was  quite  spastic  and  an  active 
duodenal  ulcer  was  suspected.  Surgical  treatment 
was  indicated  because  of  the  degree  of  obstruction. 
.\t  exploration,  the  duodenal  bulb  was  noted  to  be 
deformed  and  accordingly  a subtotal  gastrectomy 
was  performed. 

On  gross  pathologic  examination,  two  ulcers  in 
the  duodenum,  one  measuring  1 cm.  and  the  other 
1/2  cm.,  were  reported.  On  microscopic  examina- 
tion one  segment  of  the  duodenum  demonstrated  the 
presence  of  a collection  of  cells  packed  in  rather 
compact  masses  and  surrounded  by  connective  tis- 
sue. The  cells  were  somewhat  hyperchromatic  but 
noted  to  be  regular  in  size  with  no  mitosis.  The 
diagnosis  was  carcinoid  tumor  of  the  duodenum 
appearing  incidentally  with  two  benign  duodenal 
ulcers. 

The  patient  did  well  until  four  years  later  when 
she  developed  tvjjical  ulcer  symptoms  with  some 
melena.  A marginal  ulcer  was  demonstrated  on 
gastrointestinal  series.  At  operation  for  correction 
of  this  lesion,  no  evidence  of  recurrence  of  the  tumor 
was  noted. 

Case  2 — (L.d/.C.)  This  51 -year-old  white  female 
was  admitted  to  this  hospital  on  February  24,  1958, 
with  a history-  of  having  had  an  abdominal  perineal 
resection  for  carcinoma  of  the  rectum  in  1944  and 
excision  of  a recurrent  nodule  in  the  perineal  wound 
in  1945,  both  of  which  were  performed  at  this  hos- 
pital. She  had  done  well  until  two  weeks  previous 
to  this  admission  when  she  noted  the  onset  of  jaun- 
dice without  pain.  In  addition,  there  was  a 10 
jjound  weight  loss. 

Physical  examination  on  admission  was  negative 
except  from  herniation  about  her  sigmoid  colostomy 
and  the  presence  of  marked  icterus. 


Laboratory  data  revealed  an  hematocrit  of  34.  The 
urine  was  positive  for  bile.  Van  den  Bergh  was 
positive  direct  and  4.8  mm.  indirect.  The  alkaline 
phosphatase  was  20  Bodansky  units.  Thymol  tur- 
bidity was  2.6.  The  stool  was  negative  for  blood. 

Exploration  of  the  abdomen  revealed  a large  dis- 
tended gallbladder  and  a dilated  common  bile  duct 
measuring  2.5  cm.  in  diameter.  Palpation  revealed 
a mass  which  felt  like  an  indurated  ulcer  in  the 
second  portion  of  the  duodenum.  This  was  inter- 
preted as  a probable  carcinoma  of  the  ampulla  of 
Vater.  A pancreatic  duodenectomy  was  performed. 
Upon  opening  the  duodenum,  a mucosal  tumor  meas- 
uring 3 X 2 X 2 cm.  was  found  which  had  not  pene- 
trated through  the  serosal  surface.  ^Microscopic  study 
revealed  a carcinoid  tumor  arising  from  the  duo- 
denum. 

The  patient  is  reportedly  doing  well  at  present 
with  no  evidence  of  recurrence. 

DISCUSSION 

Dockerty-  states  that  while  90  per  cent  of  all 
argentaffin  tumors  occur  in  the  appendiceal  region 
and  may  be  regarded  as  benign  lesions,  the  other 
10  per  cent,  which  may  occur  at  any  point  along  the 
gastrointestinal  tract,  should  be  considered  malig- 
nant. In  a review^  of  565  cases  of  carcinoid  tumors 
in  portions  of  the  gastrointestinal  tract  exclusive  of 
the  appendix,  it  was  found  that  the  majority  (396) 
of  these  lesions  appeared  in  the  ileum,  13  in  the 
jejunum  and  10  in  the  duodenum.  Of  25  carcinoid 
tumors  of  the  stomach,  25  per  cent  were  noted  to 
demonstrate  metastatic  lesions;  75  per  cent  of  the 
tumors  of  the  small  intestine  demonstrated  metastasis. 
Barnes  and  Young^  found  evidence  of  metastasis  in 
only  three  of  the  known  28  cases.  Our  three  cases, 
making  a total  of  31  cases,  would  make  an  expected 
incidence  of  metastasis  of  10  per  cent  when  the 
tumor  is  found  in  this  location.  Approximately  one- 
half  of  the  duodenal  carcinoid  lesions  reported  in 
the  literature  was  symptomatic  while  the  other  half 
was  asymptomatic  and  discovered  incidentally  at 
operation  or  autopsy.  Of  our  three  cases,  two  lesions 
were  symptomatic  and  the  third  was  an  incidental 
operative  finding. 

.\rgentaffin  tumors  of  the  duodenum,  as  elsewhere 
in  the  gastrointestinal  tract,  manifest  themselves 
primarily  by  producing  obstructive  symptoms.  The 
mucosa  overlying  the  tumor  is  usually  intact  and 
bleeding  is  not  ordinarily  associated  with  these 
lesions.  Characteristically,  they  appear  as  a sub- 
mucosal nodule  which,  on  sectioning,  is  pale  yellow 
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and  firm.  If  obvious  metastatic  disease  is  not  pres- 
ent, differential  microscopic  diagnosis  between  be- 
nign and  malignant  tumors  of  this  type  is  notoriously 
difficult.  Even  those  tumors  which  are  widely  dis- 
seminated throughout  the  peritoneal  cavity  may  have 
an  unvarying  microscopic  picture  with  or  without 
mitotic  figures.  However,  e.xtension  through  the  wall 
of  the  serosa  is  fairly  good  evidence  that  the  tumor 
is  malignant.  Because  of  well-documented  reports 
of  long  survival  in  patients  with  proven  metastatic 
disease,  it  behooves  the  surgeon  to  make  every  attempt 
to  remove  all  traces  of  this  tumor.  Barnes  and 
Young  reviewed  the  case  of  a patient  who  was  known 
to  have  a metastatic  tumor  of  the  liver  for  14  years 
which  was  proven  by  biopsy  six  years  prior  to  death 
(of  unrelated  causes)  to  be  a metastatic  carcinoid 
tumor  arising  within  the  duodenum.  Resection  should 
include  multiple  nodules  of  the  liver  as  well  as  local 
and  regional  metastasis.  If  the  lesion  appears  to  be 
a localized  nodule  in  the  duodenum,  the  procedure 
of  choice  appears  to  be  local  excision  with  an  ade- 
quate margin  of  duodenal  wall.  To  our  knowledge, 
there  are  no  cases  of  carcinoid  tumors  of  the  duo- 
denum in  which  the  “carcinoid  syndrome”  as  de- 
scribed by  Thorson®  could  be  applied  to  a lesion  of 
the  duodenum. 


CONCLUSIONS 

Three  cases  of  carcinoid  tumor  of  the  duodenum 
have  been  presented.  Two  cases  had  symptoms  and 
signs  referable  to  the  lesion  and  the  third  was  an 
incidental  finding  following  subtotal  gastrectomy. 
There  was  no  evidence  of  metastasis  on  followup 
examination  of  these  patients. 
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“Largest  Television  Set” 


The  largest  and  most  advanced  comjjatible  color 
TV  “.set”  in  the  world — a 1500-pound  electronic 
projector  capable  of  presenting  pictures  9 by  12  feet 
— has  been  built  in  the  Netherlands  for  use  at  U.  S. 
medical  meetings. 

The  jirojector,  which  will  be  put  into  full  use 
next  year,  had  its  U.  S.  tryout  December  2-5,  when 
Smith  Kline  & French  presented  15  hours  of  closed- 
circuit  medical  color  TV  at  the  American  Medical 
Association’s  clinical  meeting  in  Minneapolis. 

Built  by  the  famed  Holland  electronics  firm  of 
Philips,  the  device  is  actually  three  projectors  in 
one.  Each  projector  sends  a different  color  onto  the 
.screen.  Overlapping  of  graded  images  in  the  pri- 
mary colors  provides  the  shadings  and  variations  seen 
on  the  screen. 

When  Smith  Kline  & French  Laboratories,  Phila- 
delphia pharmaceutical  firm,  pioneered  medical  color 


television  more  than  nine  years  ago,  the  only  view- 
ing equipment  consisted  of  10-inch  home-style 
screens.  Later,  Smith  Kline  & French  utilized  U.  S.- 
built  projectors  capable  of  pictures  4 by  6 feet.  The 
larger  the  picture,  however,  the  less  brilliant  the 
projected  image — hence  SKF’s  search  for  an  im- 
proved projector  that  would  provide  both  brilliance 
and  large  screen-size. 

The  Philips  unit  can  project  pictures  four  times 
larger  or  three  times  brighter  than  the  most  advanced 
compatible  color  TV  equipment  manufactured  in  the 
U.  S.  The  improvement  in  brightness  and  size  may 
make  it  possible  to  view  medical  color  television  in 
normally-lit  convention  auditoriums. 

The  Smith  Kline  & French  projector  will  be  part 
of  SKF’s  Mobile  Medical  Color  Television  Unit, 
which  travels  25,000  miles  annually.  Modifications 
for  the  projector’s  U.  S.  use  were  designed  by  North 
.American  Philips  Co.  Inc.  and  the  SKF  crew. 
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Cardiac  Arrest  And  Resuscitation  Twice  On 
The  Same  Patient 


■^ORE  AND  MORE  ATTENTION  is  being 
fcxrused  on  the  possibilities  of  cardiac  arrest 
and  resuscitation.  There  are  only  a few  published 
cases  whereby  the  patient  had  cardiac  arrest  outside 
of  the  operating  room,  and  recovered  with  proper 
and  adequate  restitution  of  the  oxygen  system  and 
cardiac  resuscitation. 

Today,  there  are  thousands  of  operations  being 
performed  in  thousands  of  hospitals  and  it  behooves 
everyone  to  know  what  to  do  immediately  when  a 
patient  attains  cardiac  arrest  or  ventricular  fibrilla- 
tion. .A.  sutx-ey  covering  the  Crile  Veterans  .Admin- 
istration Hospital  in  Cleveland,  Ohio,  revealed  that 
there  were  approximately  13,659  surgical  procedures 
during  the  period  of  1953  through  1956,  and  of  this 
total  number  of  procedures,  there  were  nine  cardiac 
arrests  which,  when  broken  down,  revealed  a rate 
of  one  cut  of  every  1,417  operative  procedures.  The 
survey  revealed  the  following  information; 

The  ages  of  each  patient — sixty-three  year  old 
white  male,  fifty-seven  year  old  colored  male, 
forty-one  year  old  white  male,  fifty-three  vear  old 
white  male,  thirty-nine  year  old  white  male,  twen- 
ty-four year  old  white  male,  forty-one  year  old 
white  male,  sixty-two  year  old  white  male,  fortv- 
four  year  old  colored  male. 

In  each  instance,  the  onset  of  cardiac  arrest  was  in 
the  operating  room.  Two  of  the  nine  patients  who 
had  cardiac  arrests  and  immediate  cardiac  resusci- 
tations are  living  today.  The  others  have  expired 
from  various  periods  extending  from  jx)st-operative 
cardiac  arrest  up  to  four  months  post-operatively. 

The  procedure  must,  of  necessity,  be  carried  out 
immediately  upon  satisfaction  to  the  surgeon  or 
surgeons  in  the  immediate  vicinity  of  the  patient 
that  no  pulse,  blood  pressure,  or  heart  sounds  are 
present.  There  is  no  time  for  four  or  five  people  to 
come  to  the  conclusion  that  the  patient  should  be 

From  the  Crile  Veterans  .Administration  Hospital, 
Cleveland,  Ohio. 
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resuscitated.  Courage  is  most  important  at  this  par- 
ticular point,  when  the  patient  is  in  cardiac  stand- 
still, and  the  surgeon  must  immediately  make  the 
necessary  incision  and,  concomitantly,  necessary 
steps  must  be  made  to  restore  the  o.xygen  system  to 
the  body.  One  without  the  other  is  of  no  use  to 
the  patient.  Oxygen  restitution  is  foremost,  because 
irreparable  cerebral  damage  is  dene  if  there  is  lack 
of  oxygen  for  a period  of  time  longer  than  appro.xi- 
mately  four  minutes.  Oxygen  routed  to  the  system 
via  one  hundred  per  cent  o.xygen  mask,  the  o.xygen 
nasal  catheter,  intratracheal  tube,  or  if  necessary, 
mouth-to-mouth  breathing,  and  the  removal  of  ac- 
cumulated CO2  accomplishes  the  necessary  ventila- 
tion. 

PRESENTATION  OF  A CASE 

.A  si.xty-three  year  old  white  male  was  admitted 
to  Crile  Veterans  .Administration  Hospital  on  May 
7,  1956,  with  the  chief  complaint  of  hoarseness  of 
more  than  one  year's  duration.  The  patient  also 
noted  a large  lump  arising  in  the  right  anterocervical 
region  of  his  neck  during  the  two  weeks  prior  to 
admission.  The  patient  had  been  treated  for  ques- 
tionable tuberculosis  in  1920  and  1940  at  a tuber- 
culosis hospital  in  New  York  State.  The  patient's 
past  medical  history  reveals  that  he  had  a hemor- 
rhoidectomy in  1936,  and  the  inactive  tuberculosis 
for  which  he  had  been  hospitalized  both  in  1920  and 
1940. 

Physical  examination  at  this  time,  revealed  a 
sixty-three  year  old,  thin,  pallid,  not  too  well  nour- 
ished white  male,  with  obvious  hoarseness.  There 
was  a palpable  mass  in  the  right  anterior  cervical 
region,  approximately  one  inch  in  diameter  which 
was  non-tender,  somewhat  firm,  non-nodular,  and 
mobile.  The  abdomen  was  protuberant,  soft,  and 
non-tender,  and  the  patient  had  a right  indirect 
inguinal  hernia  which  was  easily  reducible.  The 
heart  revealed  a regular  irregularity  of  rhythm,  but 
there  was  no  enlargement  to  percussion  of  any  other 


40 


ViRGiN'i.x  Mkdic.al  Monthly 


abnormality  irregularity.  Indirect  lar}'ngoscopy  re- 
vealed an  easily  friable,  granular  mass,  which  cov- 
ered the  anterior  two-thirds  of  the  left  true  vocal 
cord,  and  which  appeared  to  extend  about  1.5  centi- 
meters subglotically.  Laboratory  studies  revealed  a 
white  blood  cell  count  of  11,500  with  a differential 
count  of  69  neutrophils,  10  monocytes,  17  lympho- 
cytes, 2 eosinophils,  and  2 basophils.  Hemoglobin 
was  14.35  grams.  VDRL  was  negative.  Bleeding 
time,  one  half  minute;  coagulation  time,  five  min- 
utes. Blood  was  Rh  posit  we.  Urinalysis  was  nor- 
mal. Hematocrit  was  forty-five  per  cent,  blood  urea 
nitrogen  was  17.2.  X-ray  revealed  the  chest  to  be 
somewhat  emphysematous  in  type,  a mild  elongation 
of  the  aorta,  blunting  of  the  left  ccstophrenic  sinus. 
There  was  no  evidence  of  any  active  pulmonary 
disease.  The  skeletal  survey  revealed  a small  fusi- 
form aneurysm  of  the  abdominal  aorta  which  was 
calcified.  There  was  a moderate  hypertrophic  de- 
generative change  of  the  lumbar  spine,  but  there  was 
no  evidence  of  skeletal  metastases.  The  patient  had 
a complete  cardiological  workup  and  the  electro- 
cardiogram revealed  a normal  record  preoperatlvely 
except  for  a marked  sinus  arrhythmia. 

On  May  9,  1956,  the  patient  had  a direct  laryn- 
goscopy and  biopsy,  the  result  of  which  was  mod- 
erately well  differentiated  squamous  cell  carcinoma 
of  the  left  true  vocal  cord  with  metastases. 

On  May  22,  1956,  the  patient  was  prepared  for 
a total  laryngectomy  and  a left  radical  en  block 
neck  dissection.  Pre-operatively,  the  patient  had 
atropine  sulfate  grams  1/150,  demerol  100  mgs. 
Both  of  these  were  given  forty-five  minutes  pre- 
operatively,  and  he  had  seconal  grains  1 1/2  on  May 
21,  1956,  at  night  time  prior  to  going  to  sleep,  and 
again  at  6:45  on  May  22,  1956.  The  patient  had 
sodium  pentothal,  gas,  oxygen,  ether  anectine  type 
anesthesia,  and  was  intubated.  While  the  patient 
was  being  prepared  for  the  radical  neck  dissection, 
suddenly  his  blood  pressure  dropped  to  zero,  pulse 
stopped,  and  there  were  no  heart  sounds.  Imme- 
diately, a circumlinear  thoracotomy  incision,  which 
was  bloodless,  was  made  in  the  fifth  intercostal  space 
extending  from  the  sternum  to  the  midportion  of  the 
axillary  wall,  and  the  hand  was  thrust  into  the  chest 
cavity  and  the  heart,  which  was  in  standstill,  was 
grasped  and  in  rhythmic  manner,  the  massaging  of 
the  heart  was  started.  Simultaneously,  one  hundred 
per  cent  oxygen  was  switched  on  into  the  intratracheal 
tube.  Approximately  thirty-seven  seconds  later,  the 
heart  resumed  its  normal  rhythmic  beat.  No  drugs 
were  used  to  help  resuscitation  in  this  particular 


instance.  The  Finochietto  chest  retractor  was  in- 
serted and  the  heart  beating  was  observed  and  the 
patient’s  chest  was  left  open  for  approximately  forty 
minutes.  Electrocardiogram  was  instituted  which 
revealed  a return  from  a cardiac  arrest  to  a normal 
sinus  arrhythmia.  Blood  pressure  returned  to  75/55 
mms.  of  mercury.  Trior  to  closure  of  the  chest,  the 
entire  field  was  comjdetely  redraped  with  sterile 
drapes.  The  left  hemithorax  was  lavaged  with  one 
jjer  cent  neomycin  solution.  A thoracotomy  tube  was 
inserted  and  attached  to  the  under  water  suction 
apparatus.  Approximately  two  hours  later,  the  blood 
pressure  returned  to  90/60  mms.  of  mercury,  and 
the  ventricular  rate  was  seventy-six.  The  incision 
was  closed  with  #0  chromic  catgut,  and  just  prior 
to  final  closure,  the  lungs  were  re-inflated.  The 
skin  w'as  closed  with  #0000  interrupted  black  silk. 
The  patient  was  then  removed  to  the  recovery  r(X)m 
after  approximately  two  hours  in  the  operating  room 
itself. 

The  post-operative  events  revealed  that  at  approx- 
imately 2 p.m.  of  the  same  day,  the  patient  had 
subcutaneous  emphysema  over  the  left  upper  chest 
area,  and  a second  thoracotomy  tube  was  inserted 
into  the  anterior  left  third  interspace,  via  trochar 
and  the  patient  seemed  to  improve.  On  May  31, 
1956,  all  the  sutures  were  removed.  The  patient’s 
remaining  convalescent  period  was  uneventful.  After 
talking  with  the  patient  and  his  family,  it  was  de- 
cided that  a second  attempt  at  total  laryngectomy  and 
left  radical  neck  dissection  should  be  made. 

Accordingly,  on  June  5,  1956,  the  patient  was 
properly  draped  and  prepared  and  this  time,  having 
atropine  sulfate  grains  1/75,  and  morphine  sulfate 
grains  1/4,  approximately  forty-five  minutes  pre- 
operatively,  and  seconal  grains  1 1 /2  on  June  4, 
1956,  at  night,  and  again  one  hour  prior  to  surgery 
on  June  5,  1956.  This  time,  the  electrocardiograph 
was  attached  to  the  patient  prior  to  any  surgical 
attempt  and  having  everything  ready,  the  patient 
had  just  started  to  be  intubated.  The  blood  pressure 
vascillated  around  50  and  the  pulse  vascillated  very 
irregularly  between  58-160  when  suddenly  again  he 
went  into  cardiac  arrest  with  the  blood  pressure 
and  the  pulse  dropping  to  0 which  was  immediately 
noted.  The  electrocardiogram  showed  cardiac  arrest 
and  in  approximately  six  to  ten  seconds,  it  was 
decided  that  the  emergency  shock  procedure  should 
be  instituted  with  elevation  of  both  lower  extremi- 
ties and  the  patient  was  very  rapidly  intubated  and 
one  hundred  per  cent  oxygen  was  instituted.  Heavy 
pressure  and  chest  pounding  over  the  left  portion 
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of  the  chest  was  employed.  The  patient  came  back 
from  cardiac  arrest  without  any  surgical  or  medical 
intervention  in  appro.ximately  ten  to  fifteen  seconds. 

The  patient  was  again  observed  in  the  recovery 
room,  and  apparently  again  recovered  without  any 
cerebral  damage  this  time  as  in  the  previous  pro- 
cedure. The  patient  was  observed  for  approximately 
two  hours,  and  monitored  with  electrocardiogram 
monitoring  machine  with  the  electrocardiogram 
again  returning  to  sinus  arrhythmia.  It  was  felt  that 
after  having  had  two  surgical  attempts,  this  patient 
should  be  treated  by  x-ray  therapy.  The  patient 
had  a total  of  4472r’s  to  the  right  oblique  neck 
region,  and  a total  of  4472r’s  to  the  left  oblique 
neck  section.  The  patient  was  discharged  from  the 
hospital  on  August  9,  1956,  without  any  apparent 
cerebral  involvement.  The  patient  has  been  fol- 
lowed at  monthly  intervals  at  the  Nose,  Ear,  Throat 
Follow-Up  Clinic  and  so  far,  the  patient’s  overall 
general  condition  seems  to  be  somewhat  improved. 
The  hoarseness  is  still  present.  The  patient  has  not 
gained  or  lost  any  weight,  but  is  able  to  carry  out 
a somewhat  seminormal  life.* 

CONCLUSIONS 

In  the  surgical  service  of  Crile  Veterans  .Admin- 


*This patient  survived  two  cardiac  arrests  with  suc- 
cessful resuscitation,  only  to  be  killed  recently  in  an  auto- 
mobile accident. 


istration  Hospital  during  the  years  of  1953  through 
1956,  there  have  been  13,659  surgical  procedures. 
Of  this  number,  there  have  been  nine  cardiac  arrests 
and  with  cardiac  resuscitation  done  in  the  operating 
room  itself.  Of  the  nine,  two  are  still  living,  one 
of  the  patients  had  two  cardiac  arrests  with  success- 
ful resuscitations  in  both  instances. 

It  is  felt  that  surgeons,  anesthetists  and  medical 
personnel  should  be  able  to  handle  cardiac  arrests, 
be  it  in  the  operating  room,  or  in  the  immediate 
vicinity  of  the  operating  room. 
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New  Booklets  by  Heart  Association 


In  order  to  help  patients  with  sodium-restricted 
diets  follow  the  doctor’s  diet  prescription,  the  Ameri- 
can Heart  Association  has  prepared  three  booklets 
— “Your  Mild  Sodium-Restricted  Diet,”  “Your  1000 
Milligram  Sodium  Diet,”  “Your  500  Milligram  So- 
dium Diet,”  Dr.  George  S.  Grier,  III,  Newport  News, 
President  of  Virginia  Heart  Association,  has  an- 
nounced. 

These  booklets,  intended  especially  for  adult  heart 
patients  placed  on  a sodium-restricted  diet  by  their 
physicians,  are  available  free  of  charge  from  Vir- 
ginia Heart  As.sociation,  12  South  Third  St.,  Rich- 


mond 19,  Va.,  to  physicians  for  distribution  to 
patients.  They  are  not  available  to  patients  without 
the  approval  of  the  patient’s  physician. 

These  booklets  provide  food  lists  that  enable  the 
patient  to  vary  his  meals  as  he  becomes  familiar  with 
his  basic  diet  plan.  Weight  watching,  meal  planning, 
and  problems  of  the  family  cook  are  discussed  and 
practical  suggestions  on  eating  out  and  shopping  for 
food  are  given.  Many  f)eople,  according  to  the 
booklet,  are  confused  about  the  difference  between 
sodium  and  salt. 
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Pre-Paid  Medical  Care 


• • • • 


More  About  Utilization 

In  the  November  issue  of  the  Virginia  Medical 
Monthly  this  special  Pre-Paid  ^ledical  Care  page^ 
made  two  suggestions:  that  the  medical  profession 
become  actively  engaged  in  advising  the  public  of 
the  numerous  medical  and  demographic  reasons  why 
the  rate  of  utilization  of  pre-paid  health  care  serv- 
ices is  increasing,  and  that  the  medical  profession 
become  actively  engaged  in  eliminating  any  misuse 
— injudicious  utilization — of  those  services. 

It  is  tremendously  important  to  the  continuance 
of  our  free-enterprise  system  of  providing  medical 
care  that  the  public  be  made  fully  aware  of  the  med- 
ical profession's  solicitous  interest  in  the  cost  of 
prepayment — as  evidenced  by  its  organized,  efficient 
controls  over  mi.suse  of  prepaid  benefits^ — because 
the  public  now  is  all  too  prone  to  believe  that  the 
profession  is  rather  gleefully  “killing  the  goose  that 
lays  the  golden  eggs”.  It  is  of  concomitant  and 
equal  importance  that  the  public  be  made  fully 
aware  that  the  recent,  dramatic  increase  in  usage  of 
prepaid  benefits  is  not  all  “bad”;  that,  from  the 
point  of  view  of  public  health,  the  most  part  of  the 
increase  is  “good”;  that  the  resultant  increase  in 
prepayment  rates  does  not  alter  the  fact  that  pre- 
payment for  health  care  services  remains  the  best 
bargain  on  the  American  market. 

Today's  increased  demand  for  health  care  services 
goes  along  with  today’s  higher  level  of  income  and 
improved  standard  of  living.  The  rising  standard 
of  living  of  the  American  public  has  incorporated 
adequate  health  care  as  a usual  and  expected  part 
of  living.  Today  it  is  truly  proper  to  believe  that 
patients  have  prepayment  because  they  want  to  use 
hospitals’  and  doctors’  services — not  that  patients 
use  these  services  just  because  they  have  prepay- 
ment. The  utilization  experience  of  those  who  have 
no  prepayment  is  strong  evidence  that  demand  for 
health  care  is  increasingly  a part  of  the  way  of  life 
in  the  United  States — and  coincidental  to  prepay- 
ment. This  past  year  the  uninsured  segment  of  the 
population  had  a hospital  admission  rate  more  than 
twice  that  of  all  the  population  twenty-five  years 
ago.^ 

Another  way  to  demonstrate  that  the  public  is  not 
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after  a free  ride  at  the  expense  of  jKepayment  plans 
is  to  examine  public  usage  of  medical  items  which 
are  not  covered  by  prepayment.  One  such  item  is 
prescription  sales  in  drug  stores.  Prescriptions  give 
a good  index  since  they  can  be  obtained  only  from 
a doctor,  are  almost  never  a benefit  of  prepayment, 
and  occur  outside  the  hospital.  The  American  Drug- 
gist Magazine  reports  that  in  1957  prescription  sales 
by  drug  stores  totaled  $1.7  billion,  nearly  four  times 
the  total  for  1947.  Such  a fantastic  increase  in  the 
out-of-pocket  expenditures  for  one  aspect  of  medical 
care  should  offer  some  proof  that  the  American  people 
are  primarily  concerned  witli  health  care  for  its 
own  sake  and  not  as  a means  of  beating  the  prepay- 
ment game.’’ 

.\s  voluntar}'  hospitals  have  improved  their  meth- 
ods and  devices  for  treating  patients,  more  people 
have  been  using  the  improved  care.  Thirty  years 
ago,  people  went  to  the  hospital  only  when  seriousl}' 
ill  or  injured.  Today,  to  be  hospitalized  is  proper 
medical  practice  for  scores  of  health  conditions 
which  once  could  not  be  treated  at  all  and  for  others 
that  were  treated  in  the  home  at  great  hazard.  It  has 
been  well  said  that  people  now  go  to  the  hospital 
to  live — not  to  die,  as  they  once  did.  No  one  can 
argue  that  proper  increase  in  use  of  hospital  facili- 
ties should  l>e  discouraged.  Needed  hospitalization 
contributes  to  better  individual  health  and  to  higher 
health  standards  for  all. 

It  is  unfortunately  true — and  a reflection  on  the 
medical  profession — that  some  cases  admitted  to 
hospitals  do  not  need  to  be  admitted.  But  criticism 
is  easy,  and  the  situation  is  far  from  simple.  Health 
care  is  in  a process  of  transition;  what  constitutes 
proper  hospitalization,  how  the  health  of  a patient 
can  best  be  served,  how  best  to  raise  public  health 
standards — professional  concepts  in  these  matters  are 
undergoing  changes.  The  need  in  each  individual 
case  is  a subject  for  scientific  determination.  The 
patient  suspected  by  his  physician  of  having  hepa- 
titis may  seem  to  a lay  person  quite  well  enough  to 
remain  in  bed  at  home;  on  the  other  hand,  few  phy- 
sicians would  want  to  risk  the  serious  consequences 
of  this  illness  through  failure  to  make  use  of  the 
firmly  controlled  conditions  the  hospital  provides. 

It  is  a duty  of  all  engaged  in  health  work  today 
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to  take  st-ong,  positive  measures  to  step  any  misuse 
there  is.  Blue  Cross  is  helping  in  this  effort.  Also, 
the  Richmond  Blue  Shield  Plan  is  developing  an 
optional  endorsement  to  provide  coverage  of  diag- 
nostic studies  for  ambulatory  patients.  One  purpose 
of  this  coverage  is  to  eliminate  the  incentive  for 
unnecessary  admission  as  an  inpatient  just  so  the 
subscriber  may  have  his  Blue  Cross-Blue  Shield 
P'otection.  Besides  eliminating  the  incentive  for 
unnecessary  inpatient  hospitalization,  previsions  for 
diagnostic  studies  of  ambulatory  cases  will  widen 
the  scope  of  prepayment  budgeting  for  the  commu- 
nity. More  health  care  can  be  budgeted  for.  and 
there  will  be  better  health  as  a result. 

But  Blue  Cress-Blue  Shield  cannot  do  the  job 
alone.  There  must  be  activity  on  the  part  of  respon- 
silffe  physicians,  and  acceptance  by  them  of  the  key 
role  physicians  must  play  as  the  group  professionally 
prepared  to  police  effective  controls  over  utilization. 
Hospital  leaders,  whose  concern  is  a matter  of  record, 
must  cooperate  with  physicians  in  devising  and 
maintaining  practical  methods  of  control  over  admis- 
sions and  length  of  stay.  The  insistence  of  the 
general  public  that  utilization  be  safeguarded  should 


be  a spur  to  effort  on  the  part  of  other  interested 
groups.  Blue  Cross-Blue  Shield,  with  their  direct 
and  primary  responsibilities  to  the  people,  are  anxious 
to  participate  fully  with  others  to  make  certain  that 
hospitalization  prepayment  covers  all  necessar)-  use 
but  no  unnecessary-  use  of  hospitals. 

Whatever  misuse  of  hospitals  exists  is  an  in- 
jurious cross  current  in  the  gathering  stream  of 
better  health  for  everyone,  and  its  force  must  be 
broken.  But  the  public  must  not  be  misled  by  a 
subordinate  fault  from  understanding  the  primary- 
nature  of  modern  health  care.  The  central  truth  to 
be  recognized  is  that  health  services  are  being  uti- 
lized more  because  they  now  have  more  to  offer  and 
because  doctors  and  the  public  together  are  develop- 
ing a health  standard  that  properly  includes  the  use 
of  these  services. 
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Polio  Vaccination  During  Pregnancy 


Polio  vaccination  during  pregnancy  is  important 
because  it  serves  two  purposes:  combating  the  “ex- 
traordinary- susceptibility'’  of  pregnant  women  to  the 
disease,  and  prolonging  their  infants’  passive  immu- 
nity. 

These  were  the  conclusions  of  five  University-  of 
Minnesota  researchers  who  studied  138  pregnant 
women.  Their  study  is  reported  in  the  September 
6 Journal  of  the  .American  Medical  Asscciation. 

More  than  65  per  cent  of  the  women  were  found 
to  be  incompletely-  protected  against  the  disease.  After 
receiving  two  Salk  vaccine  shots  during  pregnancy, 
the  proportion  dropped  to  18  per  cent. 

Before  receiving  the  shots,  33.1  per  cent  shewed 
immunity  to  all  three  polio  viruses;  58.6  per  cent 
to  one  or  two  types,  and  8.3  per  cent  to  none.  After 
the  shots  82  per  cent  were  immune  to  all  three 
types. 

The  study  also  indicated  that  vaccination  during 
I)regnancy  lengthened  immunity-  in  newborn  infants. 


Newborn  infants  are  resistant  to  certain  diseases  as 
a result  of  receiving  antibodies  (agents  which  fight 
disease  in  the  body)  from  a mother  who  has  been 
immunized  by  natural  infection  or  previous  vaccina- 
tion. The  duration  of  immunity-  depends  on  the 
amount  of  antibody  present.  The  higher  the  anti- 
body level  the  longer  the  immunity-  lasts.  By  vac- 
cinating the  mother,  her  own  antibody  level — and  her 
infant’s — is  raised. 

The  study  showed  that  the  infants  eliminated  about 
half  of  the  polio  antibodies  received  at  birth  within 
five  weeks.  Ihe  length  of  immunity-  resulting  from 
the  remaining  antibodies  depended  on  the  original 
antibody  level.  Some  infants  still  showed  some  im- 
munity at  nine  and  12  months  of  age. 

The  authors  are  Dr.  IMauricio  Martins  da  Silva, 
Dr.  Ronald  A.  Prem,  Eugene  A.  Johnson,  Ph.D., 
Dr.  John  L.  McKelvey,  and  Dr.  Jerome  T.  Sy  verton 
of  the  University-  of  Minnesota  Medical  School,  Min- 
neapolis. 
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SPECIAL  REPORT  ON  ACTIONS  OF  THE  HOUSE 
OF  DELEGATES  OF  THE  AMA 

DR.  W.  LINWOOD  BALL,  Richmond,  has  been  appointed  to  the  Board  of  Trustees 
of  the  American  Medical  Association  to  fill  the  vacancy  caused  by  the  recent  death  of 
Dr.  Warren  Furey  of  Chicago.  Dr.  Ball  is  also  Vice-President  of  AMA. 

RESPONDING  TO  A CALL  FOR  ACTION  in  meeting  the  health  care  needs  of  the 
aged,  the  House  of  Delegates  adopted  the  following  proposal  submitted  by  the  Coun- 
cil on  Medical  Service  and  endorsed  by  the  Board  of  Trustees: 

"For  persons  over  65  years  of  age  with  reduced  incomes  and  very  modest  resources, 
it  is  necessary  immediately  to  develop  further  the  voluntary  health  insurance  or  pre- 
payment plans  in  a way  that  would  be  acceptable  both  to  the  recipients  and  the  med- 
ical profession.  The  medical  profession  must  continue  to  assert  its  leadership  and 
responsibility  for  assuring  adequate  medical  care  for  this  group  of  our  citizens. 

"Therefore,  the  Council  on  Medical  Service  recommends  to  the  House  of  Delegates 
the  adoption  of  the  following  proposal:  That  the  American  Medical  Association,  the 
constituent  and  component  medical  societies,  as  well  as  physicians  everywhere,  expe- 
dite the  development  of  an  effective  voluntary  health  insurance  or  prepayment  pro- 
gram for  the  group  over  65  with  modest  resources  or  low  family  income;  that  phy- 
sicians agree  to  accept  a level  of  compensation  for  medical  services  rendered  to  this 
group  which  will  permit  the  development  of  such  insurance  and  prepayment  plans 
at  a reduced  premium  rate.” 

THE  REPORT  OF  THE  COMMISSION  ON  MEDICAL  CARE  PLANS,  long  await- 
ed by  physicians  over  the  country,  was  discussed  long  and  thoroughly  during  a refer- 
ence committee  hearing.  The  House,  however,  decided  to  defer  action  until  the  June, 
1959,  meeting.  The  following  statement  was  adopted: 

"We  respectfully  suggest  to  the  constituent  associations  reviewing  the  report  in  the 
interim,  that  their  attitude  regarding  the  report  will  be  clarified  if  they  arrive  at  some 
decisions  in  regard  to  the  following  basic  points: 


”1.  Free  Choice  of  Fhysicians — Acknowledging  the  importance  of  free  choice  of 
physician,  is  this  concept  to  be  considered  a fundamental  principle,  incontrovertible, 
unalterable  and  essential  to  good  medical  care  without  qualification? 

”2.  Closed  Panel  Systems — ^What  is  or  will  be  your  attitude  regarding  physician  par- 
ticipation in  those  systems  of  medical  care  which  restrict  free  choice  of  physician? 

"These  suggestions  acknowledge  that  the  policy  of  the  American  Medical  Association 
to  encourage  and  support  the  highest  quality  of  medical  care  for  all  patients  remains 
unchanged.  They  question,  however,  whether  attitudes  toward  the  free  choice  of 
physician  and  the  closed  panel  system  may  be  undergoing  evolutionary  change.” 

OSTEOPATHY  received  its  share  of  attention  and  considerable  study  was  given  a res- 
olution which  would  have  asserted  the  right  of  constituent  medical  associations  to  estab- 
lish the  relationship  of  the  medical  profession  to  the  osteopathic  profession  within  their 
respective  states.  The  House,  however,  decided  that  the  resolution  did  not  offer  the 
appropriate  solution  to  the  problem.  The  Judicial  Council  was  requested  to  review 
past  pronouncements  of  the  House  on  osteopathy  and  the  status  of  the  laws  of  the  va- 
rious states  in  this  regard.  The  Council  was  requested  to  present  its  report  and  recom- 
mendations at  the  June,  1959,  meeting. 

THE  DEVELOPMENT  OF  ADDITIONAL  FACILITIES  for  basic  medical  educa- 
tion was  urged  by  the  House  in  approving  a statement  by  the  Council  on  Medical  Edu- 
cation and  Hospitals.  It  was  pointed  out  that  "American  medicine  fully  recognizes 
the  needs  being  brought  about  by  the  increasing  population,  social  and  economic  trends, 
and  the  changing  dimensions  of  medical  knowledge  and  its  application.” 

THE  BOARD  OF  TRUSTEES  was  requested  to  arrange  a top-level  conference  with 
voluntary  health  agencies.  United  Funds  and  other  parties  interested  in  the  raising  of 
funds  for  health  causes,  with  a view  toward  resolving  misinterpretations  and  other  dif- 
ficulties. 


Si-  si-  Si- 

STATEMENTS  for  1959  membership  dues  in  The  Medical  Society  of  Virginia  have 
been  mailed.  Statements  for  AMA  dues  will  be  mailed  about  March  1. 


Public  Health 
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Handling  Poisoning  Emergencies 

Public  health  personnel  and  the  medical  pro- 
fession as  a whole  have  become  more  conscious  of 
the  need  for  efficient  handling  of  poisoning  emer- 
gencies and  have  taken  steps  to  educate  the  public 
along  these  lines.  About  a year  ago  the  Committee 
on  Toxicology  of  the  American  Medical  Association 
published  an  excellent  report  on  how  the  general 
public  should  handle  a poisoning  emergency.^  It 
is  fortunate  that  a large  number  of  these  emergencies 
involve  relatively  small  amounts  of  comparatively 
harmless  materials.  It  sometimes  happens  that  a 
potenti'illy  toxic  substance  is  ingested  and  prompt 
medical  care  is  needed.  This  care  is  frequently  given 
in  the  emergency  rooms  of  a hospital  and,  in  order 
to  render  this  service  efficiently,  a Cleveland  (Ohio) 
hospital  made  all  the  necessary  material  for  treating 
poisoning  emergencies  easily  available  to  the  emer- 
gency room  staff. ^ 

A movable  locked  cart  was  designed  to  contain 
all  of  the  agents  needed  in  treatments.  A table  lists 
all  the  drugs,  apparatus  and  books  that  are  kept  in 
the  cart.  The  books  are  up-to-date  reference  text 
books  that  help  to  answer  questions  that  arise  in  a 
poisoning  situation  both  as  to  the  chemical  compo- 
sition of  household  products  and  the  therapy  needed 
to  counteract  them.  With  all  the  drugs  and  equip- 
ment at  hand  in  one  spot,  there  is  no  need  for  scurry- 
ing and  confusion  and  the  situation  can  be  handled 
with  dispatch. 

A Committee  of  the  Cleveland  Academy  of  Medi- 
cine has  recommended  that,  in  addition  to  the  fully 
equipped  poison  antidote  cart,  there  be  a protocol 
to  guide  the  house  officers  of  a hospital  in  the 
proper  handling  of  emergencies  due  to  chemical 
|)oisonings.  They  advised  that  the  patient’s  private 
physician  be  notified  as  quickly  as  po.ssible.  While 
getting  in  touch  with  him  the  patient  must  be  treated 
symptomatically  and  the  history  of  the  situation  ob- 
tained concomitantly.  It  is  necessary  to  know  the 
name  and  composition  of  the  poison,  the  amount 
ingested,  the  time  of  ingestion,  and  what  treatment, 
if  any,  has  already  been  given.  Emesis  is  to  be 
induced  if  not  more  than  four  hours  have  elapsed 
since  the  ingestion  and  if  the  poison  was  not 
an  acid,  an  alkali,  or  a volatile  hydocarbon,  and 
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if  the  patient  is  conscious.  Emesis  is  preferable  to 
gastric  lavage.  If  the  latter  is  elected  a large  stom- 
ach tube  is  recommended  for  lavage.  The  vcmitus 
or  lavage,  or  both,  and  a urine  specimen  if  it  can 
possibly  be  obtained,  are  to  be  saved  for  future 
examination.  Consultants,  their  specialties,  and  their 
phone  numbers  are  listed  on  a separate  sheet  and 
this  sheet  is  posted  on  the  antidote  cart.  The  con- 
sultants are  to  be  called  when  needed  by  the  poison 
control  officer  or,  if  he  is  not  available,  by  the  resi- 
dent. All  patients  with  questionable  cases,  especially 
those  with  salicylate  poisoning,  such  as  aspirin  or 
wintergreen,  are  to  be  admitted  to  the  hospital. 

An  expert  on  poisons.  Dr.  Walter  J.  R.  Camp, 
professor  of  pharmacology  and  toxicologj-  at  the  Uni- 
versity of  Illinois,  scolds  people  who  rely  on  their 
memory  to  identify  bottles  of  poison  in  the  house. 
He  points  out  that  legitimate  prescriptions  are  a 
common  source  of  poisoning.  Unused  medications 
are  hoarded  and  often  are  put  to  uses  never  intended 
by  the  physician.  Labels  may  be  disfigured  or  fall 
off.  All  unlabeled  containers  should  be  discarded. 
Poisonous  substances  should  be  kept  in  a locked 
cabinet.  Insecticides  should  not  be  kept  on  shelves 
with  food  stuffs.  All  drugs  should  be  kept  out  of 
reach  of  children. 

Dr.  Camp  has  seen  such  things  happen  as  a fam- 
ily wiped  out  when  sodium  fluoride  was  stored  in  a 
container  identical  to  one  containing  flour  and  was 
used  to  prepare  pancakes.  He  believes  that  personal 
education  can  be  very  effective  and  he  considers  it 
the  physician’s  duty  to  instruct  his  patients  about 
the  many  toxic  substances  in  the  home.  Community 
educational  campaigns  by  local  medical  societies, 
health  departments,  poison  control  centers,  and  civic 
groups  should  reinforce  these  activities  of  the  phy- 
sicians. 

Interest  in  the  prompt  and  efficient  treatment  of 
patients  who  have  ingested  poisons  has  Irrought  about 
the  establishment  of  seven  poison  information  centers 
in  Virginia  and  other  areas  have  e.xpressed  interest 
in  setting  up  such  centers.  The  location,  telephone 
number,  and  name  of  the  director  of  each  of  the 
already  established  poison  information  centers  is 
listed  on  the  following  page. 
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Loc.\tion 

T EI.EPHONE 

Director 

ARLINGTON 

.Arlington  General  Hospital 

JA  8-6600 

Dr.  Wm.  D.  Dolan,  Ji 

CHARLOTTESVILLE 

University  of  V'irginia  Hospital 

2-2121 

Dr.  Julia  E.  Edmunds 

CHRISTIANSBURG 

New  Altamont  Hospital 

EV  2-2941 

Dr.  J.  T.  Showalter 
Dr.  A.  M.  Showalter 

NORFOLK 

Office  of  Chief  Medical  Examiner 

427  E.  Charlotte  Street 

MA  5-1306 

Ramon  A.  Morano 

PORTSMOUTH 

EX  9-2441 

Portsmouth  Naval  Hospital 

Ext.  200,  207 

Dr.  F.  B.  Becker 

208,  613 

Commander,  USN 

RICHMOND 

Medical  College  of  Virginia  Hospital 

MI  4-9851 

Sidney  Kaye,  Ph.D. 

ROANOKE 

Roanoke  Memorial  Hospital 

5-7325 

Wm.  H.  Flanagan 
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Predicting  Juvenile  Delinquency 

Like  death  and  taxes,  studies  in  juvenile  delin- 
quency, it  seems,  are  always  with  us.  Many  of  these 
studies,  being  rather  narrow  in  their  approach  to 
the  problem,  fall  into  the  error  of  over-emphasizing 
a “single  cause”.  It  is  obvious  to  the  unprejudiced 
observer  that  there  must  be  many  factors  contribut- 
ing to  juvenile  delinquency,  several  of  which  must 
be  present  in  any  individual  case. 

A fairly  high  degree  of  relationship  has  been  re- 
ported between  delinquency  and  inadequate  hous- 
ing, broken  homes,  first  and  second  generation  Amer- 
icans, poor  companionship,  inadequate  recreational 
facilities,  educational  failures,  emotional  disturb- 
ances, and  mental  retardation.  Delinquency  has  also 
been  found  related  to,  but  perhaps  not  “caused”  by, 
body  build,  urban  living,  overcrowded  home  condi- 
tions, status  as  an  only  child  or  being  one  of  a very 
large  family,  comic  books,  and  tobacco,  drugs  and 
alcohol. 

Just  as  there  is  no  single  cause  for  delinquency,  so 
is  the  search  for  single  remedial  measures  apt  to  be 
unprofitable.  For  example,  additional  parks,  play- 
grounds, and  recreational  facilities  are  fine  for 
normal  children  and  should  be  provided  in  every 
community.  The  delinquent  child,  however,  is  apt 
to  regard  such  facilities  as  “square”  or  “sissy”  and 
will  frequent  them  only  to  commit  acts  of  vandalism 
or  to  break  up  whatever  organized  games  are  in 
progress.  While  psychotherapy  may  be  of  help  to 
the  delinquent  whose  pattern  of  behavior  has  de- 
veloped on  a neurotic  basis,  many  delinquents  fall- 
ing in  the  class  of  character  disorders  remain  highly 
resistant  to  this  form  of  treatment. 

One  recent  study  suggests  that  the  lower  class 
attitude  toward  time  is  so  different  as  to  make  com- 
munication with  these  individuals  difficult.  It  was 
found  that  middle  class  time  orientation  is  generally 
toward  the  future  with  plans  being  constantly  made 
toward  preparation  for  an  uncertain  old  age.  In 
these  families  a child  is  taught  that  he  must  get  an 
education  in  order  to  get  a job,  must  hold  a job  in 

Mill,  Cyril  R.,  Ph.D.,  Psychological  Services  Director, 
Department  Mental  Hygiene  and  Hospitals,  Richmond, 
Virginia. 

Approved  for  publication  by  Commissioner,  Department 
Mental  Hygiene  and  Hospitals. 


order  to  buy  a home  and  support  a family  and  buy 
insurance,  must  preferably  get  work  with  a good 
retirement  plan  as  part  of  the  company  policy,  so 
that  anxiety  around  providing  for  the  future  directs 
much  of  life’s  activities.  The  situation  is  quite  dif- 
ferent in  the  upper  classes  where  the  orientation  is 
toward  the  past,  a protection  of  the  prestige  and 
status  which  the  family  has  long  enjoyed.  Among 
this  group  of  persons  the  future  is  and  always  has 
been  assured;  the  ruling  dictum  is  to  conduct  one’s 
affairs  in  such  a way  that  one  never  need  worry 
about  “what  would  grandfather  think”? 

In  contrast  to  these  it  w'as  found  that  the  lower 
classes  of  our  society  preferring  not  to  think  about 
the  anguish,  cold,  and  hunger  of  the  past  and  living 
always  in  a situation  where  the  future  is  uncertain 
and  unpredictable,  live  entirely  in  the  present.  WTen 
money  is  available  it  is  all  spent  on  food  or  fuel 
until  one  is  stuffed  and  overheated;  existence  is  from 
day  to  day  and  next  week  is  hardly  to  be  thought  of, 
next  year  not  at  all.  It  is  possibly  for  this  reason 
that  the  question  so  frequently  asked  of  deprived  and 
delinquent  children,  “what  do  you  want  to  be  when 
you  grow  up?”  is  met  with  a blank  and  uncom- 
prehending stare  as  if  one  were  talking  nonsense. 

It  is  generally  agreed  that  in  delinquency,  as  in 
other  social  and  physical  ills,  early  detection  is  ad- 
visable both  for  prevention  and  treatment.  Is  there 
any  way  that  a delinquent  can  be  spotted  before  he 
actually  commits  acts  of  violence  or  establishes  a 
pattern  of  living  which  is  resistant  to  change?  Sug- 
gestion that  prediction  in  this  area  is  possible  is 
provided  in  the  study  of  Slieldon  and  Eleanor  Glueck. 
In  this  study  500  delinquent  children  were  carefully 
matched  with  500  non-delinquents  who  came  from 
the  same  socio-economic  strata,  from  similar  home 
backgrounds,  and  with  equal  intelligence  levels.  As 
many  factors  as  possible  were  controlled,  the  only 
difference  between  the  two  groups  of  children  being 
that  one  had  been  in  frequent  encounters  with  the 
law  while  the  other  group  had  not.  The  groups  were 
then  compared  on  many  social,  psychological,  and 
psychiatric  criteria,  and  were  found  to  differ  sig- 
nificantly in  several  ways. 

1.  The  delinquent  boys  were  largely  deprived  of 
affection  bv  their  fathers.  While  as  a rule 
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they  held  warm  feelings  towards  their  mothers 
they  found  the  father  a brutal,  sadistic,  or 
inadequate  person  with  whom  they  could  not 
identify.  It  was  also  true  that  the  delinquent 
children  were  largely  rejected  by  their  brothers 
and  sisters  with  indifferent  or  hostile  attitudes 
being  prevalent.  In  discipline  the  delinquents' 
mothers  were  inconsistent  and  the  fathers  were 
inclined  to  be  overstrict.  Spankings  and  whip- 
pings were  the  usual  methods  used  to  cope 
with  the  misbehavior  of  the  youngsters. 

2.  One  of  the  most  striking  findings  was  that 
school  misbehavior  occurred  in  the  delinquent 
group  persistently  and  often  seriously,  at  an 
earlier  age  than  for  the  non-delinquent.  This 
means  before  puberty.  Truancy  usually  began 
before  the  age  of  ten.  Teachers  characterized 
the  delinquent  children  as  unreliable,  inat- 
tentive, careless,  lazy,  untruthful,  dishonest, 
tardy,  attention  seeking  and  disorderly.  They 
were  found  to  cheat  and  smoke  and  write  ob- 
scene notes.  They  were  bullies  and  cowards 
and  often  destroyed  school  materials.  They 
usually  wanted  to  quit  school  immediately  and 
their  vocational  ambitions  were  usually  child- 
ish, having  to  do  with  adventurous  occupations 
or  with  work  which  required  little  training 
instead  of  trades  and  intellectual  pursuits. 

3.  After  school  hours  the  delinquents  on  the 
whole  sought  cut  the  more  hazardous  and  ad- 
venturous jobs  in  which  they  were  lacking 
protection  from  vicious  street  influences.  They 
would  sell  papers  rather  than  work  as  a store 
helper,  for  instance.  thirst  for  excitement 
was  shown  in  excessive  attendance  at  movies 
and  showing  a preference  for  playing  in  vacant 
lots,  railroad  yards,  pool  rooms,  and  the  like. 
They  showed  active  distaste  for  using  play- 
grounds or  staying  at  home.  While  they  tended 
to  join  gangs  they  were  usually  delinquent 
children  long  before  they  were  gang  members. 
The  gang  activities  only  gave  them  greater 
scope.  They  preferred  youth  older  than  them- 
selves as  companions  and  used  these  older 
boys  as  their  “ego  ideal”,  as  a substitute  for 
the  fathers  who  were  unsympathetic  or  un- 
suitable as  a model.  They  formed  an  early 
interest  in  the  opposite  sex  and  had  sexual 
experience  at  an  earlier  age  than  the  non- 
delinquents. This  was  possibly  due  to  the 
lack  of  sup)ervision  rather  than  any  constitu- 
tional difference. 


4.  The  delinquents  were  far  superior  to  the  non- 
delinquents in  their  bcdily  measurements.  They 
have  a slower  physical  development,  reaching 
puberty  in  the  13th  to  14th  year.  In  general 
they  had  an  athletic  build  with  a more  har- 
monious and  less  disproportionate  physique 
than  the  control  group.  There  was  no  differ- 
ence in  the  two  groups  in  their  health  stand- 
ing; the  physical  condition  of  both  groups  was 
good.  It  was  found  that  the  delinquents  were 
reported  to  have  been  enuretic  and  extremely 
restless -as  small  children. 

5.  In  abstract  thinking  and  generalizing  the  non- 
delinquents were  stronger  than  the  delinquents 
who  preferred  concrete  tasks  and  objective 
materials  with  which  to  work.  The  delin- 
quents' method  of  approaching  a task  was 
unmethodical,  erratic,  and  they  often  seemed 
unrealistic  thinkers,  lacking  in  common  sense. 

6.  ^^'hen  faced  with  a problem  or  a conflict  the 
delinquents  tended  to  resolve  it  by  acting  it 
cut  or  giving  overt  expression  to  it  in  feeling 
or  action.  As  a group  they  generally  refused 
to  take  responsibility  for  their  behavior,  letting 
the  pressure  of  feelings  work  itself  off  in  direct 
action.  They  were  little  concerned  with  wheth- 
er that  behavior  was  criminalistic  or  otherwise. 

7.  Personality  attributes  included  the  finding  that 
the  delinquent  children  revealed  in  excessive 
amounts  such  traits  as  defiance  of  authority, 
resentfulness,  hostility,  suspiciousness  and  de- 
structiveness. They  were  not  inhibited  by 
anxiety. 

8.  In  the  families  there  was  evident  a greater 
incidence  of  emotional  disturbance,  mental 
retardation,  alcoholism,  and  criminalism.  To 
the  extent  that  the  parents  communicated  the 
standards,  ideals,  and  behaviour  patterns  of 
their  own  rearing  to  their  sons,  the  social 
heritage  of  the  delinquents  was  distinctly  poor- 
er than  that  of  the  non-delinquents.  It  is 
within  the  family  emotional  climate  that  the 
most  deep-rooted  and  persistent  character  and 
personality  traits  of  the  growing  child  are 
developed.  Here  again  the  delinquents  come  off 
much  worse  than  the  other  boys. 

Three  experimental  schools  in  New  York  City 
are  presently  undertaking  a project  to  check  on  the 
delinquency  scales  resulting  from  the  Glueck  study. 
It  will  be  several  years  before  their  findings  are 
generally  available.  In  the  meantime,  one  can  use 
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the  following  quick  guide  as  a rule  of  thumb.  It 
is  very  probable  that  a child  will  develop  a delin- 
quent career  if  at  the  age  of  six  or  seven  he 

1.  Is  a Lone  Wolf 

2.  Does  not  enjoy  competitive  games 

3.  Truants  frequently 

4.  Seeks  older  companions 

5.  Probably  is  a reading  problem — shows  distaste 
for  all  school  work  except  handicrafts 

6.  Is  impulsive,  possibly  steals  repeatedly 

7.  Shows  only  vague  feelings  toward  mother; 
possibly  fearful  of  father 

8.  Is  always  in  the  middle  of  excitement  like 
fires,  fights,  accidents,  or  rough  and  dangerous 
play. 

Active  attention  given  to  these  children  and  their 
families  at  this  early  age  can  provide  an  effective 
program  of  prevention.  Community  services  might 
be  marshalled  to  see  that  they  receive  adequate  med- 
ical care,  and  social  services  to  guide  the  adults 
into  employment,  if  necessary,  and  assist  in  other 


family  problems.  Psychological  examinations  can 
assist  the  schools  in  placing  the  children  in  the  best 
educational  environment.  Counselling  for  the  par- 
ents may  correct  ill-advised  child-care  practices. 

In  one  instance  known  to  the  writer,  a single  con- 
ference between  the  child’s  teacher  and  mother  re- 
sulted in  marked  change  for  the  better.  The  mother 
had  not  noticed  the  effect  which  her  working  and 
being  away  from  home  during  the  afternoon  and 
evening  was  having  upon  her  seven-year  old  boy. 
When  the  problems  were  pointed  out  to  her,  she 
stopped  work,  had  cookies  and  milk  ready  after 
school,  and  sometimes  she  and  the  boy  went  to  the 
factory  in  the  later  afternoon  to  ride  home  with  the 
father.  In  three  months  the  boy’s  truancy  and  steal- 
ing had  stopped  and  his  grades  and  attitude  in 
school  improved. 

In  effect,  what  this  mother  did  was  to  knit-up  the 
ravelling  threads  of  her  family.  Early  detection  and 
appropriate  measures  directed  toward  increased  fam- 
ily solidarity  can  have  a similar  effect  in  many  other 
cases  of  incipient  juvenile  delinquency. 


Help  Prevent  Clots 


Keeping  a patient  “walking”  during  surgery  may 
prevent  the  formation  of  death-dealing  blood  clots, 
two  Canadian  surgeons  have  suggested.  When  move- 
ment in  leg  muscles  is  reduced — as  during  surgery — 
the  blood  pools  in  the  legs  and  conditions  are  set 
for  the  formation  of  blood  clots.  By  keeping  the 
patient  “walking”  through  the  electrical  stimulation 
of  the  leg  calf  muscles,  this  pooling  is  reduced.  The 
stimulation  causes  the  muscles  to  contract  as  they 
do  in  walking  and  to  act  as  a pump,  forcing  the 
blood  back  to  the  heart.  When  clots  form,  parts  of 
them  may  break  off  and  move  through  the  vessels, 
eventually  blocking  the  artery  between  the  heart  and 
lungs.  This  condition,  known  as  pulmonary  em- 
bolism, frequently  causes  death.  Pulmonary  em- 
bolism is  now  the  commonest  single  cause  of  death 
following  major  surgical  procedures,  Drs.  John  and 
Angus  D.  McLachlin  said  in  the  October  .'^.rchives 
of  Surgery,  published  by  the  American  Medical 
-Association. 

They  believe  that  blood  pooling  (venous  stasis) 


in  the  legs  is  the  prime  factor  in  pulmonary  em- 
bolism, although  it  has  not  been  definitely  proved. 
Prevention  of  pooling  would  lessen  the  possibility 
of  clot  formation. 

The  doctors  have  used  skin  electrodes  similar  to 
those  used  in  the  study  of  the  heart’s  electrical  ac- 
tivity. The  electrodes  are  placed  on  the  legs  and  the 
closed  electrical  circuit  produces  regular  contrac- 
tions of  the  calf  muscles  during  the  operation  and 
until  the  patient  is  conscious  enough  to  move  about. 

“There  seems  no  doubt  that  blood  can  be  kept 
moving  in  the  legs  in  this  physiological  manner.” 

Since  the  role  of  venous  stasis  in  pulmonary  em- 
bolism is  not  definitely  proved,  “Only  time  and  an 
adequate  number  of  cases  will  let  us  determine 
whether  keeping  the  ‘peripheral  venous  heart’  active 
during  operative  procedures  will  lessen  the  frequency 
of  pulmonary  embolism.” 

The  authors  are  members  of  the  department  of 
surgery  at  the  University  of  Western  Ontario  Faculty 
of  Aledicine,  London,  Ont. 
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The  Medical  Society  of  Virginia 


Our  New  Headquarters  Building 


A Brief  Case  History 

For  a good  many  years  The  Medical  Society  of 
Virginia  conducted  its  executive  affairs  in  one  or 
two  rooms  at  the  Richmond  Academy  of  Medicine 
located  at  1200  East  Clay  Street  here  in  Richmond. 

In  1946,  the  Saciet\-  expanded  its  work  with  the 
employment  of  the  late  Mr.  Henry  S.  Johnson  as 
Director  of  Public  Relations.  The  need  for  more 
adequate  working  sp.ace  for  its  executives  was  soon 
apparent.  In  1951,  a building  was  purchased  at 
1105  West  Franklin  Street,  and  this  became  the 
Society's  official  headquarters.  This  structure,  satis- 
factory in  many  respects,  did  not  permit  full  utiliza- 
tion of  mcdern  aspects  of  medical  association  work. 


Figure  1 


Study  committee  composed  of  Dr.  Guy  \\'.  Hors- 
ley, Chairman,  Dr.  Harry  C.  Bates,  Jr.,  Dr.  Fletcher 
J.  Wright,  Jr.,  Dr.  Harold  W.  Miller  and  Dr.  Ira 
L.  Hancock,  recommended  that  a new  headquarters 
building  be  erected  by  the  Society.  This  action  was 
aj)proved  by  Council,  the  House  of  Delegates  and 
the  membership  at  its  .\nnual  Convention  in  1956. 

The  maximum  sum  of  $120,000.00  was  ajjpro- 
priated  for  purchase  of  the  land,  erection  of  the 
building  and  for  equipment.  A building  committee 
composed  of  Dr.  L.  P.  Bailey,  Dr.  L.  W.  Ball,  Dr. 
Fletcher  Wright,  Jr.,  Dr.  Guy  Horsley  and  myself 
was  appointed  by  President  James  Hagood.  The 
committee  began  its  work  on  October  31,  1956,  and 
has  functioned  throughout  the  life  of  this  under- 
taking. 


Secretary  Bob  Howard  carefully  studied  the  needs 
of  the  executive  staff  and,  in  cooperation  with  the 
architectural  firm  of  Marcellus  Wright  & Son,  the 
building  you  now  see  was  designed.  Largely  through 
the  efforts  of  Drs.  Linwood  Ball  and  Benjamin 
Rawles,  Jr.,  and  with  the  painstaking  help  of  our 
able  attorney,  Mr.  Robert  C.  Duval,  Jr.,  the  prop- 
erty was  acquired  from  the  Richmond  Foundation. 
We  are  fortunate  to  be  located  in  this  beautiful  sec- 
tion of  Richmond  in  a setting  where  tranquilizing 
drugs  should  never  be  needed. 

The  problem  of  melling  our  previously  owned 
furniture  with  the  new  and  effectively  combining  all 
into  the  motif  of  this  structure  was  accomplished 


Figure  2 


through  the  efforts  of  Dr.  Guy  Horsley  and  members 
of  the  executive  staff.  The  Building  Committee  has 
served  primarily  in  an  advisory  capacity  insofar  as 
the  actual  construction  of  the  building  is  concerned. 
Here  the  work  has  been  done  b}-  our  efficient  office 
staff  and  by  the  careful  and  conservative  planning 
and  supervision  of  the  architects. 

As  you  know,  there  are  man}-  problems  encoun- 
tered in  the  realization  of  a building  of  this  t}q)e. 
This  begins  with  the  reasons  for  a new  headquarters 
in  the  first  place,  the  needs  for  a workable  shop,  ac- 
quisition of  desirable  land  at  a reasonable  figure, 
selection  of  an  architect  and  building  contractor,  the 
purchase  of  office  equipment  and  the  selection  of 
pleasing  decorations.  I am  sure  that  these,  and  other 
problems,  could  not  have  been  effectively  solved  with- 


50 


V1RGIX1.A  Medical  Monthly 


out  a building  committee  who  have  worked  har- 
moniously and  diligently. 

To  interject  a personal  note,  I will  always  have 
the  feeling  of  what  I hope  is  pardonable  pride  that 
this  new  edifice  was  conceived  and  the  money  appro- 
priated during  the  time  that  I was  honored  to  hold 
the  office  of  president  of  the  Society. 


Figure  3 


It  has  become  almost  trite  to  say  that  Secretary 
Bob  Howard  and  his  staff  have  done  a good  jcb. 
Actually,  this  building  was  inspired  by  Bob,  a fact 
that  he  will  probably  deny.  He  and  his  co-workers 
have  followed  through  with  minute  attention  to 
every  detail.  The  result  is  thus  evident:  we  have  a 
workable  building  achieved  at  a reasonable  cost  to 
the  Society. 


Figure  4 


New  ventures  are  often  loaded  with  surprises.  The 
most  amazing  one  we  can  report  is  that  your  Build- 
ing Committee,  in  these  days  of  high  and  ever  ris- 
ing prices,  returns  the  sum  of  approximately  $4,000 
in  unused  money.  For  this  saving,  we  give  thanks 
to  our  executive  staff,  the  architects  and  contractors. 


who  have  conscientiously  worked  with  us  to  make 
this  dream  a reality. 

James  P.  Kinc,  Chairynan 
Society  Headcjuarters  Building 
Committee 


A Tour  of  the  Building. 

For  those  of  our  members  who  were  unable  to  at- 
tend the  Open  House  and  Dedication  of  the  new 
headquarters  building,  we  felt  you  would  like  a 


Figure  5 

tour  and  we  have  attempted  to  give  you  some  idea 
of  what  it  is  like  in  pictures. 

The  first  picture  shows  the  vacant  lot  when  it  was 
purchased  in  1957.  The  second  one  was  taken  in 
the  winter  after  actual  construction  had  begun  but 
was  at  a standstill  on  account  of  snow  and  freezing 


Figure  6 


weather.  The  next  picture  looked  a little  more  prom- 
ising as  the  window  frames  were  in  place. 

In  September  of  1958,  the  building  was  finally 
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completed  and  figure  4 shows  the  front  of  the  build- 
ing. Figure  5 is  the  back  yard  where  we  hcpe  to 
have  plenty  of  flowers  and  shrubbery  to  further  beau- 
tify our  surroundings. 

-As  we  enter  the  building,  on  either  side  of  the  en- 
trance door  are  two  large  walnut  plant  containers. 
These  were  given  by  the  Council  of  1957  as  a living 


Figure  7 


memorial  to  Dr.  Frank  .\.  Farmer  of  Roanoke 
(Fig.  6). 

Figure  7 shows  the  reception  area  and  secretary's 
office  where  Miss  Tobin  holds  forth.  The  other  desk 
is  for  additional  secretarial  help  that  is  needed 
from  time  to  time.  This  area  is  painted  in  beige 
with  matching  draperies  and  tile  floors.  The  furni- 
ture is  made  of  walnut  and  cherrv  and  the  occasional 


Figure  8 


chairs  are  ]>ersimmon  color.  Behind  the  background 
wall  is  the  machine  room  where  office  equipment, 
mailing  supplies,  etc.,  are  kept,  and  on  the  right  is 
a room  for  filing  cabinets,  supplies,  etc.  To  the  left 
of  this  area  is  a small  room  (Fig.  8)  where  com- 
mittee meetings,  etc.,  may  be  held.  In  this  room,  we 


were  able  to  utilize  some  of  cur  old  furniture  in  red 
and  yellow. 

Down  the  corridor  is  Mr.  Howard’s  office  (Fig.  9). 
The  walls  are  light  green  with  matching  carpet  and 
the  draperies  are  in  beige  with  brown  and  cream 
figures.  Here  again,  we  used  some  of  the  old  furni- 
ture, having  it  refinished  so  it  locks  like  new.  The 
occasional  chairs  are  green  and  Mr.  Howard’s  office 
chair  is  a bright  red. 


Figure  9 


Mr.  Smith  occupies  the  room  in  figure  10.  The 
colors  in  his  office  are  the  same  as  iSIr.  Howard’s. 
His  office  chair  is  a deeper  red  and  the  occasional 
chairs  are  also  red. 

Figure  11  shows  the  office  where  the  Virginia 
Medical  Monthly  work  is  done  by  ^liss  \A’atkins. 
The  furniture  here  is  the  same  as  that  in  the  recep- 
tion area,  walnut  and  cherry.  The  office  chair  is 
flame  colored  and  the  occasional  chairs  are  off-white. 


Figure  10 


New  that  we  have  finished  witli  tlie  offices,  let's 
go  back  to  the  reception  area  and  the  other  side  of  the 
building.  This  contains  the  furnace  and  equipment 
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room  and  the  kitchen  (Fig.  12)  This  is  quite  small 
but  large  enough  to  prepare  lunches  for  small  com- 
mittee meetings  as  it  has  a stove  and  refrigerator  and 
plenty  of  cabinet  space.  The  walls  are  in  bright 
yellow.  The  furnace  room  is  through  the  door  shown 
in  the  picture. 


Figure  11 


Figure  12 


Further  down  the  corridor  is  our  pride  and  joy — 
the  conference  room.  'Fhis  room  is  in  gray  with  tiles 
to  match.  The  draperies  are  bright,  with  orange,  yel- 
low, green,  etc.  The  conference  table  is  18  feet  long 
and  in  two  tones  of  wood.  The  chairs  around  the  table 
are  orange  and  the  smaller  chairs  in  the  background 
are  in  yellow.  This  room  will  hold  50-60  people  for 
a conference.  Already  several  organizations  are  hold- 
ing their  monthly  meetings  here. 

On  the  second  floor  of  the  building  is  the  office  of 


Figure  13 


the  Virginia  Academy  of  General  Practice.  There 
are  two  other  offices  on  this  floor  wdiich  are  not  now 
being  occupied. 

There  is  a full  sized  attic  which  is  partially  floored 
and  shelved  and  serves  as  a storage  area  for  sup- 
plies not  needed  at  all  times. 

.'\11  in  all,  it  is  a beautiful  and  most  functional 
building  and  we  hope  all  of  our  members  will  come 
to  see  it.  It  is  your  building  and  the  door  is  always 
open  to  you ! 
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Our  Ladies — God  Bless  ’em! 

The  American  Association  of  Medical  Assistants 
held  their  Second  Annual  Meeting  at  the  Palmer 
House,  Chicago,  October  30-Xovember  2,  and  from 
all  accounts  via  "The  Grape  Vine”,  juice  included, 
it  was  a complete  success.  One  of  the  highlights  was 
a tour  of  the  A.M.A.  home  office,  followed  by  a 
reception.  You  can  always  count  on  Leo  Brown, 
Miss  Carol  Towner  and  their  Association  to  go  all 
out  for  The  Ladies. 

The  Theme  of  that  afternoon's  program  dealt  with 
“.\n  Eye  to  the  Future”.  Highlighting  the  afternoon 
program  were  none  less  than  Leo  Brown,  George 
Cooley,  Oliver  Field,  Adaline  Hayden,  James  Liston, 
James  Reed,  proud  {)arent  of  A^IA’s  newest  baby, 
‘‘The  AMA  News”,  .\ustin  Smith  and  last  but  not 
least,  Carol  Towner  and  Jean  IMeyrick. 

The  morning  of  the  first  day  included  a meeting 
of  the  House  of  Delegates  and  a general  business 
session. 

That  evening  was  clima.xed  by  a Social  Hour  and 
President's  Dinner  with  Dr.  ^lorris  Fishbein’s  pres- 
entation of  “Am  I My  Doctor’s  Helper?'’ 

Saturday  morning  sessions  were  divided  into  3 
groups  covering  such  general  subjects  as  business, 
medical  and  technical  |)roblems  and  then  those  in 
attendance  could  choose  the  section  that  most  served 
their  particular  office. 

Saturday  afternoon’s  session  dealt  with  such  per- 
tinent subjects  as  “Live,  I.earn  and  Dream”  and  “Is 
the  Welcome  IHat  Out?” 

The  Grand  Finale  to  a most  successful  meeting 
was  another  cocktail  party  fcllowed  by  a banquet 
and  installation  of  the  new  officers. 

The  1959  meeting  will  be  in  Philadelphia.  As 
immediate  past  chairman  of  our  State  PR  Com- 
mittee, I wish  to  urge  all  of  us  to  support  those 
Chapters  of  Medical  Assistants  already  in  e.xistence 
and  to  assist  in  the  formation  of  new  cha]>ters 
wherever  possiljle.  Our  state  organization  is  a grow- 
ing active  group  as  shown  by  the  following  figures. 
In  1957,  the  membership  of  the  Virginia  Association 
of  Medical  Assistants  numbered  15  and  4 attended 
the  national  meeting.  In  1958.  their  membership 


had  increased  to  35  and  8 attended.  Frankly,  I 
think  their  growth  and  percentage  of  attendance 
surpasses  that  of  The  Medical  Society  of  Virginia. 
Come  on  Fellows,  don’t  let  “The  Weaker  Se.x”  out 
do  us  again. 

John  Wy.att  D.avis,  Jr. 

Nursing  Brochure 

A new  brochure  on  nursing  by  the  Virginia  State 
Board  of  Nursing  Examiners  in  cooperation  with 
the  Virginia  League  of  Nursing,  the  Virginia  Schools 
of  Nursing,  the  Virginia  Hospital  Association  and 
The  Medical  Society  of  Virginia  has  just  been  pub- 
lished and  has  been  distributed  to  those  interested 
in  nursing  improvement.  The  brochure  is  attractively 
designed  and  has  photographs  of  nurses  in  their 
various  fields  of  activity.  For  instance,  it  illustrates 
the  work  of  a practical  nurse,  the  pediatric  nurse, 
public  health  nurse,  obstetrical  nurse,  the  orthopedic 
nurse  and  the  surgical  nurse.  The  principal  space 
of  the  brochure  is  given  to  listing  all  of  the  schools 
of  nursing  in  the  State  of  Virginia.  This  is  divided 
into  schools  of  practical  nursing,  certified  tubercu- 
losis schools,  three-year  diploma  schools  of  profes- 
sional nursing,  collegiate  nursing  programs  and  jun- 
ior college  nursing  programs,  .\fter  each  school  is 
listed  its  location,  the  director  or  supervisor  of  the 
program,  whether  or  not  married  students  are  ad- 
mitted, approximate  size  of  the  student  body,  the 
vacation  allowance,  the  time  of  beginning  classes, 
the  initial  cost  of  the  student,  the  stipend  paid  the 
student,  whether  or  not  maintenance  is  furnished 
and  whether  or  not  scholarships  are  available.  A 
description  of  the  various  courses  in  practical  nurs- 
ing and  professional  nursing  are  outlined  in  detail. 

The  brochure  gives  the  educator,  nursing  director 
and  physician  a comprehensive  view  of  the  entire 
nursing  program  in  the  State  of  Virginia.  It  is  hoped 
that  this  new  brochure  will  sen'e  as  a stimulus  to 
nurse  recruitment.  Copies  of  the  brochure  can  be 
obtained  by  writing  to  the  Virginia  State  Board  of 
Nurse  Examiners,  Central  National  Bank  Building, 
Richmond.  Virginia. 

J.  P.  Lynch 
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Womans  Auxiliary 


President Mrs.  Charles  A.  Easley,  Danville 

Presid,  nt-Elect Mrs.  Walter  A.  Porter,  Hillsville 

Pice-Presidents Mrs.  George  K.  Brooks,  Richmond 

Mrs.  James  M.  Moss,  Alexandria 
Mrs.  W.  A.  Eskridge,  Parksley 


Recording  Secretary ..  Wa.  Robert  B.  Keeling,  South  Hill 

Corresponding  Secretary Mrs.  J.  J.  Neal,  Danville 

Treasurer  Mrs.  Wyndham  B.  Blanton,  Richmond 

Publication  Chairman  Mrs.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  J.  R.  St.  George,  Portsmouth 

Mrs.  Lee  S.  Liggan,  Irvington 
Mrs.  Maynard  Emlaw,  Richmond 


Mrs.  Ch.arles  Allen  Easley,  Jr. 
President,  Woman’s  Auxiliary 


Biographical  Sketch 

Eilizabeth  Fitzgerald  Easky,  the  wife  of  Dr. 
Charles  Allen  Easley,  Jr.,  a surgeon,  is  from  Dan- 
ville. She  was  born  in  Pittsylvania  County.  Her 
father  is  James  William  Eitzgerald  and  her  mother 
was  Elizabeth  Gregory,  both  of  Pittsylvania  County. 
She  is  one  of  four  children.  Elizabeth  attended  ele- 
mentary schools  in  the  County,  then  Averett  College 
for  two  years,  where  she  was  vice-president  of  the 
Student  Government.  She  then  entered  the  Medical 


College  of  Virginia  School  of  Nursing,  in  Richmond, 
graduating  there  in  1936. 

Dr.  Easley  was  born  in  Bluefield,  ^^■est  Virginia, 
where  he  attended  elementary  schools.  He  took  his 
high  school  work  at  Hargrave  Military-  Academy, 
Chatham,  Virginia,  and  received  B.S.  degree  from 
William  and  Mary  College.  Following  the  footsteps 
of  three  generations,  he  received  his  medical  degree 
from  the  IMedical  College  of  Virginia  in  1932.  Dr. 
Easley  chose  surgery  as  his  field  of  medicine  and 
Elizabeth  is  a charter  member  of  the  Auxiliary  to 
the  International  College  of  Surgeons. 

In  1937,  during  his  surgical  training.  Dr.  Charles 
Easley  and  Elizabeth  F'itzgerald  were  married.  They 
came  to  Danville  in  1940  and  have  lived  here  since, 
except  for  three  years  during  W'orld  War  II,  when 
Dr.  Easley  was  in  the  Army.  He  landed  with  the 
first  troops  in  Africa  and  went  through  Italy,  France 
and  Germany  with  the  Second  -Auxiliary  Surgical 
Group. 

Charles  and  Elizabeth  have  three  lovely,  active 
and  popular  children.  Sarah  age  20  attended  West- 
hampton  College  for  two  years,  then  following  her 
mother,  last  fall  entered  the  Medical  College  of 
Virginia  School  of  Nursing.  Margaret  age  15  attends 
High  school  in  Danville  and  Charles  III  age  12  is 
in  the  Junior  High  School.  The  Easley  family  is 
very  active  in  the  First  Baptist  Church,  where 
Elizabeth  serv-ed  as  President  of  the  W'oman’s  Mis- 
sionary Society  for  two  years. 

Her  medical  auxiliary  work  started  in  the  Wom- 
an’s -Auxiliary  to  the  Danville-Pittsylvania  -Academy 
of  Aledicine.  She  is  a past  president  and  has  served 
on  the  board  for  a number  of  years,  both  as  an  officer 
and  as  chairman  of  most  committees. 

On  the  board  of  the  Woman's  -Auxiliary  to  The 
Medical  Society  of  Ahrginia,  Mrs.  Easley  was  -Mem- 
bership Chairman  1949-50,  Chairman  Cancer  Con- 
trol 1956-57,  3rd  Ahce-president  1954-55,  1st  A^ice- 
president  1955-56  and  President-Elect  1957-58. 

Mrs.  Easley  has  many  other  associations  and  ac- 
tivities. Member  of  the  Wednesday  Club  of  Dan- 
ville, where  she  served  four  years  on  the  Board  of 
Governors  and  was  Treasurer  for  two  years.  She  is 
an  active  member  of  the  Forest  Hills  Garden  Club 
and  Benevolent  Society. 

The  Easleys’  big  white  house  on  West  Alain 
Street  is  a haven  and  meeting  place  for  man}-,  with 
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kinfolk  and  friends  from  both  sides  of  their  family 
living  in  the  County.  Its  doors  are  open  for  wed- 
dings. convalescence,  illnesses,  committee  meetings, 
social  teas  and  young  people's  activities  of  all  ages. 

Elizabeth  is  a good  example  of  the  saying;  “If 
you  want  a job  done,  ask  a busy  woman".  She  will 
do  it  eveiAtime  if  she  can. 

Richmond. 

The  November  meeting  of  the  Woman's  Auxiliary 
to  the  Richmond  .\cademy  of  Medicine  was  the  Pub- 
lic Relations  Luncheon.  This  was  one  of  our  most 
imjxtrtant  meetings  of  the  year,  with  presidents  of 
various  women's  organizations  throughout  the  city 
as  guests.  The  Public  Relations  luncheon  is  held 
each  year  to  accjuaint  these  organizations  with  the 
.\uxiliary's  program  of  service.  This  year  there  were 
4S  guest  presidents  at  the  luncheon. 

Dr.  Richard  Ackart,  Executive  Director  of  the 
Virginia  Hospital  Service  Association,  was  guest 
speaker.  Advocating  health  insurance  as  one  of  the 
best  measures  to  prevent  socialized  medicine.  Dr. 
.\ckart  discussed  insurance  plans  for  the  group. 

The  -Auxiliary  is  pardonably  proud  of  the  won- 
derful success  of  the  house  tour  in  October.  As  a 
result  of  the  work  on  the  tour  by  .Vuxiliary  members, 
we  are  presenting  S2,500  to  Sheltering  .\rms  Hos- 
pital. 

Mrs.  J.  Henry  H.wvkins 
Publicity  Chairman 

Northampton-Accomac. 

The  Auxiliary  to  the  Northampton-Accomac  Med- 
ical Society  held  its  fall  meeting  at  the  home  of  Mrs. 
H.  L.  Denoon,  Jr.,  on  November  11th.  There  were 
17  members  and  one  guest  present.  Mrs.  Raymond 
Brown,  president,  presided. 

Mrs.  Walter  Eskridge,  vice-president  of  the  State 
Auxiliary,  reported  100  per  cent  attendance  of  our 
delegates  at  the  State  meeting. 


Mrs.  Denoon  announced  the  sale  of  napkins,  show- 
ing a map  drawing  of  the  Eastern  Shore  of  Virginia, 
the  proceeds  to  be  used  for  a scholarship  in  prac- 
tical nursing  for  a girl  from  Tangier. 

-V  new  scrap  book  has  been  started  by  Mrs.  J. 
Walter  Jackson,  the  first  one  dating  back  to  the 
beginning  of  the  Auxiliary  having  been  filled. 

Mrs.  Rooker  White's  Cook  Book  was  shown  and 
to  date  over  four  hundred  copies  had  been  sold. 

The  following  officers  for  1959-1960  were  elected: 
President,  Mrs.  Raymond  K.  Brown;  vice-president 
and  president-elect  for  1960-61,  Mrs.  W.  Carey 
Henderson;  secretary,  ^Irs.  R.  W.  Wingfield;  and 
treasurer,  Mrs.  Wayne  Vleans. 

The  January  meeting  will  be  with  ^Irs.  J.  Fred 
Edmonds,  the  second  Tuesday  in  January. 

C.VTHERIXE  RE'SH  TrOWER, 

(Mrs.  E.  Holl.yn'd) 

Publicity  Chairman 

Alexandria. 

This  Auxiliary-  held  its  monthly  meeting  at  the 
home  of  ^Irs.  ^M.  Hayne  Kendrick  on  November 
IStli.  Mrs.  Walter  Brennan  served  as  co-hostess. 
The  program  was  presented  by  various  members  who 
gave  a brief  history  of  the  organization  and  develop- 
ment of  the  Woman's  .Auxiliary  and  its  correlation 
to  the  A.M.A. 

^lembers  and  their  husbands  enjoyed  the  annual 
covered  dish  supper  which  was  held  November  1st 
at  the  home  of  Dr.  and  Mrs.  F.  Preston  Titus.  Sev- 
eral months  ago,  the  .\uxiliary  sponsored  a Bridge 
Marathon  for  the  benefit  of  the  .Alexandria  Hospital 
Building  Fund.  Winners  of  each  group  were  an- 
nounced and  presented  with  silver  bowls.  They  were 
Dr.  and  Mrs.  .A.  J.  Delaney,  Dr.  and  Mrs.  L.  E. 
Mangus,  Mrs.  Colin  MacRae  and  Mrs.  H.  C.  Bush, 
and  Mr.  and  Mrs.  R.  Taylor  Cosby. 

VIrs.  L.  M.an'ges 
Publicity  Chairman 
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The  86th  Congress— Friend  or  Foe  of  Medicine? 

o NE  ASPECT  of  the  November  election  which  has  not  been  generally  discussed 
is  the  effect  the  new  Congress  will  have  on  medical  legislation.  The  heavy  Demo- 
cratic gains  in  the  North  and  West  unquestionably  will  cause  a national  swing  further 
to  the  left  with  new  legislation  aimed  at  some  degree  of  socialization  of  medicine.  The 
question  is  not  one  of  direction  but  rather  how  far  Congress  will  go. 

The  strong  support  given  to  many  of  the  successful  candidates  b}'  organized  labor 
will  insure  the  introduction  of  the  tyj^e  of  medical  legislation  which  has  proved  popular 
in  the  past  with  this  great  pressure  group.  Before  the  present  Congress  is  through  with 
us  we  may  look  back  with  nostalgia  to  those  halc}on  days  of  the  late  nineteen-fifties 
when  the  United  Mine  Workers  appeared  to  pose  the  greatest  threat  to  American 
medicine. 

In  the  final  analysis  much  will  depend  on  the  committee  appointments  and  especially 
on  those  House  members  assigned  to  the  \\'ays  and  Means  Committee  and  the  senators 
who  will  make  up  the  Finance  Committee.  These  two  committees  play  a major  role  in 
shaping  legislation.  Fortunately  both  chairmen  are  Southerners.  Congressman  Whlbur 
Mills  of  Arkansas  and  Senator  Harry  Byrd  are  the  senior  Democrats  of  their  respective 
committeees.  Just  how  much  control  they  will  be  able  to  exert  over  their  victory  flushed 
fellow  members  remains  to  be  seen  but  it  is  of  more  than  passing  interest  that  they  are 
from  the  States  of  Arkansas  and  Virginia.  It  is  ironical  that  the  two  States  that  now 
serve  as  whipping  boys  for  the  “liberals”  of  the  North  and  West  also  provide  the  chair- 
men of  the  two  most  powerful  committees  in  Congress. 

There  will  be  four  physicians  in  the  86th  Congress,  one  less  than  last  year.  Dr. 
Thomas  Alford,  a board  member  in  ophthalmology  from  Little  Rock,  Arkansas  was 
elected,  whereas  Drs.  Will  Neal  of  West  Virginia  and  A.  L.  Miller  of  Nebraska  were 
defeated.  An  interesting  aftermath  to  the  election  is  the  moving  up  of  Dr.  Thomas 
Morgan  of  Pennsylvania  to  the  chairmanship  of  the  House  Foreign  Affairs  Committee. 
Dr.  Morgan  will  become  the  first  physician  to  head  this  strong  group  in  the  136  years 
of  its  existence. 

Regardless  as  to  whether  we  approve  of  the  actions  of  the  86th  Congress  we  will  find 
much  in  it  of  interest  and  certainly  it  will  bear  watching  from  a medical  standpoint. 

H.  J.  Warthen,  M.D. 
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News  Notes . . 


New  Members. 

Since  the  list  published  in  the  December  issue  of 
the  Monthly,  the  following  new  members  have  been 
admitted  into  The  Medical  Society  of  Virginia : 
\\’illiam  Daniel  Benham,  M.D.,  Arlington 
William  Francis  Bernart,  M.D.,  Xassawadox 
John  Edward  Bryant,  Jr.,  M.D.,  Franklin 
Ira  Marshall  Cantin,  M.D.,  Norfolk 
Burr  Noland  Carter,  II,  M.D.,  Richmond 
Guido  R.  Escalante,  IM.D.,  Norfolk 
Sarah  Elizabeth  Forbes,  M.D.,  Newport  News 
Halcott  T.  Haden,  M.D.,  Kecoughtan 
Ralph  William  Hess,  M.D.,  Grundy 
Juergen  Hubert,  M.D.,  Richmond 
-Alice  Heyl  Kiessling,  M.D.,  Falls  Church 
Albert  John  Miele,  M.D.,  Norfolk 
John  Howell  Peacock,  M.D.,  Arlington 
James  Given  Snead,  AI.D.,  Roanoke 
Thomas  Peirson  Stratford,  AI.D.,  Richmond 
^^•illiam  P.  Wagner,  M.D.,  Suffolk 

Dr.  Ball  Again  Honored. 

Dr.  W.  Linwood  Ball,  Richmond,  has  been  ap- 
pointed to  the  Board  of  Trustees  of  the  American 
Medical  .Association,  filling  the  vacancy  caused  by 
the  death  of  Dr.  Warren  F'urey,  Chicago.  His  term 
of  office  is  through  the  June  1959  meeting. 

Dr.  Ball  is  currently  vice-president  of  the  .Ameri- 
can Medical  .Association. 

Virginia  Board  of  Medical  Examiners. 

.At  the  meeting  of  the  Board  held  on  June  14th,  the 
following  received  their  license  to  practice  (by  ex- 
amination) : 

Mary  Lou  Combs  .^bram,  Charlottesville 
Charles  Hubert  .Adams,  Greensboro,  N.  C. 

Douglas  Eugene  .Andrews,  Richmond 
Recep  .Ari,  \\’ashington,  D.  C. 

Ponrio  .Arias,  Colony 

Carlos  Ray  .Ayers,  Charlottesville 

James  Porter  Baker,  Boston,  Mass. 

James  McDermott  Barnes,  Richmond 

Eva  L.  Satchwell  Batman,  Richmond 

Henry  Maynard  Bellamy,  Tacoma,  Washington 

Jack  Kitchener  Bentley,  Madison  Heights 

Larry  M'illiam  Berman,  Portsmouth 

Baldo  V.  Bertocchi,  Brooklyn,  N.  Y. 

Robert  Oscar  Biern,  Charlottesville 
Harry  Bjornstad,  Newton,  Conn. 


Wilmer  Kenneth  Blaylock,  Durham,  N.  C. 

Donald  B.  Bletz,  Boston,  Mass. 

Donald  Curtis  Blose,  Richmond 

Joseph  Thomas  Bones,  Richmond 

Wayne  Douglas  Boring,  Jr.,  Iowa  City,  Iowa 

Jack  Ephraim  Botton,  Richmond 

Robert  .Alfonso  Capesiany,  Baltimore,  Md. 

Clifford  William  Caplen,  .Alexandria 
Carl  Bruce  Caplinger,  Boonton,  X.  J. 

Jane  Triplett  Carswell,  Richmond 
Melvin  Davis  Childers,  Jr.,  Roanoke 
Richard  Franklin  Clark,  Hampton 
John  William  Cline,  Winston-Salem,  X.  C. 

John  Cole,  Jr.,  Charlottesville 
Stan  Lee  Coleman,  Baltimore,  Md. 

Robert  Ellwood  Collins,  Washington,  D.  C. 

Manuel  Enriquez  Comia,  Richmond 
Enda  .Anthony  Coogan,  Suffolk 
.Alfred  Bartlett  Cramer,  III,  Richmond 
Christian  .A.  J.  Creteur,  Hartford,  Conn. 

John  .Armstrong  Cross,  Jr.,  Chapel  Hill,  X.  C. 
Donald  Snead  Daniel,  Jr.,  Baltimore,  Md. 

James  Ryland  Darden,  Jr.,  Richmond 
Jose  .Arturo  de  Lamerens,  Philadelphia,  Pa. 

Luigi  .Maria  De  Lucia,  Xew  A’ork,  X.  A’. 

John  William  Dickerson,  Iowa  City,  Iowa 
John  Herbert  Dilworth,  Richmond 
Robert  Howe  Dodd,  Galveston,  Texas 
Thomas  Edward  Donnelly,  Roanoke 
Karl-.Albert  Dresen,  .Allentown,  Pa. 

Frank  Humbert  Dudley,  Roanoke 
Robert  Eugene  Dye,  Keystone,  W.  Va. 

Porter  Burks  Echols,  Jr.,  Lynchburg 
Gardner  Tyler  Edwards,  Jr.,  Franklin 
.Arnold  Marvin  Epstein,  Xewport  Xews 
Frederick  Carlyle  Evans,  Jr.,  Richmond 
James  Lee  Ferrell,  Watertown,  Mass. 

Thomas  Larkin  Fieldson,  Miami,  Fla. 

Rolf  Hendrik  Fisscher,  Staunton 

.Albert  .Andrew  Fratrick,  Roanoke 

Bernard  William  Freund,  Jr.,  Winston-Salem,  X.  C. 

Joachim  Hans  Fritsch,  Columbus,  Ohio 

Kaspar  Fuchs,  Charlottesville 

Richard  Ludwig  Funk,  Petersburg 

Edward  Elias  Gahres,  .Arlington 

James  V^incent  Gallagher,  Springfield 

Joseph  Michael  Gardner,  Roanoke 

Roland  Gravatt  Garrett,  Jr.,  Richmond 

Harry  Gazelle,  Cleveland,  Ohio 

Ottavio  Gelmi,  Washington,  D.  C. 

Joachim  Dieter  Geratz,  Chapel  Hill,  X.  C. 

Gerald  .Alan  Gildersleeve,  Boston,  Mass. 

Kenneth  .Arnold  Gill,  Jr.,  Portsmouth 
Thomas  Robert  Glasco,  Charlottesville 
Rafael  Manuel  Gonzalez,  Long  Island  City,  X.  A'. 
.Ambler  Ray  Goodwin,  Detroit,  Mich. 

.Arthur  Gaillard  Gower,  III,  Vienna 
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Patrick  Grosvenor  Graham,  St.  Louis,  Mo. 

Patrick  Bruce  McNeil  Gray,  Philadelphia,  Pa. 
William  Easley  Hale,  Aldan,  Pa. 

Robert  Batson  Hall,  Charlottesville 
William  Joseph  Hancock,  Charlottesville 
George  Russell  Hanna,  Charlottesville 
.Andrew  Wilmer  Haraway,  Jr.,  Galveston,  Texas 
James  William  Harding,  Washington,  D.  C. 
Ferdinand  Baldwin  Harrington,  Jr.,  Atlanta,  Ga. 
Edwin  James  Harvie,  Jr.,  Kansas  City,  Mo. 

James  Chas.  Frederick  Healey,  Harding,  Mass. 
Stephen  .Alexander  Hegedus,  Perry  Point,  Md. 
Walter  Jackson  Helm,  Rochester,  Minn. 

Edmond  Reginald  Henelt,  Denver,  Colo. 

Grahame  Frederick  Henson,  Charlottesville 

Edwin  Beaumond  Hodge,  Jr.,  Winston-Salem,  N.  C. 

Harry  Franklin  Hoke,  Jr.,  Winston-Salem,  N.  C. 

Hannibal  Eldredge  Howell,  Holland 

Claude  Kavilla  Hylton,  Winchester 

James  Moir  Hylton,  Hillsville 

Charles  Leon  Jennings,  Jr.,  Norfolk 

Charles  Douglas  Johnson,  Ewing 

Demetrius  G.  Kallinteris,  Chicago,  111. 

Friedrich  K.  Kammerling,  Glen  .Allen 
.Alvin  Monnie  Kanter,  Hampton 
Farid  Karam,  Tampa,  Fla. 

Herbert  Myron  Kauffman,  Jr.,  Cleveland,  Ohio 
.Anthony  Kavas,  Brooklyn,  N.  Y. 

Donald  John  Kenneweg,  Charlottesville 
Mansho  Tolaram  Khilnani,  New  York  City 
Kuang  Shim  Kim,  Dorchester,  Mass. 

James  Peter  King,  Jr.,  Kansas  City,  Kan. 

Ronald  Bruce  Kledzik,  Charlottesville 
Ursula  Natalia  Klein,  Hanover 
Byron  Phillip  Kocen,  Richmond 
Emmanuel  Konstantinidis,  New  York  City 
Thaddeus  Lewis  Kostrubala,  Charlottesville 
.Andrew  Lee  Lawrence,  Jr.,  Macon,  Ga. 

James  Wellford  Lecky,  Seattle,  Wash. 

Harvey  Daniel  Lewis,  Jr.,  Kansas  City,  Mo. 

David  Lee  Litchfield,  Richmond 

.Austin  S.  Litvak,  Charlottesville 

.Albert  Harrison  Luck,  Danville 

Mary  G.  Del  Torto  Ludwig,  Kansas  City,  Kan. 

Paul  Edward  Ludwig,  Kansas  City,  Kan. 

Silvia  Luik,  Williamsburg 

Clabe  Webster  Lynn,  Jr.,  Petersburg 

Robt.  Archibald  A.  Mackintosh,  Petersburg 

Norman  Dallas  MacRorie,  Petersburg 

Richard  Dunn  Marks,  Jr.,  Denver,  Colo. 

Barringer  Duncan  Marshall,  Jr.,  Chapel  Hill,  N.  C. 

Rashid  A.  Massumi,  New  Haven,  Conn. 

John  Addison  Mathews,  Roanoke 
James  McKay,  Morganton,  N.  C. 

Viktorija  Mickans,  New  A'ork  City 
John  Milton  Miller,  Jr.,  Va.  Beach 
Harry  Lynn  Moore,  Jr.,  Springfield,  Ohio 
Orhan  Muren,  Richmond 
Marion  Julian  Murray,  Jr.,  Richmond 
Hideo  Oshiro,  Chicago,  111. 

David  Edward  Page,  Albuquerque,  New  Mex. 
.Antonio  Palmieri,  .Arlington 


Christos  .Andreas  Papalekas,  Evergreen  Park,  111. 

John  Joy  Payette,  Jr.,  Winchester 
William  Fennell  Peach,  Jr.,  Richmond 
William  Bryan  Pollard,  Jr.,  Charlottesville 
Irvin  Leonard  Posner,  Baltimore,  Md. 

Franz  Pschibul,  Jersey  City,  N.  J. 

Jesse  Davis  Robertson,  Richmond 
Frederick  Daniel  Robinson,  Charlottesville 
Norman  M.  Rosenbaum,  Norfolk 
Manuel  Ross,  Clifton  Forge 
Jorge  Ruiz-Rangfl,  Brooklyn,  N.  \. 

Yutaka  Sakurai,  New  A'ork  City 
Kemper  Davis  Sarratt,  Jr.,  Richmond 
■Alfred  Morton  Schulwolf,  Boston,  Mass. 

Robert  Bradley  Scott,  New  A’ork  City 
George  Pete  Scouras,  Charlottesville 
Robt.  Francis  Selden,  Jr.,  Charlottesville 
Charles  Isaac  Sheaffer,  Cleveland,  Ohio 
Don  Franklin  Shreve,  Asheville,  N.  C. 

Owen  Clay  Shull,  Richmond 
Gladstone  Edward  Smith,  Jr.,  Roanoke 
Edwin  Marvin  Sokol,  New  A’ork  City 
William  D.  Stallings,  Kansas  City,  Kan. 

David  Deaderick  Stone,  Bristol,  Tenn. 

Heinz  Jorg  Strasser,  Harlan,  Ky. 

William  Earl  Strole,  Jr.,  Boston,  Mass. 

•Arnold  Franklin  Strother,  Richmond 
Jonas  Coleman  Strouth,  Richmond 
Edward  .Armistead  Talman,  Richmond 
Richard  Dean  Tester,  Roanoke 
Kenneth  Douglas  Tuck,  Parma,  Ohio 
Rudolf  Jakob  Utzschneider,  Worcester,  Mass. 

Harmen  Van  Der  Woude,  Norfolk  i 

Rufus  Oscar  Van  Dyke,  Jr.,  Richmond 

Jose  M.  Vilallonga,  Falls  Church 

Fred  .Arps  Vinson,  Jr.,  Norfolk 

Karl  Kenneth  Wallace,  Jr.,  Sandston 

Peter  Roderick  Walsh,  Ottawa,  Ont.,  Canada 

Joseph  Paul  Wampler,  Richmond 

Chun-heng  Herbert  Wang,  Philadelphia,  Pa. 

Rose  Kuan  Wang,  A’oungstown,  Ohio 
Harry  Hudnall  Ware,  III,  Richmond 
Charles  Oscar  Watlington,  San  Francisco,  Calif. 
Stuart  Harold  Wax,  Rochester,  N.  Y. 

Jock  Rodgers  Wheeler,  Richmond 

David  Wesley  White,  Norfolk 

James  Franklin  White,  Jr.,  Baltimore,  Md. 

Isaac  Sommers  White,  Bloxom 
Wm.  Westwood  Whitehurst,  Richmond 
Vivian  Myrtle  Wilkerson,  Highland  Springs 
Edward  Croft  Wilson,  Richmond 
Thomas  Epps  Wilson,  III,  Charlottesville 
Robt.  Woodside  Woodhouse,  III,  Va.  Beach 
Benjamin  H.  Word,  Jr.,  Charlottesville 
Willis  Forrest  Wunder,  Lackland  A.F.  Base,  Fla. 

Wm.  Pharo  Wiltsee  A'oung,  Roanoke 
Alvin  Martin  Zfass,  New  A’ork  City 

The  following  were  licensed  by  endorsement  of 
credentials : 

Edward  Lee  Alexander,  Jr.,  Newport  News 
Joseph  Boyd  .Anderson,  Pittsburgh,  Pa. 
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Dewey  James  Bailey,  Jr.,  Charljttesville 

Martin  Fred  Bain,  Arlington 

William  George  Ballinger,  Tarrytown,  N. 

Lucian  Bauman,  Arlington 

Leonard  Stanley  Berman,  Falls  Church 

William  Francis  Bernart,  N'assawadox 

Albert  Joseph  Bisese,  Falls  Church 

John  Woodie  Boone,  Jr.,  Roanoke  Rapids,  N.  C. 

Anna  Jane  Albertson  Bucur,  .Arlington 

Samuel  Burtoflr,  Washington,  D.  C. 

Baxter  Hayes  Byerly,  Danville 

Robert  Evans  Campbell,  Bristol 

Burr  Xoland  Carter,  II,  Richmond 

Robert  Thomas  Cutting,  Fairfax 

Donald  Fales  Davis,  Williamsburg 

Walter  David  DeV’ault,  Jr.,  Charlottesville 

Charles  Marion  Earle)',  Jr.,  W.  Palm  Beach,  Fla. 

Richard  Harrison  Egdahl,  Richmond 

George  Jenkins  Fleury,  Jr.,  McLean 

.Mortimer  James  Folston,  Leesburg 

Bewley  Douglas  Frierson,  Williamsburg 

Edwin  Hayes  Bakala,  Richmond 

Fhomas  Griffin  Hardy,  Jr.,  Roanoke 

Ellis  Umberger  Harr,  Bristol,  Tenn. 

James  Phillip  Hartley,  Washington,  D.  C. 

Warren  Vincent  Huber,  Colony 

Francis  Joseph  Januszeski,  Richmond 

M'illiam  Stone  Jordan,  Jr.,  Charlottesville 

Elvis  Jeff  Justis,  Jr.,  Wise 

William  Dean  Keck,  Radford 

.Milton  Homer  Kibbe,  Colony 

Harry  Jay  Kicherer,  Silver  Spring,  Md. 

Dorothy  Anna  Leake,  Winchester 
Leon  R.  Levitsky,  .-Mexandria 
James  Beaton  Littlefield,  Charlottesville 
John  Francis  Lynch,  Falls  Church 
Franklin  Bowman  McKechnie,  Richmond 
John  Peter  Mandanis,  .Arlington 
.Alvin  Margolius,  Jr.,  Norfolk 
William  Watkins  Martin,  Jr.,  Richmond 
John  Patrick  McDade,  Franconia 
.Albert  John  Miele,  Norfolk 
John  Dollar  Paul,  Jr.,  Honey  Brook,  Pa. 

Edwin  Lee  Pierce,  Richmond 

Julius  Samuel  Piver,  .-Mexandria 

Douglas  Fuller  Powers,  Bristol 

Robert  Lou  Regan,  Fairfax 

Margaret  .-A.  Ribble,  Williamsburg 

Charles  Lembo  Rickerich,  .Arlington 

Melvin  Wesley  Sandmeyar,  Jr.,  Silver  Spring,  Md. 

.Marvin  Qua  Sanner,  .Alexandria 

Joseph  Bart  Sheffery,  Washington,  D.  C. 

Walton  Eugene  Stevens,  Charlottesville 
Ian  Pretyman  Stevenson,  Charlottesville 
Octavia  Reynolds  Stevenson,  Crozet 
Robert  Ellsworth  Stout,  Hampton 
Richard  Thomson  Van  Orden,  .Arlington 
Charles  M.  ^^'eber,  Rockville,  Md. 

James  Phillip  Westmoreland,  Norfolk 
Lindley  Murray  Winston,  Jr.,  .Altavista 
Doris  Jane  \^'oodward,  Leesburg 


In  the  list  of  physicians  licensed  by  the  Board  at 
the  December  1957  meeting,  the  name  of  Dr.  Julius 
L.  Schwartz,  Brooklyn,  Xew  York,  was  omitted  due 
to  a clerical  error. 

Dr.  Austin  Smith  Resigns. 

Dr.  .Austin  Smith,  editor  of  the  Journal  of  the 
.American  Medical  .Association,  has  resigned  effective 
December  15th.  He  has  served  as  editor  since  1949. 
Dr.  J.  F.  Hammond,  associate  editor,  will  take  over 
the  duties  of  editor. 

Southern  Medical  Association. 

.At  the  annual  meeting  of  the  .Association,  held 
in  New  Orleans,  November  3-6,  Dr.  Alilford  (9. 
Rouse,  Dallas,  was  installed  as  president.  He  suc- 
ceeded Dr.  W.  Kelly  West,  Oklahoma  City.  Dr. 
Edwin  Hugh  Lawson,  New  Orleans,  was  named 
president-elect. 

There  was  an  attendance  e.xceeding  6000  persons, 
with  3581  physicians.  This  was  the  largest  meeting 
in  the  history  of  the  .Association. 

Dr.  Donald  S.  Daniel,  Richmond,  is  Councilor 
of  the  .Association.  Other  A’irginia  doctors  serving 
as  section  officers  are;  Dr.  Malcolm  H.  Harris,  vice- 
chairman  of  the  Section  on  General  Practice;  Dr. 
^^'illiam  D.  Suggs,  Richmond,  secretary  of  the  Sec- 
tion on  Gynecology;  Dr.  G.  S.  Fitz-Hugh,  Char- 
lottesville, chairman  of  the  Section  on  Ophthalmologv 
and  Otolaryngology;  Dr.  McLemore  Birdsong,  Char- 
lottesville, chairman  of  the  Section  on  Pediatrics; 
Dr.  Herbert  AA'.  Park,  Richmond,  chairman  of  the 
Section  on  Physical  Medicine  and  Rehabilitation; 
and  Dr.  Guy  AA\  Horsley,  Richmond,  vice-chairman 
of  the  Section  on  Surgery. 

Mrs.  Kalford  AA’.  Howard,  Portsmouth,  was  elected 
first  vice-president  of  the  AA’ Oman’s  .Auxiliary. 

Dr.  Bohannon  Honored. 

Dr.  .Alvah  P.  Bohannon,  A’irgilina,  is  being  hon- 
ored by  his  fellow  townsmen  in  January.  He  will 
be  guest  of  honor  at  a dinner  by  the  Ruritan  Club. 
Dr.  Bohannon  has  spent  fifty-two  years  in  practice 
in  this  area  and  still  works  12  to  14  hours  a day  at 
his  practice  and  running  the  town’s  only  drug  store. 

Dr.  Sutherland  “Surprised”. 

Dr.  Tivis  Colley  Sutherland,  Haysi,  Ahrginia’s 
General  Practitioner  of  the  A’ear,  was  invited  to  the 
Haysi  High  School  gymnasium  on  November  24th 
to  hear  the  school  band  present  its  first  public  con- 
cert. He  was  surprised  with  a “This  is  Your  Life” 
program,  followed  by  a testimonial  dinner.  More 
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than  800  people  turned  out  to  pay  homage  to  “Doc 
Tiv’’  wlio  has  practiced  among  them  since  1908. 

Portrait  Presented. 

The  portrait  of  Dr.  Cullen  Titt  was  presented  to 
the  University  of  Richmond  at  Homecoming  on  No- 
vember 1st.  The  presentation  was  made  on  behalf 
of  the  alumni  and  alumnae  and  other  friends  by 
Representative  J.  Vaughan  Gary.  Dr.  Pitt  recently 
retired  as  University  physician  after  44  years  of 
service. 

Dr.  Herbert  W.  Park,  III, 

Professor  of  physician  medicine  and  rehalnlitation 
of  the  Medical  College  of  Virginia,  served  as  moder- 
ator of  a panel  on  neck  injuries  at  the  Mid-.Atlantic 
regional  meeting  of  the  International  College  of 
Surgeons  held  at  Hot  Springs  in  November. 

Other  Virginia  speakers  at  the  meeting  were  Dr. 
Charles  J.  Frankel,  Charlottesville,  and  Dr.  Francis 
H.  McGovern,  Danville. 

Dr.  Robert  E.  McAlpine 

Has  been  elected  president  of  the  Norfolk  Unit, 
American  Cancer  Society.  Dr.  William  C.  Andrews 
has  been  named  treasurer. 

Dr.  William  T.  Sanger, 

Richmond,  has  been  re-elected  to  the  executive 
committee  of  the  National  Society  for  Crippled  Chil- 
dren and  Adults.  He  will  continue  as  president 
emeritus  of  the  Society  and  as  chairman  of  the  Easter 
Seal  Research  Foundation  board  of  trustees. 

Dr.  Richard  P.  Bell,  Jr., 

Has  been  elected  President  of  the  Staunton  Ki- 
wanis  Club. 


Dr.  Philip  Jacobson, 

Petersburg,  was  guest  speaker  at  the  annual  meet- 
ing of  the  Micliigan  .Acadeni}'  of  General  Practice  in 
Detroit.  His  topic  was  The  d'htorv  and  'rhera[)y 
of  Spontaneous  Hemorrhage.  ■' 

Seaboard  Medical  Association. 

Dr.  Charles  E.  Horton,  Norfolk,  was  elected  {)res- 
ident  of  this  .Association  at  its  annual  meeting  held 
in  Elizabeth  City,  N.  C.,  the  first  of  December.  He 
succeeds  Dr.  L.  E.  Sawyer  of  Elizabeth  City.  Vice 
presidents  elected  are  Drs.  John  McCain,  Wilson, 
N.  C.,  T.  A.  Alartin,  Franklin,  E.  H.  North,  Eliza- 
beth  City,  and  Robert  L.  Payne,  Jr.,  Norfolk.  Dr. 
Clark  Rodman,  Washington,  N.  C.,  was  re-elected 
secretary-treasurer. 

Lynchburg  General  Hospital  Staff. 

Dr.  C.  S.  King  has  been  elected  chief  of  staff  of 
the  Lynchburg  General  Hos])ital.  Dr.  Joseph  Platt 
is  chief  of  surgical  services;  Dr.  Charles  Whitmore, 
chief  of  medical  services;  Dr.  F.  N.  Buck,  Jr.,  vice 
chief  of  staff;  and  Dr.  Powell  Dillard,  Jr.,  secretary. 

For  Sale. 

B3002A  G.  E.  Vertical  Fluoroscope,  with  10  M.A 
unit  and  XPT  tul^e,  t}'pe  B-2  screen,  8 years  old, 
original  owner,  regular  G.  E.  maintenance.  Sold  new 
$1,500.00.  Price  $650.00  F.O.B.  Roanoke,  Virginia. 
Write  #425,  care  the  Virginia  Medical  Monthly,  4205 
Dover  Road,  Richmond,  21.  (Adv.) 

For  Sale. 

Set  of  autopsy  instruments.  Calvarium  clamp 
never  used,  electric  saw,  assorted  knives,  scissors, 
forceps,  clamps,  etc.,  large  needles  and  other  assorted 
articles.  All  in  perfect  condition,  some  new.  Price 
$50.00.  Write  #575,  care  the  Monthly,  4205  Dover 
Road,  Richmond  21.  {Adv.) 
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Obituaries . . . . 


Dr.  Robert  Milton  Taliaferro, 

Prominent  Lynchburg  physician,  died  November 
26th  after  a long  illness.  He  was  born  in  .Amherst 
County  in  1874  and  graduated  from  the  Medical 
College  of  Virginia  in  1897.  Dr.  Taliaferro  had 
practiced  in  Lynchburg  since  1901.  He  "was  known 
for  his  charities  and  beneficences  e.xercised  especially 
through  his  professional  services."  He  was  an  ex- 
aminer for  several  insurance  companies  and  retired 
from  active  practice  in  195.k  Dr.  Taliaferro  was  a 
Mason  and  a member  of  the  Lynchburg  Rotary  Club. 
He  was  a Life  Member  of  The  Medical  Society  of 
Virginia,  having  joined  in  1898. 

Dr.  Taliaferro  is  survived  by  a daughter,  a sister, 
and  three  grandchildren. 

Dr.  Benjamin  Watkins  Rawles,  Sr., 

W ell-known  physician  of  Richmond,  died  Novem- 
ber 26th  after  an  illness  of  several  weeks.  He  was 
a native  of  Nansemond  County  and  a graduate  of  the 
Medical  College  of  Virginia  in  1897.  Dr.  Rawles 
had  practiced  in  Richmond  since  his  graduation  and 
was  in  active  practice  until  his  final  illness.  He  was 
for  many  years  professor  of  principles  of  surgery  at 
the  former  University  College  of  Medicine  and  later 
at  the  Medical  College  of  Virginia.  Dr.  Rawles  was 
a Mason,  a member  of  the  Sons  of  .\merican  Revolu- 
tion and  of  the  Scottish  Rite.  He  was  a Life  Member 
of  the  Medical  Society  of  Virginia,  having  joined  in 
1899. 

Dr.  Rawles  is  survived  by  his  wife,  four  sons  and 
a daughter.  One  son  is  Dr.  Benjamin  W.  Rawles.  Jr. 

Dr.  Lewis  Clay  Haley, 

Prominent  Henry  County  physician,  died  at  his 
home  in  .-^xton  on  November  17th  after  a long  ill- 
ness. He  was  eighty-nine  years  of  age  and  graduated 
from  the  Medical  College  of  Virginia  in  1910.  Dr. 
Haley  had  practiced  in  Henry  County  since  his 
graduation  and  until  his  retirement  because  of  ill 
health  ten  years  ago.  He  was  a member  of  The 
Medical  Society  of  Virginia. 

Mrs.  Haley  survived  Dr.  Haley  by  a week.  They 
are  sursdved  by  a son  and  three  daughters. 

Dr.  Linwood  Farley, 

Director  of  public  health  for  the  counties  of  Charles 
City,  James  City,  New  Kent  and  York,  and  the  City 
of  Williamsburg,  died  November  18th  after  an  ill- 
ness of  several  months.  He  was  fifty -eight  years  of 


age  and  a graduate  of  the  Medical  College  of  Vir- 
ginia in  1928.  Dr.  Farley  came  to  Williamsburg  in 
1947  from  .\ugusta  County.  .A.t  the  time  of  his 
death,  he  was  president  of  the  James  City-Williams- 
burg  Medical  Society.  He  had  been  a member  of 
The  Medical  Society  of  Virginia  for  twenty-eight 
\ears. 

Dr.  Farley  is  survived  by  his  wife  and  a son. 

Dr.  George  Lee  Fosque, 

Prominent  Eastern  Shore  physician,  died  at  his 
home  in  Onancock,  November  29th.  He  has  been  in 
failing  health  for  some  weeks.  Dr.  Fosque  was 
eighty-one  years  of  age  and  a graduate  of  Jefferson 
Medical  College  in  1901.  He  had  practiced  in  Onan- 
cock since  his  graduation.  Dr.  Fosque  was  an  hon- 
orary member  of  Jewel  Chapter  Royal  .\rch  Masons, 
one  of  the  two  receiving  this  honor  during  the  past 
fifty-two  years.  He  was  a Life  Member  of  The 
Medical  Society  of  Virginia. 

His  wife,  a son  and  two  grandsons  survive  him. 

Dr.  Hillman. 

On  June  28,  1958,  death  terminated  the  active 
career  of  Dr.  R.  L.  Hillman.  Our  Society  lost  a 
highly  esteemed  and  respected  member.  Washington 
County  lest  a valuable  citizen  and  a greatly  loved 
and  able  physician. 

To  us,  his  colleagues,  who  knew  him  intimately 
and  were  associated  with  him  in  the  practice  of  his 
art,  rigid  formal  resolutions  would  fail  to  express 
our  sense  of  loss — to  us  personally,  to  our  profession, 
and  to  our  community. 

The  active  career  of  R.  L.  Hillman  has  ceased, 
yet  his  ability  in  the  field  of  general  medicine,  his 
high  ideals  of  practice,  his  unselfish  ser\-ice  to  his 
fellow  man  which  continued  in  spite  of  grave  illness, 
the  prognosis  of  which  he  knew  clearly,  should  serve 
as  a stimulus  to  those  who  follow  in  his  footsteps  and 
add  still  more  worth  to  his  active  career. 

^^’hile  these  words  are  as  inadequate  tribute  to  the 
life  of  serA’ice  lived  by  Dr.  R.  L.  Hillman,  neverthe- 
less we  desire  a copy  recorded  in  the  minutes  of  the 
\\'ashington  County  Medical  Society  and  a copy 
mailed  to  the  family  of  our  deceased  colleague. 

H.arry  M.  H.ayter,  M.D. 

P.  S.  Smith,  M.D. 

Resolution  Committee 
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smooth 
muscle 
spasm . . . 


• controls 

stress 

• relieves 

distress 


Pro-Banthlne"  with  Dartal’ 


Pro-Banthme — 

unexcelled  for  relief  of  cholinergic  spasm— 
has  been  combined  with 

Darta!— 

new,  well-tolerated  agent  for  stabilizing  emotions— 
to  provide  you  with 

Pro-Banthine  with  Dartal— 

for  more  specific  control  of  functional  gastrointestinal 
disorders,  especially  those  aggravated  by  emotional 
tension. 


Specific  Clinical  Applications:  Functional  gastroin- 
testinal disturbances,  pylorospasm,  peptic  ulcer,  gas- 
tritis, spastic  colon  (irritable  bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  containing  15  mg. 
of  Pro-Banthlne  (brand  of  propantheline  bromide) 
and  5 mg.  of  Dartal  (brand  of  thiopropazate  dihydro- 
chloride). G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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RIVERSIDE  CONVALESCENT  HOME 


Sophia  & Fauquier  Sts. 


Fredericksburg,  Virginia 


For  convalescent,  aged, 
chronically  ill,  and  retired 
persons.  Provides  healthful 
rest,  excellent  nursing  care 
in  cheerful,  comfortable  sur- 
roundings. Air-conditioned, 
fire-safe  building.  Accom- 
modations for  eighty-four. 
Medical  Supervision.  Inspec- 
tion Invited.  Write,  or  tele- 
phone Essex  3-3434. 

Rates: 

$40.00  to  $75.00  per  week 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

Announces  to  the  Profession 
its 

THIRTY-SECOND  ANNUAL  SPRING  CONGRESS 

in 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

April  6 through  April  11,  1959 


GUEST  SPEAKERS 


Joseph  P.  Atkins,  M.U Philadelphia,  Pa. 

Walter  S.  Atkinson,  M.D Watertown,  N.Y. 

Kenneth  D.  Bailey,  M.D._., Fairmont,  W.  Va. 

Rear  Admiral  Bruce  E.  Bradley 

Washington,  D.C. 

F.  Willson  Daily,  M.D Roanoke,  Va. 

Windsor  S.  Davies,  M.D ...Detroit,  Mich. 

Jeff  Davis,  M.D New  York,  N.Y. 

P'rancis  P.  Furgiuele,  M.D Philadelphia,  Pa. 

Irwin  A.  Ginsberg,  M.D Buffalo,  New  York 

Bayard  T.  Horton,  M.D Rochester,  Minn. 


Wendell  L.  Hughes,  M.D Hempstead,  N.Y. 

John  H.  King,  M.D Washington,  D.C. 

T.  Keith  Lyle,  M.D London,  England 

George  T.  Nager,  M.D Baltimore,  Md. 

Robin  M.  Rankow,  M.D New  York,  N.Y. 

Kenneth  L.  Roper,  M.D Chicago,  111. 

A.  D.  Ruedemann,  M.D Detroit,  Mich. 

Russell  A.  Sage,  M.D Indianapolis,  Ind. 

Jules  G.  Waltner,  M.D New  York,  N.Y. 

Edgar  N.  Weaver,  M.D Roanoke,  Va. 


Walter  L.  Winkenwerder,  M.D. —Baltimore,  Md. 


For  further  information  write: 


Superintendent,  P.  O.  Box  1789 


Roanoke,  Virginia 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


iMedicine: 

Manfred  Call,  III,  M.D. 

AI.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

WvNDHAM  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Sfotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  AI.D. 

Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  Al.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  Al.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Wii.liams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

•Miss  Etheleen  Dalton 

Director: 

Charles  C.  Hough 


ST.  LUKE’S  HOSPITAL 


McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE.  M.D. 
MARGARET  NOLTING.  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 
JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER.  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE.  M.D. 


General  Surgery 

WEBSTER  P.  BARNES.  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  HI,  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 
Urology 

AUSTIN  I.  DODSON,  M.D. 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  I.  DODSON,  JR.,  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN,  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 
Roentgenology 

JESSE  N.  CLORE,  JR..  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 


Anesthesiology 
HETH  OWEN,  JR.,  M.D. 
WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer;  RICHARD  J.  JONES,  BS.,  C.P.A. 

Free  Parking  for  Patrons 
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RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  ANTD  THROAT  HOSPITAL 

(COMBINED) 


RICHMOND,  VIRGINIA 


address:  JLLIA  WAGNER  WATERS, 


A new  non-profit  Community  Hospital 
specially  constructed  for  the  treatment  of 
Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 
ing Laryngeal  Surgery,  Bronchoscopy  and 
Plastic  Surgery  of  the  Nose. 

Professional  care  offered  a limited  num- 
ber of  charity  patients. 


R.N.,  Administrator  408  North  12th  Street 


ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Austin  1.  Dodson,  M.D. 

Urology 

Austin  I.  Dodso.n,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

Ja.\ies  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 


Douglas  G.  Chap.man,  M.D. 

Internal  Medicine 

El.\ier  S.  Robertson,  M.D. 

Internal  Medicine 

T.  E.  Stanley,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 
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If  Tf  ' ¥ If  Established  1916 

Hppalacuian  ^all  • AsheviHe,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  clasification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


MEDICINE  IN  VIRGINIA 

17th,  18th  and  19th  Centuries 

Reduced  Price  to  Members  of 
The  Medical  Society  ct  Virginia 

3 Volumes  for  $5.75 

Order  Through 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 
P.  0.  Box  5085  Richmond  20,  Va. 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  at  the  Richmond 
Hotel,  Richmond,  Virginia,  June  17,  1959.  The 
examinations  will  be  held  in  the  Gray’s  Armory, 
June  18-20,  inclusive.  All  applications  and  other 
documents  pertaining  to  the  examinations  or 
to  matters  to  be  discussed  by  the  Board  must  be 
on  file  in  the  Secretary’s  office  on  or  before  May 
27,  1959.  The  Secretary  of  the  Board  is  Dr.  K. 
D.  Graves,  631  First  Street,  S.  W.,  Roanoke, 
Virginia. 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyrighf  1955  H.N.  Alford,  Atlanta,  Ga. 
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'Understanding  Care"  • 


Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


AGED  • CHRONICALLY  ILL  • INVALIDS  • CONVALESCENTS 


Health 

Approved 


Each  Guest  Under  Care  of  His  Own  Doctor. 


Inspection 
Invited 


Bernard  Maslon,  Adm.  Terrace  Hill  Nursing  Home 

INC. 

= • Kidde  ATMO  F ire  Detection  System  Equipped*  ' 


24  hours  daily  care  in  a specifically  built 
52  Bed  Nursing  Home.  Registered,  grad- 
uate nurse,  and  Res.  M.C.V.  Extern  super- 
vision. Trained  Dietitian  and  orderly. 


Private  and  Semi-Private  Rooms  with 
baths.  Rates  from  *55  to  *75  weekly 
for  Bed,  Board  and  General  Nursing. 
9 minutes  from  any  Local  Hospital. 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters 
Dr.  George  S.  Fultz,  Jr. 


Dr.  James  Asa  Shield 
Dr.  Amelia  G.  Wood 


Dr.  Weir  M.  Tucker 
Dr.  Robert  K.  Williams 
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Third  Ddead*  (f  Nurvllf 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 


SAINT  ALBANS 


PRIVATE  PSYCHIATRIC  HOSPITAL 
RADFORD,  VIRGINIA 


Daniel  D.  Chiles,  M.D. 
Clinical  Director 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Artie  L.  Sturgeon,  Ph.D. 

Don  Phillips,  Administrator 


STAFF 

James  P.  King,  M.D.,  Director 
James  K.  Morrow,  M.D. 

Clara  K.  Dickinson,  M.D. 


AFFILIATED 

Bluefield  Mental  Health  Center 

525  Bland  St.,  Bluefield.  W.  Va. 
David  M.  Wayne,  M.D. 


William  D.  Keck,  M.D. 

J.  William  Giesen,  M.D. 
Internist  (Consultant) 

CLINICS 

Beckley  Mental  Health  Center 

207 McCreery  St. 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 
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V^estbrook^  Sandfdrium 

RICHMOND  - ■ ■ Csta.b/isM.I^ll  • ^jvtRdlNtA 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Staff  '’AUL  V.  ANDERSON,  M.D.,  President 

REX  BLANKINSHIP,  M.D,,  Medical  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
Medical  Director 

THOMAS  F.  COATES,  M.D.,  Associate 
JAMES  K.  HALL,  JR.,  M.D.,  Associate 

CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 
Psychologist 


R.  H.  CRYTZER,  Administrator 


Brochure  of  Literature  and  Views  Sent  On  Reqiiest  - P.  0.  Box  1514  - Phone  EL  9-5701 


^Ury 


for  your  complete  insurance  needs  . . . 


1 PROFESSIONAL 
PERSONAL 
☆ PROPERTY 


CHOICE  OF  THE  MEDICAL 
SOCIETY  OF  VIRGINIA 
FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR 
COMMUNITY  AS  CLOSE  AS  YOUR  PHONE 


Virginia  Head  Office 
721  American  Building 
Richmond  4,  Virginia 
Phone  Ml  3-0340 


HOME  OFFICE:  111  WEST  FIFTH  ST.,  ST.  PAUL,  MINN. 
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ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


LEOERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River.  New  York 


CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


“No  patient  failed  to  improve.”* 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
. far  excelled  . . . results  with  the  many 
measures  usually  advocated.”! 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 


pHisoHex 

■ nonalkaline  n 

antibacterial  lIll'-fLi.-L 

detergent—  vlillflUvlOp  laboratories 

nonirritating,  \N  T Nev*  York  18,  N.  Y. 

hypoallergenic. 

Contains  3% 
hexachlorophene. 
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lor  the  patient  who  does  not  require  steroids 


r PABALATE® 

},eciprocally  acting  nonster- 
cd  antirheumatics  . . . more 
* tective  than  salicylate  alone. 

: I each  enteric-coated  tablet: 


or  for  the  patient 
who  should  avoid  sodium 

PABALATE® •Sodium  Free 

Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 


(PABALATE  WITH  HYDROCORTISONE) 

Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 


hdium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

lidium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

■corbie  acid 50.0  mg. 


In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


>ABALATE 


PABALATE-HC 


or  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
. H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


each  coated  tablet  contains:  Phenaphen 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2V^  gr.)  . 162.0  mg. 
Phenobarbital  {V*  gr.)  ....  16.2  mg, 

Hyoscyamine  Sulfate  . . • . 0.031  mg. 

plus 

Prophenpyrldamine  Maleate  . • 12.5  mg. 
Phenylephrine  Hydrochloride  • 10.0  mg. 

V > 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 

mmm 


Available  on  prescription  only 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  MI  3-1881 

WILLIAMS  PRINTING  CO. 

11-13 15  North  Fourteenth  Street  RICHMOND,  VIRGINIA 
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Today  she  would  prefer 

TRICHOTINE® 

for  her  most  personal  cleansing 


HER  concepts 
of 

cleansing 

have 

changed... 


THE  FESLER  COMPANY,  INC.  • 375  FairReld  Ave.,  Stamford,  Conn. 


in 

^^ubUc*^elaticn4» 

Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the  - 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward  our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

John  Marshall  William  Byrd 
King  Carter  Richnond 

Richmond  Hotels  Incorporated 
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Of  special 
significance 
to  the 
physician 
is  the  symbol 


When  he  sees  it  engraved 
on  a Tablet  ot  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidallv 
standardized,  and  therefore  of 
unvarying  activity  and  quality. 


When  the  physician  rites  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical  samples  sent  to  physicians  on  request 

Davies,  Rose  &.  Company,  Limited 
Boston  18,  Mass. 

0-7 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDASE'i 

JTREPIOKINASE-StRfPIOOORNASf  IECE»I.E  S 


*Reg.  U.  S.  Pat.  Off. 


lEOERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMID  COMPANY. 
Pearl  River.  New  York 
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TABLETS 


YOUR  concepts 

cleansing  have 
changed... 


Detergents  are  the  modern,  efficient  way  of 
cleansing.  They  provide  greater  surface  activity 
and  assure  effective  penetration. 

Trichotine  is  the  modern  detergent  vaginal 
douche.  Unlike  vinegar  or  low  pH  douches, 

Trichotine  cuts  through  viscid  leukorrheal  dis- 
charge and  allows  complete  penetration  of  its 
healing  and  soothing  ingredients.  Trichotine  is 
bactericidal  and  promotes  epithelization.  It 
offers  quick  relief  from  pruritus,  and  its  re- 
freshing, soothing  action  is  reassuring  even  to 
your  most  fastidious  patients. 

in  vaginitis — vulvovaginitis  — cervicitis — pruritus  vulvae — 
postcoital  and  postmenstrual  hygienic  irrigation 

TRICHOTmE 


write  for  samples  and  literature  to  THE  FESLER  COMPANY,  INC.  • 375  Fairfield  Ave.,  Stamford,  Conn. 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  fo  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.00 

(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 
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II  KIBIIL 
FEW 


On  the  conti'ary,  the  problem  here  in  Kabul  is 
not  enough  food ! 

Fighting  hunger  in  places  like  Kabul  is  just 
one  task  of  the  UN’s  19  Specialized  agencies 
and  international  organizations.  Elsewhere, 
UN  teams  combat  floods,  wage  war  against 
disease,  fight  illiteracy. 

In  these  practical  ways,  the  UN  brings  new 
hope  and  happiness  into  the  lives  of  peoples 
less  fortunate  than  we  are — at  the  same  time 
cuts  down  the  discontent  that  could  easily 
erupt  into  another  war. 

Your  good  will,  understanding  and  support 
are  the  best  guarantees  of  UN  success.  For  the 
free  pamphlet,  “The  UN  in  Action,”  address: 
United  States  Committee  for  the  United  Na- 
tions, Box  1958,  Washington  13,  D.  C. 


UNITED  STATES  COMNIITTEE  FOR  THE  UNITED  NATIONS,  BOX  1958,  WASHINGTON  13,  D.C. 
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Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bij, 

protective  quantities  of 
potassium,  in  a palatable  and 
p"  readily  assimilated  form. 

Debilitadng 
gastroint^tinai 

— « -f-ri  -Postoperatlvely 


Jhfant  diarrhea 

%)■  V 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy. 

VALENTINE  Company,  Inc. 

RICHMOND  2\  VIRGINIA 
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• TABLETS 


In  potentially- 
serious 
infections . . . 


V . ■ f' 

;V*  . - 


new 


J^analba 


mycint  Phosphate  plus  ALBAmycin**) 

l^our 
broad-spectrum 
intibiotic 
fist  resQ 


ffective  against  more 
ban  30  common  pathogens, 
tven  including 
esistant  staphylococci. 


I,  bottles  of  16  and  100 
:|ila  eeatains; 

ita  tUtMuycline  ptm~|iha>a 
iivatant:^  tatracyefina  hydro- 

_ -2S0  mg, 

S nOYB&iOcin  aodiuml . . lasany^ 

LPanal^^^Ht  FlavorarBWanutes^  60  cc. 
Wa  botfl^^^B  sufficient  water  is  added  to 
Mf  th^iot^^HMh  teai^MMut  ^ cc.)  con- 

iftniycin  (tatracyetine)  agHTwlant  to  tetra- 

no  hydroohloiifte  125 

imycin  (.ai  novobiocin  calcium) . .62.5  tng. 
■ im  me^tOiosphate  10Q_mg. 

Capsules.  Usual  adult  dosage  is  1 or 
3 or  4 times  a day. 

KM  Granules 

.^tiaatment  of  moderately  acute  infec- 
M infants  and  children,  the  recom- 
lad  tfatage  is  1 teaspoonful  per  15  to 
I.  af  body  weight  per  day,  administered 
a><t  to  4 equal  doses;  Severe  or  prolonged 
jllMtens  require  higher  doses.  Dosage  for 
is  2 to  4 teaspoonfttls  3 or  4 times  daily, 
^PMIng  on  the  type  and  severity  of  the  in- 


Investigator 

after  investigator  report 


PLACEBO 


ryoryrui  A7inc 


RCTINOPATHY 


MONTHS 


BLOOD 

PRESSURE 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
"Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients."  "All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  . . if  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 

Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  166:137, 
Jan.  11, 1958. 

"Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure."  ‘The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
<4)  effectiveness  with -simple  'rule  of  thumb’  oral  dosage  schedules." 


28  2 4 

■^'^WEEKS^ 


fPOO  mg./day) 


(750  mg.fdoy) 


In  "Chlorothiazide ; A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  6: 1,  Septemter^n 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


as  simple  as  2^-3 


INITIATK  THERAPY  WITH  'DIURIL*.  'oiuRiL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


3 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

'DIURIL*  is  a trade-mark  ot  Merck  & Co.,  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DIURIL' 


every  I 


antibiotic 


• • • 


need 


ACHROMYCIN 


* 


ACHROMYCIN  Tetracycline 


the  most 


widely  used 
useful . . . 
antibiotic 


ACHROMYCIN  V Tetracycline  with  Citric  Acid  Lederle 


ACHROMYCIN  V:  Capsules  • Pediatric  Drops  * Syrup 

ACHROMYCIN:  Capsules  • Ear  Solution  0.5%  * Intramuscular  • Intravenous  • Nasal  Suspension  with  Hydrocortisone  and  Phenylpherine 
Ointment  3%  • Ointment  3%  with  Hydrocortisone  2%  • Ophthalmic  Oil  Suspension  1%  • Ophthalmic  Ointment  1%  • Ophthalmic  Ointment 
1%  with  Hydrocortisone  1.5%  • Ophthalmic  Powder  (Sterilized)  • Oral  Suspension  • Pediatric  Drops  • PHARYNGETS®  TROCHES 
Soluble  Tablets  • SPERSOIDS®  Dispersible  Powder  • Surgical  Powder  (Sterilized)  ■ Syrup  • Tablets  • Topical  Spray  ■ Troches 
♦Reg.  U.  S.  Pat.  Off. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Winthrop  Laboratories 

I 

introduces 


I completely  new  major  chemical  contribution  to  therapeutics 


0 


unrelated  chemically  to  any 
other  drug  in  current  use 


desist  wd  to  he  eqiudl} ' effective  a,*>  both 

a MUSCLE  RELAX  ANT 
n TRAXQLILIZER 


the  first  tnie  -TRAXoi  ! LAXA.vr 

offering:  new  freedom  for  your  patients ...  from  muscle  spasm, 
from  tension  and  an.riety,  from  side  effects 


:t;  tran-qui-lax-ant  (tran'kwi-lak'sar 
[ < L.  tranquillus.  quiet;  L.  laxare, ' 
loosen,  as  the  muscles!  > 1 


EXCEEDS  OLDER  DRUGS  UP  TO  4 TIMES  IN  PERCENTAGE  OF  CLINICAL  EFFICACY  (Uchtma 

The  results  of  clinical  studies  of  over  4000  patients  by  105  physicians  demonstrate  that  TRANCOPAL  often  is  effective  \wh(l 
other  drugs  have  failed.  From  these  studies  it  is  clear  that  TRANCOPAL  probably  can  provide  more  help  for  a greater  number  I 
tense,  spastic,  and/or  emotionally  upset  patients  than  any  other  chemotherapeutic  agent  in  current  use. 


Total  No.  Patients  1431 


686 

300 

167 

125 

158 

EXCELLENT 

GOOD 

FAIR 

POOR 

EXCELLENT 

GOOD 

FAIR 

POOR 

EXCELLENT 

GOOD 

FAIR 

POOR 

EXCELLENT 

GOOD 

FAIR 

POOR 

EXCELLENT 

GOOD 

FAIR 

POOR 

TRANCOPAL 

IN  MUSCULOSKELETAL 
DISORDERS 


1.  U-? 


''Pj 

^ vO 

N.  ^ ^ 
»0  ro'  <N 

/V  ** 

<N|  IT)  O- 


Condition  Treated 


Condition  Treated 


Total  No.  Patients  686 


1 

|RAi\COP AL  . . . th«'  first  true  "trai;  juilaxaii'” 

loth  a muscle  relaxant  and  a calmative  agent. 

^ musculoskeletal  disorders,  91  per  cent  effective. 

1 anxiety  and  tension  states,  93  per  cent  effective. 

^ower  incidence  of  side  effects  than  with  zoxazolamine, 
'lethocarbamol  or  meprobamate. 

^lo  known  contraindications.  Blood  pressure,  pulse 
: ate,  respiration  and  digestive  processes  unaffected 
y therapeutic  dosage.  No  effects  on  hematopoietic 
ystem  or  liver  and  kidney  function. 

ow  toxicity.  In  animals,  even  less  toxic  than  aspirin. 

I lo  gastric  irritation.  Can  be  taken  before  meals. 

lo  clouding  of  consciousness,  no  euphoria  or 
ijlepression. 

! Jo  perceptible  soporific  effect,  even  in  high  dosage. 


EXCELLENT 

44% 


GOOD 

41% 


POOR 

9% 


POOR 

10%/ 


EXCELLENT 

42% 


GOOD 

38% 


POOR 

12% 


CLINICAL  RESULTS  IN  4092  PATIENTS 


MUSCULOSKELETAL  CONDITIONS 
2929  Patients 


EXCELLENT 

43% 


TOTAL  4092  Patients 

MAJOR  IMPROVEMENT 

84% 


GOOD 

41% 


PSYCHOGENIC  CONDITIONS 
1163  Patients 


‘‘Cooperative  Study,  Deportment  of  Medical  Research,  Winthrop  Laboratories. 


Compare  Trancopal  with  3 widely 
used  central  relaxants 

FOR  ACTIVITY 


Considering  the  usual  human  dose,  Trancopal,  the 
first  true  "tranquilaxant,”  is  four  to  ten  times  as 
potent  per  milligram. 


FOR  SAFETY 


Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe,  or  up 
to  thirteen  times  less  toxic.  The  measure  of  safety 
was  the  LDso  in  mice/ usual  human  dose. 


TRANCOPAL  thoroughly  I 

evaluated  clinically  I 

“In  the  treatment  of  conditions  associated  with  skeletal  muscle  | 
spasm  there  was  a high  percentage  of  satisfactory  results 
(excellent,  good  or  fair)  in  310  patients  (94% ) out  of  331  treated. 
...  In  120  patients  with  simple  anxiety  or  tension  states  results 
were  satisfactory  in  114  (95%).  Dosage  of  chlormethazanone 
in  all  cases  was  100  mg.  t.i.d.  As  well  as  relieving  the  anxiety 
or  tension  state,  chlormethazanone  also  allowed  these  patients 
to  resume  their  usual  occupations.” 

(Lichtman) 

“The  effect  of  this  preparation  in  these  cases  [skeletal  muscle 
spasm]  was  excellent  and  prompt . . .” 

Trancopal  “. . . was  effective  in  relieving  the  symptoms  of 
anxiety  . . . [with  a]  profile  of  pharmacologic  actions 
similar  to  meprobamate . . .” 

(Muilin  and  Epifano) 


FOR  CLINICAL  EFFECTIVENESS 


“We  have  just  started  using  it  [Trancopal]  for  relaxing  spastic 
musculature  and  are  very  much  encouraged.” 

(Baker) 


A clinical  comparison  in  low  back  pain,  torticollis, 
bursitis  and  anxiety  states  showed  that  Trancopal 
is  up  to  four  times  as  effective.  Each  of  40  pa- 
tients received  all  four  drugs  in  random  rotation 
for  several  days.  While  each  of  the  four  drugs 
gave  some  relief,  only  the  one  providing  the  most 
effective  relief  was  recorded. 


INDICATIONS 


Musculoskeletal 
Low  back  pain 
(lumbago) 

Neck  pain 
(torticollis) 

Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Disc  syndrome 
Fibrositis 
Joint  disorders 
(ankle  sprain, 
tennis  elbow,  etc.) 
Myositis 
Postoperative 
myalgias 


Psychogenic 
Anxiety  and 
tension  states 
Dysmenorrhea 
Premenstrual 
tension 
Asthma 
Emphysema 
Angina 

Neurologic 
Muscle  spasm  in 
paralysis  agitans, 
multiple  sclerosis, 
hemiplegia, 
poliomyelitis 


the  first  true  ^TRANQUILAXANT” 


Dosage:  One  Caplet  (100  mg.)  orally  three  or  four  times  daily.  Relief 
of  symptoms  occurs  in  fifteen  to  thirty  minutes  and  lasts  from  four  to  six 
hours. 

Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 


Laboratories  . New  York  18,  N.  Y. 


• Baker,  A.  B. : Modern  Med.  26:140,  April  15,  1958.  • Cohen,  A.  I.:  In  preparation.  • Cooperat 
Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  • Gesler,  R.  M.,  and  Coulston,  '^ 
Toxicol.  A Appl.  Pharmacol.  To  be  published.  * Gesler,  R.  M.,  and  Surrey,  A.  R.:  J.  Pharmacol.  & 
Therap.  122:24A,  Jan.,  1958.  • Gesler,  R.  M.,  and  Surrey,  A.  R.:  J.  Pharmacol.  & Exper.  Ther. 
122:517,  April,  1958.  • Lichtman,  A.  L.  : Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958.  • MuM 
W.  G.,  and  Epifano,  Leonard:  To  be  published.  * Surrey,  A.  R.;  Webb,  W.  G.,  and  Gesler,  R.  I 
J.  Am.  Chem.  Soc.  80:3469,  July  S.  1958. 


Printed  in  U.  S.  A.  11-58  (392 
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re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NOW  SAYING  ABOUT  ATARAX* 


(brand  of  hydroxyzine) 


fN  GERIATRICS 
■'ability  to  decide  correctly 
has  increased,  while  the 
illogical  response  to  arucbty 
has  diminished,"* 


IN  WORKING  ADULTS 

“especially  well  sutted  for 
ambulatory  patients  who  must 
work,  drive  a car,  or  operate 
machinery."* 


PEDIATRICS 

“AiARAX  appeared  to  reduce 
aruietyand  restlessness, 
improve  sleep  patterns  and 
make  the  child  more  amenable 
to  the  development  of  new 
patterns  of  tghav^ 


IN  GENERAL 
ATARAX  is  “effective  in 
controlling  tension  and 
anxiety  — Its  safety  makes 
it  an  excellent  drug  for 
out-patient  use  in  office 
practice,"* 


• 

• 

< 

• 

• 
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• 
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• 

• 

• . 

* 

* 
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♦ 
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INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials.. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  Nevi^  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m6d.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


;it;ir>!1X 


New  York  17,  N.  Y. 
Division,  Chas.  Pfizer  & C^o.,  Inc. 
Science  for  the  World’s  Well-Being 


Voi..  86,  January,  1959 


79 


calm's  tension  ainB  cbntrofs  6.  k.  traumi 


Meprobamate  with  PATHILON®  Ledeii 
AN  AM  ID  COMPANY,  PEARL  RIVER.  NEE 


All  this  for 
one  monthly  fee 

Enjoy  the  most  modern  x-ray  facilities  . . . 
avoid  obsolescence  losses 

No  surprise  "extras"  — covers  periodic  in- 
spection, maintenance,  replacement  tubes, 
parts 

/ Freedom  to  add  or  replace  equipment  as 
improvements  appear 

G.E.  pays  for  insurance  . . . assumes  prob- 
lem of  collectint;  for  equipment  damage 

V G.E.  pays  local  property  taxes 


without  capital  outlay 

the  difference  is 

Mis  a (R) 

ax*service 


rental 


Here’s  the  perfect  answer  for  a cost-saving 
x-ray  installation,  easy  to  keep  abreast  of  im- 
portant new  developments.  G-E  Maxiservice 
ties  up  of  your  capital  . . . eliminates 

trade-in  losses  — progress  determines  your 
time  for  exchange,  not  finances.  In  effect,  you 
contract  for  utiVily,  convenience,  flexibility 
and  service,  not  for  just  equipment. 

For  complete  details,  contact  your  G.E. 
X-Ray  representative  listed  below, 

"Bvgrtss  Is  Our  Most  Important  "hodod- 

GENERAL^  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

BALTIMORE 

3012  Greenmount  Ave.  • HOpkins  7-5340 
NORFOLK 

218  Flatiron  Bldg.  • MAdison  5-0561 
RICHMOND 

3425  W.  Leigh  St.  • ELgin  9-5059 


ROANOKE 

115  Albemarle  St.,  S.E.  • Diamond  3-6209 

WASHINGTON,  D.  C. 

806  15th  St.,  N.W.  • STerling  3-2546 

RESIDENT  REPRESENTATIVE 

LYNCHBURG 

M.  C.  TAYLOR.  2455  Rivermont  Ave.  • Phone  2-6776 


\ iRGixiA  Medical  Monthly 


to  prevent 
the  sequelae 
of  u.r.i. ... 
and  relieve  the 
symptom  compl 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


Sinusitis,  otitis,  tonsillitis,  adenitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 
infection.<i>  To  protect  and  relieve  the  "cold” 
patient...  ACHROCIDIN. 


Usual  dosage;  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
HCl  (125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.);  salicylamide 
(150  mg.);  chlorothen  citrate  (25  mg.).  Also  as  SYRUP,  caffeine-free. 

(1)  Estimate  based  on  epidemiologic  study  by  Van  Volkenburgh, 

V.  A.,  and  Frost,  W.  H.:  Am.  J.  Hygiene  71:122,  Jan.  1933. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  SPONTIN® 

{Ristocetin,  Abbott) 


In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study^  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections-. And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis"*. 


Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— all  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report^  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  success- 
fully treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported®, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a shortspaceof  time.  Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  r\  0 0 

with  a serious  infection.  VJUJuOxL 


to 1066 


STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Spontin  In  Treating  Severe  Respiratory  Infections 
—“In  13  of  20  patients  the  results  were  excellent, 
with  clinical  response  being  evident  within  one  to 
four  days  after  institution  of  therapy.  In  three  addi- 
tional patients,  there  was  some  degree  of  improve- 
ment in  pneumonic  processes  superimposed  on 
tuberculosis  in  two  cases  and  on  pulmonary  neo- 
plasm in  one.  In  all  other  cases,  serious  antecedent 
pathology  undoubtedly  influenced  the  negative  or 
equivocal  response  to  ristocetin  therapy.®” 

Spontin  In  Treating  Staphylococcal  Infections— After 
successfully  treating  28  patients,  the  authors  wrote, 
“Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
and  bacteriostatic,  particularly  for  the  Staphylo- 
coccus aureus,  which  is  often  resistant  to  many 
other  antibiotics.®” 

Spontin  In  Treating  Seven  Difficult  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
mitigating  or  preventing  infection  in  seven  selected 
difficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
chemotherapy  with  other  antibiotics.'^” 

Spontin  Blood  Levels  In  Children  — “Ristocetin  was 
administered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
serum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.*” 


Spontin  In  Treating  Staphylococcal  Pneumonia 

—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  16  patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.®” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  1 1 adults  and  six  children  who  received 
adequate  therapy. i®” 

t.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  ah.  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  ah.  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  ah.  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  ah.  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  ah.  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B.,  Ristocetin  in  Children  and  Adults,  In  Press, 
Antibiotics  Annual.  1958-59. 
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diagnosis:  hypertension,  moderate  to  severe 


prescribed: 

(Rauwolfia  Serpentina  and  Protoveratrines  A & B Combined) 


i 


liaowolfia  Serpentine’s  gradual  tranquilizing  and  pro- 
longed hypotensive  effect  combines  with  foster-acting, 
more  potent  Protoverotrine  for  effective  therapy  with  a 
minimum  of  risk.  Each  of  the  agents  appears  to  poten- 
tiate the  other's  hypotensive  activity  and  produce  ben- 
eficial vasodilitation,  without  ganglionic  or  adrenergic 
blockade  . . . without  direct  smooth  muscle  depression 
and  without  deranging  those  mechanisms  which  control 
blood  distribution  and  which  normally  prevent  postural 
hypotension. 

Relief  of  symptoms  is  produced  rapidly,  blood  pressure 
is  lowered  and  tranquility  ensues  . . . with  a minimum 
of  side  effects. 


supplied)  in  bottles  of  100  and  1000  tablets,  each  containing  50  mg.  Rauwolfia 
Serpentina  and  0.2  mg.  Protoveratrines  A and  B (the  chemically 
standardized  alkaloid  of  Veratrum  Alba),  or  on  prescription  at 
leading  pharmacies 


VALE)  the  vale  chemical  company,  INC. 


Pharmaceuticals 


allentown,  pa. 

‘Trade  Mark 
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I prompt,  aggressive 
antibiotic  action 
■ a reliable  defense  against 
monilial  complications 


both  are  often  needed  when 
bacterial  infection  occurs 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world’s  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 


Capsules  (250  mg./2$0,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg.lI25fi00  u.),  bottles  of  16  and  100. 
Suspension  (121  mg./ 121,000  u.  per  5 cc.)  60  (c.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  €C.  dropper  hottUs, 


'sVHTCm*^*  AMO  *HTeetTATlM'9  ARC  CQUlSt  TAACCMARM 
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ViRciNi.A  Medic.’U,  Monthly 


Aluscop 

CAPSULES  " 

ANTICHOLINERGIC  • ANTISECRETORY  • ANTI-ENZYME  • ANTACID 


Aluscop  capsules,  a unique  preparation 
equally  as  effective  as  the  liquid  form,  pro- 
vide rapid  and  prolonged  relief  of  pain,  dis- 
comfort and  dysfunction  in  the  management 
of  peptic  ulcer,  hyperacidity,  gastro-intestinal 
spasm  or  hyperirritability. 

Aluscop  TREATS  THE  ENTIRE 
DYSPEPTIC  SYNDROME 

• Methscopolamine  nitrate— the 

most  potent  antisecretory  agent— 35  times 
that  of  atropinesulfate, inhibits  gastricacid 
secretion  and  acts  as  a "medical  splint" 
through  its  visceral  antispasmodic  action. 

• Dihydroxy  aluminum  aminoac- 
etateand  magnesium  hydroxide 

—two  of  the  most  effective  antacids— exert 
dual  action  without  constipating  effect. 

• Sodium  lauryl  sulfate— apepsinin- 
activator— minimizes  pepsin  erosion  and 
further  destruction  of  tissue  to  hasten 
healing  of  lesions. 

Composition:  1 tablespoonful  (15  cc.)  of  suspen- 
sion or  2 capsules  contain:  methscopolamine  nitrate 
2.5  mg.,  dihydroxy  aluminum  aminoacetate  900  mg., 
magnesium  hydroxide  75  mg.,  and  sodium  lauryl 
sulfate  40  mg. 

Dosage:  1 tablespoonful  or  2 capsules  after  each 
meal  and  at  bedtime,  as  required. 

Supplied:  Bottles  of  100  capsules  and  12  oz,  of 
suspension. 


Lloyd,  Dabney  & Westerfield,  Inc. 

Cincinnati,  Ohio 

Fine  Pharmaceuticals  Since  1894 
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9pecidlizin0  in  L|Our  patients 


HOSPITAL,  MEDICAL  and  SURGICAL 


insurance  problenris  makes  the  local 


AMERICAN  HEALTH  agent 

a x/alued  "docfot's  aid" 


Your  local  AMERICAN  HEALTH  agent  is  a 
specialist ...  a career  man  in  his  chosen  field. 
He  earns  a position  of  friendship  and  trust 
with  efficient  service  and  prompt  handling  of 
claims.  He  understands  the  problems  of  the 
medical  profession. 

AMERICAN 

HEALTH 

INSURANCE  CORPORATION 

300  St.  Paul  Place,  Baltimore  2,  Md. 
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Results  with  . . antacid  therapy  with  DAA  are  essentially  the  same  as  . , , with 

potent  anticholinergic  drugs.’' 


Dihydroxy  aluminum  aminoacclate,  N.N.R. 

In  recent  years,  a number  of  new  synthetic  anticholiner- 
gic drugs  with  numerous  and  varying  side  effects  have 
been  investigated  for  treatment  of  peptic  ulcer.  However, 
a double-blind  study  conducted  recently  bv  Gayer  et  al 
suggests  that  the  use  of  such  anticholinergic  drugs  is 
seldom  necessary.  The  authors  concluded  that  "The 
percentage  of  'good  to  excellent’  results  obtained  in 


patients  on  continuous  long-term  antacid  therapy  with 
DAA  (747j)  is  essentially  the  same  as  that  previously 
noted  in  ulcer  patients  treated  under  similar  conditions 
with  potent  anticholinergic  drugs  alone.” 

The  authors’  choice  of  dihydroxy  aluminum  amino- 
acetate  (DAA)  was  based  on  the  fact  that  "the  tablet 
form  of  DAA  (is)  more  active  than  a variety  of  straight 
aluminum  hydroxide  magmas.”  They  further  commented 
that  "Because  of  tl.c  convenience  of  tablet  medication 
as  compared  with  the  liquid  gel — a convenience  which 
in  the  use  of  other  tablets  is  gained  at  the  expense  of 
therapeutic  effectiveness — dihydroxy  aluminum  amino- 
acetate  was  used  exclusively.” 

Alglyn  (dihydroxy  aluminum  aminoacetate)  Tablets 
are  supplied  in  bottles  of  100  tablets  (0.5  Gm.  per  tablet). 


m 


BRAYTEN  PHARMACEUTICAL  COMPANY  • Chattanooga  9,  Tennessee 


IN  OFFICE  SURGERYt  ) 


XYLOCAINE®  HCI  SOLUTION 

(brand  of  lldocaine*) 

as  a local  or  topical  anesthetic 

Xylocaine  is  routinely  fast,  profound  and  well  tol 
crated.  Its  extended  duration  insures  gi'eater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


ELECTIVE  AND  TRAUMATIC 

use 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


Astra  Pharmaceutic.^l  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


*U  S PAT.  NO.  2.441.498  MADE  IN  U.S  A. 
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Abbott 12-13,  84-85 

American  Health  Insurance  Corp. 90 

Ames  Company,  Inc, Inside  Back  Cover 

Appalachian  Hall 55 

Astra  Pharmaceutical  Products,  Inc. 44,  92 

Ayerst  Laboratories  23 

Bayer  Aspirin 18 

Brayten  Pharmaceutical  Company 91 

Burroughs  Wellcome  & Co. 41-42 

Catastrophic  Hosp.  & Nurse  Expense 10 

Davies,  Rose  & Company,  Limited 66 

Drug  Specialties 33 

Eli  Lilly  and  Company 50 

Endo  Laboratories  26 

Fesler  Company 65,  67 

First  & Merchants 67 

General  Electric 82 

Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 52 

Jefferson,  A.  G 6 

Johnston-Willis  Hospital  55 

Jones  and  Vaughan 7 

Lederle 28-29,  45,  48.  62,  66.  69,  74,  80-81,  83 

Lloyd.  Dabney  & Westerfield.  Inc 89 

Medical  Society  of  Virginia 55,  67 

Merck  Sharp  & Dohme 5,  19-22,  27,  72-73 

Parke,  Davis  & Company Second  Cover-3 

Patterson’s  Safe  Service  Drug  Stores 6 

People’s  Service  Drug  Stores 8 

Pfizer  Laboratories — 9,  34,  94 

Plyler’s  Nursing  Home.  Mrs 60 

Richmond  Eye  Hospital — Richmond  Ear,  Nose  and 

Throat  Hospital  ..  54 


Richmond  Hotels  Incorporated  65 

Riverside  Convalescent  Home 52 

Robins,  A.  H 11,  35,  63,  64 

Roerig 36-37,  47,  79,  86 

Saint  Albans 60 

Searle  51 

Smith-Dorsey 40,  93,  95 

Smith  Kline  & French  Laboratories Back  Cover 

! Squibb 88 

j St.  Elizabeth’s  Hospital 54 

I St.  Luke’s  Hospital 53 

! St.  Paul-Western  Insurance  Companies 61 

I State  Boa’d  of  Medical  Examiners,  The 55 

I Stuart  Circle  Hospital 53 

' Terrace  Hill  Nursing  Home 59 

j Tilden  Company,  The 46 

Today's  Health 65 

Tucker  Hospital.  Inc 59 

United  States  Brewers  Foundation 14 

U.  S.  Committee  for  the  United  Nations 68 

U.S.  Vitamin  Corp 16-17 

Upjohn  Company,  The 24-25,  70-71 

Vale  Chemical  Company,  Inc.,  The 87 

1 Valentine  Comijany,  Inc 69 

Vent-Ai  • 15 

Wallace  Laboratories 43 

Westbrook  Sanatorium 61 

I White  Cross  Hospital 56 

j Williams  Printing  Co 64 

I Winthrop  Laboratories  62 

Wyeth  30 


92 


Virginia  Medical  2v1onthly 


Now-  All  cold  symptoms 

can  be  controlled 


Provides  Trianiinic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes— 
without  drawbacks  of  topical  therapy.t 

Provides  well-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expector- 
ant to  thin  inspissated  mucus  and  help  the 
patient  clear  the  respiratory  passages. 


tLhotka,  F.  M.;  Illinois  M.  J.  112:259  (Dec.)  1957.  Fabricant,  N.  D.:  E.  E.  N.  T. 
Monthly  37:4CO  (July)  1958.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958. 


Special  “timed  release”  design 


first  —the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  relief 


then  —the  Inner  core 
releases  its  Ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


Each  TUSSAGESIC  tablet  provides: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 

pyrilamine  maleate  ...  12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  30  mg. 

Terpin  hydrate 180  mg. 

APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer 
liquid  medication:  Tussagesic  suspension 


Dosage:  One  tablet  in  the  morning,  midafter- 
noon and  in  the  evening,  if  needed. 


Tussagesic* 


timed-release 

tablets 


^Contains  TRIAMINIC  to  Mlllil  running  noses  open  stuffed  noses^rally 

SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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even  when  the  causative  organism 
may  be  a ''persistent  staph” 


increases  the  certainty  of 
safe,  rapid  response 


AS  PROVED  BY  extensive  clinical  trials — an  over-all 
success  rate  of  more  than  94%  was  achieved  in  a total 
of  3,280  cases. t 

AS  PROVED  BY  success  in  mixed  infections — more 
than  95%  of  1,000  acute  and  chronic  respiratory  tract 
infections  were  successfully  treated;  a 99%  cure  rate 
was  achieved  in  mixed  bacterial  pneumonias. f 


AS  PROVED  BY  effectivene.ss  in  “problem  infec- 
tions”— a response  rate  better  than  96%  was  recorded 
in  a group  of  221  gastrointestinal  infections  including 
chronic  intestinal  amebiasis;  91%  of  465  urogenital 
infections  were  successfully  controlled,  f 

AS  PROVED  BY  excellent  safety  record — extremely 
well  tolerated;  discontinuance  of  medication  was 
necessary  in  only  11  of  3,280  patients.f 


A significant  number  of  the  above  cases  had  not  responded 

to  other  antibiotics. 


Cosa-Signemycin  is  particularly  valuable  in  home  and  office, 
where  susceptibility  testing  is  difficult  or  impractical. 


supply:  Capsules  (green  and  white),  250  mg.  and 
125  mg. 

New  Oral  Suspension  (raspberry-flavored),  2 oz.  bottle, 
125  mg.  per  teaspoonful  (5  cc.). 

New  Pediatric  Drops  (raspberry-flavored),  lOcc.  bottle, 
5 mg.  per  drop,  plastic  calibrated  dropper. 


Areragc  dosage:  For  adults,  1-2  Gm.  daily  in  divided 
doses;  proportionately  less  for  children,  depending  on 
age,  weight,  and  severity  of  infection. 

tLiterature  and  bibliography  available  on  request. 

•Trademark 


Science  for  the  world’s  well-being  PFIZER  laboratories,  mvlsion,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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relief  from  the  suffering  and 
mental  anguish  of 


cancer 


THORAZINE* 


(chlorpromazine,  S.K.F.) 


one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 


*T.M.  Reg.  U S.  Pat.  Off. 


■OFFICIAL  PUBLICATION  OF  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


IRGINIA 

Medical  monthly 


FEBRUARY,  1959 


EFFECTIVE  AGAINST  MOST  STRAINS  OF  STAPHYLOCOCCI 

CHLOROMYCETI 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Surveys  of  in  vitro  performance  of  various  antibiotics  over  the  past  several 
years  indicate  a definite  decrease  in  activity  against  the  staphylococcusd’i 
CHLOROMYCETIN,  however,  continues  to  demonstrate  a high  degree  of  potencJ 
against  this  stubborn  pathogend"^  Even  the  strains  responsible  for  hospital] 
acquired  staphylococcal  infections,  which  are  resistant  to  most  other  antibiotics] 
mav  be  sensitive  to  CHLOROMYCETIN. For  this  reason,  it  has  been  recomJ 
mended  for  immediate  use  in  suspected  staphylococcal  infections  in  infants,  thei] 
mothers,  and  in  surgical  patients. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  includinjj 
Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  hav 
been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minoj 
infections.  Furthemiore,  as  with  certain  other  drugs,  adequate  blood  studies  should  be  madi 
when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  (1)  Holloway.  W.J.,  & Scott,  E.  G.:  Delatcare  M.  J.  30:175,  1958.  (2)  Roy.  T.  E.,t'(n/.:  Canad.  M.A.\ 
77:844,  1957.  (3)  Markham,  N.  E,  & Shott,  H.  C.  W,:  New  Zealand  M.  J.  57:55,  1958.  (4)  Royer,  A.,  in  Welch,  H.,  .( 
Marti-lbaiiez,  E:  Antibiotics  Annual  1957-19.58,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  783.  (5)  Blair,  J.  Ej 
& Carr,  M.:  J.A.M.A.  166:1192,  1958.  (6)  Caswell,  H.  X,  ct  al.:  Surg.,  Gynec.  & Obst.  106:1,  1958.  (7)  Fekety,  F.  Rj 
et  al.-.  Am.  J.  Pah.  Health  48:298,  1958.  (8)  Godfrey.  M.  E.,  & Smith.  I.  M.:  J.A.M.A.  166:1197,  1958.  (9)  Kessler.  A.  d| 
& Scott,  R.  B.:  J.  Dis.  Child.  96:294,  1958.  (10)  Shaffer,  T.  E.:  J.  Michigan  M.  Soc.  57:851,  1958. 
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N VITRO  SENSITIVITY  OF  PATHOGENIC  STAPHYLOCOCCI  TO  CHLOROMYCETIN  AND 
( 0 ANOTHER  WIDELY  USED  BROAD-SPECTRUM  ANTIBIOTIC  FOR  1958, 1957,  and  1955* 
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Adapted  from  Holloway  and  ScottA  In  this  study  CHLOROMYCETIN 
and  Antibiotic  A were  used  in  identical  strengths  of  5 meg. 
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Until  the  discovery  of  decadron*  by  MERCK  sharp  & dohme,  when  your  diabetic  patients  were 
also  in  need  of  corticosteroid  treatment,  you  were  often  faced  with  a difficult  therapeutic  dilemma. 
Diabetes  mellitus  was  a recognized  contraindication  to  the  use  of  corticosteroids,  since  they  not 
only  aggravated  the  existing  diabetic  symptoms,  but  often  precipitated  latent  diabetes. 

NOW  EVEN 

many  diabetic  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

Decadron— the  new  and  most  potent  of  all  anti-inflammatory  corticosteroids— Is 
remarkable  for  its  virtual  absence  of  diabetogenic  effect  in  therapeutic  doses. 

In  clinical  trials  with  some  1,500  patients  glycosuria 
was  noted  in  only  two,  transitory  glycosuria  in  another 
two,  and  flattening  of  the  glucose  tolerance  curve  in 
one.  There  were  no  instances  of  aggravation  of  existing 
diabetes,  no  increase  in  insulin  requirements.  Patients 
whose  diabetes  was  severely  aggravated  on  predniso- 
lone showed  good  tolerance  when  transferred  to 
DECADRON. 

MORE  patients  can  be  treated  with  DECADRON  than 
with  other  corticosteroids,  because  in  addition  to  being 
practically  free  of  diabetogenic  activity,  therapy  with 
DECADRON  is  also  practically  free  of  sodium  retention, 
potassium  depletion,  hypertension,  edema  and  psychic 
disturbances.  Cushingoid  effects  are  fewer  and  milder. 
DECADRON  has  not  caused  any  new  or  “peculiar"  re- 
actions, and  has  produced  neither  euphoria  nor  depres- 
sion, but  helps  restore  a “natural”  sense  of  well-being. 

*DECADRON  is  a trademark  of  Merck  & Co.,  Inc.,  ®1958  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


DEXAM  ETHASONE 


to  treat  patients 
more  effectively 
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'N  office  SURGERvCp) 


ELECTIVE  AND  TRAUMATIC 

use 


HCI  SOLUTION 


XYLOCAINE® 

(brand  of  iidocaine*) 

as  a local  or  topical  anesthetic 


Xylocaine  is  routinely  fast,  profound  and  well  tol 
crated.  Its  extended  duration  insures  greater 
postoperative  comfoi’t  for  the  patient.  Its 
potency  and  diffusibility  render  reinj'ec- 
tion  virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


*U  S PAT.  NO  2.44t  496  MADE  IN  U S A. 
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NEW  UNEXCELLED  TASTE 


^Ra.ldra.'te 

SYRUP  OF  CHLORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


10  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
ch loral-hy d rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 

JONES  and  VAUGHAN,  Inc. 


RICHMOND  ae,  VA. 


UNIQUE  VITAMIN  SUPPLEMENT 


NEW 


VIGRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


fruit-punch  flavored 
tablets  that  will 
actually 

“melt  ill  tlie  mouth” 

can  be  chewed  like  candy- 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  be  dissolved  in  water,  juice  or  milk 


can  be  sucked  and  will  dissolve  like  a lozenge 


can  be  easily  swallowed  (small  tablet  size) 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  viGRAN 
CHEWABLES  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAX  CHEWABLES 

provide  at  least  125%  of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  Bi,  Bo, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 


Each  VIGRAN  CHEWABLE 
tablet  contains: 


Vitamin  A 

Vitamin  D 

\ itamin  C 

Vitamin  B, 

\ itamin  Bo 

Vitamin  B„ 

Niacinamide  

Calcium  Pantothenate. 
Vitamin  B,2 


.5.000  L'.S.P.  units 
.1,000  L’.S.P.  units 

"5  mg. 

3 mg. 

3 mg. 

2 mg. 

25  mg. 

3 mg. 

5 meg. 


Available  in  Rx-si.;e  buttles  of  30  and  90. 


Squibb 


Squibb  Quality  — 

the  Priceless  Ingredient 


Vigran'®  is  a Squibb  trademark 
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Now  with  Cryptenamine . . . 
for  safe, 
effective 
management 
of  mild 

to  moderate  , L 

hypertension, 


/'■  ■ i 

fi 


J 


Yeralrite 


Prescribed  with  confidence  8,863,769  times  Veratrite  continues 
to  be  the  antihypertensive  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  tabule  contains: 
Cryptenamine  (tannates)  40  C.S.R.*  Units 

Sodium  nitrite 1 gr. 

Phenobarbital 'A  gr. 

*Carotid  Sinus  Reflex 


IRWIN,  NEISLER 
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& CO.  • DECATUR,  ILLINOIS 


"HeL^Rej* 


there’s  pain  and 
inflammation  here. 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid' 

additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate^'^  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 
. . . much  less  likelihood 

of  treatment-interrupting 
side  effects'  * 

. . . simple,  flexible 
dosage  schedule 


in  any  case 
it  calls  for 


Acute  conditions:  Two  or  three 
tablets  four  times  daily.  After 
desired  response  is  obtained, 
gradually  reduce  daily  dosage 
and  then  discontinue. 

Subacute  or  chronic  conditions: 
Initially  as  above.  When  satisfactory 
control  is  obtained,  gradually  reduce 
the  daily  dosage  to  minimu 
effective  maintenance  level.  For  best 
results  administer  after  meals  and 
at  bedtime. 

Precautions:  Because  sigmagen 
contains  prednisone,  the 
same  precautions  and 
contraindications  observed 
with  this  steroid  apply  also 
to  the  use  of  sigmagen. 


corticoid*sallcyl8t«  compound ^ tablets 

Composition 

Meticorten®  (prednisone)  0.75  mgf. 

Acetylsalicylic  acid  325 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pedlat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 


SCHERING  CORPORATION  • BLOOMFIELD,  N.  J. 


a carefully  formulated  analgesic-sedative.  For 
effective  symptomatic  relief  in  the  treatment  of 
colds  and  less  severe  types  of  respiratory  tract 
infections.  The  presence  of  phenobarbital  is  of 
value  in  nervous  and  apprehensive  patients  and  in 
those  cases  where  mild  sedation  is  desired. 

Each  HASAMAL  tablet  or  capsule  contains: 

Phenobarbital 16.2  mg.  (1/4  gr*) 

Warning:  May  be  habit-forming 

Acetylsalicylic  Acid 162.5  mg.  (2V2  gr.) 

Acetophenetidin 162.5  mg.  {2^/2  gr.) 

Atropine  Sulfate 0.00065  mg. 

Hyoscine  Hydrobromide 0.0011  mg. 

Hyoscyamine  Hydrobromide  ....  0.0325  mg. 


When  severe  pain  demands  more  potent  measures, 
Hasacode  provides  the  actions  of  Hasamal,  plus 
codeine.  Available  in  2 codeine  strengths,  1/4  gr. 
(Hasacode)  and  l/o  gr*  (Hasacode  “Strong”). 

Supplied:  Hasamal  — Tablets  or  capsules, 
bottles  of  100,  500  and  1,000.  Hasacode  and 
Hasacode  “Strong”  — bottles  of  100  and  500 
tablets. 

W rite  for  free  samples  and  literature. 


CHARLES  C.  HASKELL  & CO.  Richmond,  Virginia 
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PRODUCTS  OF  DISTINCTION  FROM  THE  PURDUE  FREDERICK  COMPANY 


y „ «oiur<U  bcwel  cotrective  ■■  j® 

Cerumenex  proBilagol  benokot 


DROPS 


For  easy,  safe, 
painless  removal 
of  ear  wax— 
without 

instrumentation 


Proved  clinically 
effective 
in  4,464 
(95.0  per  cent) 
of  4,695  patients 
(ages 

3 months  to  83  years) 
with  excess 
or  impacted  cerument 

For  patient  convenience  and  econ- 
omy, prescribe  'Cerumenex'  Drops 
in  the  regular  15  cc.  bottle,  pack- 
aged with  cellophane  wrapped 
hlunt-end  dropper. 

tComplete  bibliography 
available  on  request 


crauMeNcx.  contains  ccfrapon*  10.0%  ii»  FROpytENC  slycou 

WrtM  CHlOXBOTAtfOl.  0.5%  •8HANIJ  Of  TRttTHAN01.AMlNC  FOLf* 
fCPTlOC  OLCATC-CONOENSArf  U,S.  ANO  FORE(«N  PATENTS  PENOtNO 


LIQUID 

cholecystokinetic-cholagogue  action 

Specifically 

designed 

for  therapeutic  and 
prophylactic 
management 
of  dyspepsia  and 
food 

intolerance 


TABLETS  / GRANULES 


A unique 
cholecystokinetic- 
cholagogue, 
‘ProBilagol’  provides 
prompt  gallbladder 
evacuation, 
prolonged  relief, 
safety, 

extreme  palatability 

Supply:  Bottles  of 
12  and  6 fluid  ounces. 


Assures  bowel 
correction 
and  rehabilitation 
because  it  . acts 
in  a way  almost 
indistinguishable 
from  the  normal 
physiologic 
mechanism...”^ 

without 

mucosal  irritation  due 
to  chemical  contact 

without 

incompatibilities 
to  antacids  and 
other  medications 

Supply:  Tablets,  small  and 
easy  to  swallow, 
in  bottles  of  100. 
Granules,  cocoa-flavored, 
in  8 and  4 ounce  canisters. 

1.  Hevland,  A.  L.,  Lowensteiti,  A.;  Quart. 
Rev.  SurR.  Obst.  & Gynee.  14:196  (Dec.)  1957 


DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1892 

NEW  YORK  14,  N.Y.  I TORONTO  1,  ONTARIO 


• Copyright  1959,  The  Purdue  Frederick  Company 


^OSTOfif 

PUBLIC 

GARDEN 


Bed  of  Digitalis  purpurea 
with  Campanula  :Canterburv  Bells  in  foreground 


Not  far  from  here  are  manufactured 
from  the  powdered  leaf 
Pil.  Digitalis  (Davies,  Rose) 

0.1  Gram  (iy2  grains)  or  1 U.S.P.  Digitalis  Unit. 
They  are  physiologically  standardized, 
with  an  expiration  date  on  each  package. 
Being  Digitalis  in  its  completeness, 
this  preparation  comprises  the 
entire  therapeutic  value  of  the  drug. 

It  provides  the  physician  with  a safe  and  effective 
means  of  digitalizing  the  cardiac  patient 
and  of  maintaining  the  necessary  saturation. 
Securit>-  lies  in  prescribing  the 
“original  bottle  of  35  pills,  Davies,  Rose.” 


Clinical  samfiles  and  literature  sent  to  physicians  on  request 

Davies,  Rose  & Co.,  Ltd.  Boston  18,  Mass. 
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Results  with  . antacid  therapy  with  DAA  are  essentially  the  same  as  ,,  , with 

potent  anticholinergic  drugs.” 


Dihydroxy  aluminum  aminoacetate,  N.N.R. 


In  recent  years,  a number  of  new  synthetic  anticholiner- 
gic drugs  with  numerous  and  varying  side  effects  have 
been  investigated  for  treatment  of  peptic  ulcer.  However, 
a double-blind  study  conducted  recently  by  Gayer  et  al 
suggests  that  the  use  of  such  anticholinergic  drugs  is 
seldom  necessary.  The  authors  concluded  that  "The 
percentage  of  'good  to  excellent’  results  obtained  in 


patients  on  continuous  long-term  antacid  therapy  with 
DAA  (747';}  is  essentially  the  same  as  that  previously 
noted  in  ulcer  patients  treated  under  similar  conditions 
with  potent  anticholinergic  drugs  alone.” 

The  authors’  choice  of  dihydroxy  aluminum  amino- 
acetate (DAA)  was  based  on  the  fact  that  "the  tablet 
form  of  DAA  (is)  more  active  than  a variety  of  straight 
aluminum  hydroxide  magmas.”  They  further  commented 
that  "Because  of  the  convenience  of  tablet  medication 
as  compared  with  the  liquid  gel — a convenience  which 
in  the  use  of  other  tablets  is  gained  at  the  expense  of 
therapeutic  effectiveness — dihydroxy  aluminum  amino- 
acetate was  used  exclusively.” 

Alglyn  (dihydroxy  aluminum  aminoacetate)  Tablets 
are  supplied  in  bottles  of  100  tablets  (0.5  Gm.  per  tablet). 


[B 


BRAYTEN  PHARMACEUTICAL  COMPANY  • Chattanooga  9,  Tennessee 


after  millions  of  prescriptions 
...an  unparalleled  safety  record 


provides  fast,  high  blood  and  tissue 
concentrations 

Because  Erythrocin  Stearate  is  rapidly  ab- 
sorbed, patients  get  therapeutic  blood  and  tissue 
levels  within  30  minutes.  High,  peak  levels  occur 
between  one  and  two  hours — and  effective  con- 
centrations are  maintained  for  at  least  six  hours. 
Always  at  hand,  then,  against  more  critical  in- 
fections is  Erythrocin-I.M.— the  only  intra- 
muscular form  of  erythromycin  available. 

backed  by  years  of  clinical  effectiveness 
Actually,  every  prescription  you  write  for 
Erythrocin  is  backed  by  more  than  six  years 
of  clinical  effectiveness  against  coccal  infections. 
And,  with  the  problem  of  antibiotic  resistance 
becoming  more  important  daily,  the  value  of 
Erythrocin  as  a day-to-day  anticoccal  agent  is 
dramatically  underlined. 

supported  by  an  unparalleled  safety  record 

During  all  the  years  Erythrocin  has  been  pre- 
scribed, serious  reactions  have  been  practically 
nonexistent.  Unlike  penicillin,  allergy  is  no 
problem.  And,  in  contrast  to  “broad-spectrum” 
action,  the  normal  flora  of  the  intestinal  tract  is 
virtually  unaltered  with  Erythrocin  therapy. 

offers  bactericidal  activity 

Unlike  broad-spectrum  antibiotics,  Erythrocin 
is  classed  as  a bactericidal  antibiotic.  It  offers 
lethal  action  against  common  coccic  invaders — 
resulting  in  prompt  clinical  response. 

provides  convenient  dosage  forms 
Usual  adult  dose  is  250  mg.  four  times  daily. 


Children’s  dosage  is  reduced  in  proportion  to 
body  weight.  Erythrocin  comes  in  Filmtabs® 
(100  and  250  mg.),  bottles  of  25  and  100.  Also  in 
oral  suspension  and  for  intramuscular  use.  Won’t 
you  prescribe  Erythrocin  doctor?  QMrott 


if  you’re  concerned  with  blood  levels . . . 

Dotted  line  shows  actual  inhibitory  concentrations 
against  most  organisms.  Note  the  high  ranges  and 
medians  of  ERYTHROCIN  Stearate  at  one,  two,  four 
and  six  hours.  Data  represents  three  studies  with 
adults.  Each  was  given  one  250-mg.  Filmtab. 


And  where  you  need  a consistent  uniform  response 
that  only  an  injectable  form  can  provide,  remember— 
ERYTHROCIN-I.M. (Erythromycin  Ethyl  Succinate, 
Abbott)  and  ERYTHROCIN  Lactobionate. 

®Filmiab — Film-sealed  tablets,  Abbott;  pat.  applied  for. 


in 

this  capsule 
lives  the 
most  widely 
used 


the  most 
widely  useful 
antibiotic 
in  the 
world 

Achromycin*  V 

Tetracycline  with  Citric  Acid  Lederle  m 

SUPPLIED  IN  CAPSULES  OF  250  MG. 

WITH  250  MG  CITRIC  ACID. 

AND  lOO  MG  WITH  lOO  MG  CITRIC  ACID. 


LEDERLE  LABORATORIES,  A DIVISION  OF  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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Low  BACK  PAIN 
TORTICOLLIS 

BURSITIS  and 


ANXIETY  STATES 


li  V ' fi-  i.' t; 

% 


the  first  true  tranquilaxant 


MUSCLE  RELAXANT 
and  TRANQUILIZER 


N— CH3  'CznzC' 

/II  

H H 
Chlormethazanone 

2-(4-chlorophenyl)-3-methyl-4-metathiazanone-l-djoxide 


I Unrelated  chemically  to  any  other  therapeutic  agent  in 
current  use.  Better  tolerated  and  safer  than  older  drugs. 


for  clinical  results  in  4092  patients 


see  inside 


the  first  true 

TRANQUILAXANT^ 


MUSCLE  RELAXANT 
and  TRANQUILIZER 


:((tran-qui-lax-ant  (tran'kwi-lak'sant) 
I < L.  tranquillus.  quiet;  L.  laxare,  to 
loosen,  as  the  muscles! 


Clinical  Comments 


‘We  have  just 
started  using  it 
[Trancopal]  for 
relaxing  spastic 
musculature  and 
are  very  much 
encouraged.”^ 

Baker,  University  of 
Minnesota  Medical 
School 


“Chlormethazanone 
[Trancopal]  not  only 
relieved  painful  muscle 
spasm,  but  allowed  the 
patients  to  resume 
their  normal  activities 
with  no  interference 
in  performance  of 
either  manual  or 
intellectual  tasks.”^ 

Lichtman,  New  York 
Polyclinic  Medical  School 
and  Hospital 


“The  effect  of  this 
preparation  in  these 
cases  [skeletal  muscle 
spasm]  was  excellent 
and  prompt . . 

Mullin  and  Epifano,  Long 
Island  College  Hospital 


‘In  120  patients 
with  anxiety  or  tension 
states,  114  received 
satisfactory  control  of 
their  condition.  Severe 
dysmenorrhea  and 
premenstrual  tension 
in  65  patients  refractory 
to  the  usual  medications 
were  relieved 
satisfactorily 
in  56.”4 
Lichtman 


fi 


91^  Effective  in  Musculoskeletal  Disorders 


Indications 


Low  back  pain  (lumbago,  sacroiliac) 


E 


Traumatic  skeletal  muscle  spasm 


Torticollis  (stiff  neck) 


Bursitis  (muscle  spasm) 


Degree  of  Effectiveness^ 


\ 


86% 

■■ 


96% 


95% 


Rheumatoid  arthritis  (muscle  spasm) 


Osteoarthritis  (muscle  spasm) 


)isk  syndrome  (muscle  spasm) 


82% 


89% 


98% 


89«>  Effective  in  Psychogenic  Disorders 


Indications  Degree  of  Effectiveness^ 

“ — ■ ■ ■ — — '■  '■  ■'  ■ 

Hpysmenorrhea,  premenstrual  tension  - 87% 

^Bronchial  asthma  ' ^ 77% 

I 10  20  30  40  50  60  70  80  90  100 


The  results  of  clinical  studies  of  over  4092  patients 
by  105  physicians  demonstrate  that  Trancopal  often  is 
effective  when  other  drugs  have  failed.  From  these 
studies  it  is  clear  that  Trancopal  probably  can  provide 
more  help  for  a greater  number  of  tense,  spastic, 
and/ or  emotionally  upset  patients  than  any  other 
pharmaceutical  agent  in  current  use. 


^Excellent,  good  and  fair 


Dosage : 

Usual  adult  dose,  1 Caplet 
(100  mg.)  three  or  four  times 
daily.  Children  ( from  5 to  12 
years) , % Caplet  (50  mg.) 
three  or  four  times  daily. 

Supplied : 

Trancopal  Caplets®  (peach 
colored,  scored)  100  mg., 
bottles  of  100  and  1000. 


the  first  true  tranquilaxant 


ADVANTAGES  OF  TRANCOPAL 


' Lower  incidence  of  side  effects 
than  with  zoxazolamine,  metho- 
carbamol or  meprobamate. 


No  known  contraindications. 
Blood  pressure,  pulse  rate,  res- 
piration and  digestive  process- 
es unaffected  by  therapeutic 
dosage.  No  effects  on  hemato- 
poietic system  or  liver  and  kid- 
ney function. 


• Low  toxicity.  “As  safe  as  as- 


No  gastric  irritation.  Can  be 
taken  before  meals. 


No  clouding  of  consciousness, 
no  euphoria  or  depression. 


No  perceptible  soporific  ef- 
fect, even  in  high  dosage. 


INDICATIONS 


Musculoskeletal 

ji..  ■■  ■ *3  , 


Psychogenic 


Neurologic  | 

|.  1.  . 


SAFETY 


: 'V  i 


■.m 


without 
side  effects 


Trancopal  is  up  M Mrtoen  timiui  as  safe,  or 
up  to  thirteen  tliaas  less  toxic.  The  measure  of 
safetir  was  the  LOso  iB  micejusvf  Bumart  Bose. 


tl  i l_L«l  o Wfin  I rwtrit.Ajr'i 

IN  4262  PATIENTS. 


4 


0|judli/iob 


Laboratories  • New  York  18,  N.  Y. 


I 


f 


TrarcoM.:  "•  c^  :>rr-,-^ie7mone)  and  Caplets,  trademariis  rtf.  X).  S.  Ptl.  Off.  Printed  in  U.  S.  A.  (4067)^ 
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They’ve  put  cardiography  on  the 


Every  one  of  the  electronic  components  used  in  a Visette  electrocardio- 
graph could  be  held  in  your  two  hands  — dramatically  demonstrat- 
ing why  this  is  the  lightest,  most  compact  ECG  in  existence  today.  But 
these  same  components  would  also  prove  something  else  — of  equal  im- 
portance — about  the  Visette:  why  it  can  “take  it” , and  remain  stable 
and  accurate,  after  hundreds  of  trips  to  and  from  your  office. 

As  you  looked  at  these  examples  of  completely  modern  electronics 
used  in  the  Visette,  you  would  see  numerous  transistors  — rugged, 
miniature,  solid  devices  which  do  many  of  the  jobs  vacuum  tubes  do, 
but  with  the  advantages  of  much  greater  durability,  preferable  electrical 
characteristics  in  certain  applications,  and  an  extremely  long  operating 
life.  You’d  also  see  wiring  which  was  printed  on  thin,  tough  phenolic 
panels  — in  place  of  hundreds  of  separate  pieces  of  wire;  such  connec- 
tions, of  course,  can’t  shake  loose  under  constant  jarring  — and  they 
also  make  possible  “building  block’’  circuitry  in  the  Visette  with  sepa- 
rate, easily  accessible  plug-in  panels. 

And  similar  advantages  in  greater  ruggedness,  longer  life,  better 
performance  or  smaller  size  would  be  found  in  other  Visette  elements. 
Each  one  was  chosen  for  the  contribution  it  could  make  in  achieving  a 
smaller,  lighter,  more  rugged  ECG — without  sacrificing  accuracy.  To- 
gether, they  become  part  of  an  electrocardiograph  offering  unequalled 
operating  convenience  and  portability.  More  than  3000  doctors  today 
know  this  from  their  own  experience  — in  using  a Visette  in  their 
own  practices. 

Descriptive  literature,  “Questions  and  Answers’’  on  the  Visette  in 
handy  folder  form,  or  details  of  the  Sanborn  15-day  Test-and-Return 
Plan  available  on  request.  Address  “Inquiry  Director.” 


Model  300  Visette 


electrocardio^aph, 

$625  delivered, 

continental  U.  S.  A.  SAN 


FR  ISJ  C O IVI  F»  A IM  Y 


MEDICAL  DIVISION  175  Wyman  Street.  Waltham  54,  Massachusetts 


Bethesda  Branch  Office  8118  Woodmont  Ave. 

Oliver  6-5170  and  6-5171 

B.ICHUONO  Resident  Representative  301  E.  Franklin  St.,  Milton  9-1108 
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running  noses 

and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed  - release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


•reaches  all  respiratory  membranes  systemically 
•avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


£ar/i  TRIAMINIC  Tablet  provides: 
Phenylpropanolamine  HCl  ...  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 

One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon  and  in  the  evening,  if  needed. 


Wrilthe  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  lelief 

®**®-the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Triaminic* 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  of  a Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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^■IR(;I^■I.A  IMedical  ^Ioxthta' 


All  this  for 
one  monthly  fee 

/ Enjoy  the  most  modern  x-ray  facilities  . , . 
avoid  obsolescence  losses 

/ No  surprise  "extras”  ■ — covers  periodic  in- 
spection, maintenance,  replacement  tubes, 
parts 

4 Freedom  to  add  or  replace  equipment  as 
improvements  appear 

4 G.E.  pays  for  insurance  . . . assumes  prob- 
lem of  collecting  for  equipment  damage 

4 G.E.  pays  local  property  taxes 


capital  outlay 


the  difference  is 


rental 


Here’s  the  perfect  answer  for  a cost-saving 
x-ray  installation,  easy  to  keep  abreast  of  im- 
portant new  developments.  G-E  Maxiservice 
ties  up  none  of  your  capital  . . . eliminates 
trade-in  losses  — progress  determines  your 
time  for  exchange,  not  finances.  In  effect,  you 
contract  for  utility,  convenience,  flexibility 
and  service,  not  for  just  equipment. 

For  complete  details,  contact  your  G.E. 
X-Ray  representative  listed  below. 

"Egress  /s  Our  Most-  Important  T^duef 

GENERAL^  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

BALTIMORE 

3012  Greenmount  Ave.  • HOpkins  7-5340 
NORFOLK 

218  Flatiron  Bldg.  • MAdison  5-0561 
RICHMOND 

3425  w.  Leigh  St.  • ELgin  9-5059 


ROANOKE 

115  Albemarle  St.,  S.E.  • Diamond  3-6209 

WASHINGTON,  D.  C. 

806  15th  St.,  N.W.  • STerling  3-2546 

RESIDENT  REPRESENTATIVE 


LYNCHBURG 

M.  C.  TAYLOR.  2455  Rivermont  Ave.  • Phone  2-6776 
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rXjrrdm-posittve 


[t^c^lyloleandomycin. 


^Capsules  / OraL^^msi^ 


ALL  INFECTIONS 

Respiratory  infections 

Pharyngitis  and/or  tonsillitis 

Pneumonia 

Infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


558 

258 

65 

90 

44 

31 

28 


Skin  and  soft  tissue  infections 
Infected  wounds,  incisions  and 
lacerations 
Abscesses 
Furunculosis 
Acne,  pustular 
Pyoderma 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 


230 

41 

51 

58 

43 

19 

18 


33 

51 

28 

19 

17 


Genitourinary  infections 

Acute  pyelitis  and  cystitis 
Urethritis  with  gonorrhea  or  cystitis 
Pyelonephritis 
Salpingitis 

Pelvic  inflammation  with  endometriosis 


Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 


Conditions  treated 


in  the 
patient: 

95%  effective  in  pubiished  cases'^ 


No.  of 
Patients 


Ctmt 


Improved 


Failure 


bottles  of  60  cc. 

intramuscular  or  Intravenous 

For  direct  action-in  clinical  emergencies. 

Supplied:  In  10  cc.  vials. 

.«TRAOSMARK 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 


in  the 
laboratory: 

over  90%  effective 
against  resistant  staph 

COMPARATIVE  TESTS  BY  THREE  METHODS 
(DISC,  TUBE  DILUTION,  CYLINDER  PLATE) 
ON  130  STAPHYLOCOCCI* 


21.2% 


42.4% 


90.0% 

■ 97.7% 


a 93.4% 

■I  100.0% 


18.2% 


42.4% 


88.6% 

■ 97.7% 


",'"'SMi;'j^9o.4% 


00.0% 


22.7% 


39.4% 


187,1% 

■■95.5% 


93.4°/( 


100.0% 


VAntibioticA  2-10  units 
I Antibiotic  B 5-30  meg. 
D Antibiotic  C 5-30  meg. 


|Tao  2-15  meg. 
Antibiotic  D 2-15  meg. 
[Antibiotic  E 5-30  meg. 


Percentage  of  organisms  inhibited  by  the  range  of 
concentrations  iisted  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed  - stable  in  gastric  acid,'  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required  ' 

Highly  palatable -“practically  tasteless”'  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules- 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension— 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz, 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pedlat, 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G,  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  at.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.t 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children -flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers— 5 drops  (approx. 
25  mg.)  and  10  drops  (approx.  50  mg.). 

10  cc.  bottle. 

Tao-AC  (Tao  analgesic,  antihlstaminic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

TAOMIO*  <T*0  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 


\ ' ■ ^ '1 


t-i 

i [ . i-  i 


\ : i ^ i ' i ' 

ru  U U □ L: 


* 


Streptokinase-Streptodornase  Lederie 


Controls  Inflammation  and  Swelling... Relieves  Pain... 
Promotes  Healing  Through  Enchancement  of 
Fibrinolysis  at  the  Site  of  Trauma  or  Infection. 

References:  1.  Innerfield,  I.;  Shub,  H.,  and  Boyd,  L.  J.:  New  England  J.  Med.  258:  1069  (May  24)  1958.  2.  Miller.  J.  M.:  Godfrey.  G.  C.;  Ginsberg.  M.  J.,  and 
Papastrat,  C.  J.;  J.  A.  M.  A.  166:478  (Feb.  1)  1958.  3.  Davidson,  E;  Prigot,  A.,  and  Maynard,  A.  de  L.:  Harlem  Hosp.  Bull.  II:  1 (June)  1958  *Reg.  U.  S.  Pat.  Off. 


Helps  promote  drainage... 
hastens  patient's  relief... 
reduces  muc('sal  swelling.^ 


Contusions, 
and  abrasions... 
reduces  discomfort 
and  improves 
cosmetic  result.’-^ 


r 
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TO  ACCELERATE  THE  RECOVERY  PROCESS 


Established  Efficacy  and  Safety:  For  five  years 
Varidase,  in  parenteral  form,  has  been  used  with 
success  in  many  thousands  of  cases,  its  ability  to 
control  inflammation,  swelling  and  associated  pain, 
aid  penetration  of  antibiotics,  and  hasten  healing 
has  been  demonstrated  in  such  conditions  as  severe 
trauma,  infected  ulcerations,  and  following  exten- 
sive surgery. 

Now,  Parenteral  Effectiveness  . . . Simple  Buccal 
ij'  Route:  New  Varidase  Buccal  Tablets  give  your 
patients  the  benefits  of  systemic  Varidase  therapy 
without  the  inconvenience  of  repeated  injections. 
Absorbed  through  the  buccal  mucosa  in  fully  effec- 
tive amounts,  Varidase  Buccal  Tablets  may  be 
^ used  as  practical  adjunctive  therapy  in  your  practice 

i within  these  broad  classifications: 

*Reg,  U.  S.  Pat.  Off. 


Inflammation  and  edema  associated  with:  trauma 
and  infection  . cellulitis  . abscess  . hematoma 
. thrombophlebitis  . sinusitis  • uveitis  . chronic 
bronchitis  . leg  ulcer  . chronic  bronchiectasis. 

Each  Varidase  Buccal  Tablet  contains  10,000  Units  Streptokinase 
and  2,500  Units  Streptodornase. 

Administration:  Varidase  Buccal  Tablets  should  be 
retained  in  the  buccal  pouch  until  dissolved.  For 
maximum  absorption  patient  should  delay  swallow- 
ing saliva. 

Dosage:  One  tablet  four  times  daily  for  a minimum 
of  three  days.  When  infection  is  present,  Varidase 
Buccal  Tablets  should  be  given  in  conjunction  with 
an  antibiotic  such  as  ACHROMYCIN*  V Tetracycline 
and  Citric  Acid. 

Available  in  bottles  of  24. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY.  Pearl  River,  New  York 


Loosens  cough... resolves 
Inflammation... 
I"  increases  antibiotic 
penetration,^! 


Relieves  thrombotic 
■ process,  controls 
^ swelling ...  gives 
dramatic 
t - relief  of  pain.*'  2 


Furuncles, 
carbuncles,, 
abscesses...  checks 
swelling  and 
pain... hastens  heaii^g.^*T 


RATIONALE 

"It  appears  that  there  is  now  available  in 
chlorothiazide  a drug  which  is  a specific 
antagonist  to  the  abnormal  sodium 
metabolism  seen  in  the  vast  majority  of 
hypertensive  patients.  The  use  of  this  agent 
[DIURIL]  may  stand  the  test  of  time  as  the 
most  vital  and  specific  weapon  in  the 
treatment  of  a relatively  non-specific  disease 
in  which  the  only  specific  abnormality  known 

is  one  of  sodium  metabolism 

Chlorothiazide  now  appears  to  be  the  drug  of 
choice  when  Initiating  therapy  in  the 
average  hypertensive  patient.” 

Reinhardt,  D.  J.: 

Delaware  State  Med.  J.  30:1,  January  1958. 

RESULTS 

“We  have  presented  a group  of  48  patients 
previously  treated  with  a variety  of 
antihypertensive  agents.”  “Upon  the  addition 
of  chlorothiazide  to  their  regimens,  there 
was  realized  an  additional  blood  pressure 
lowering  effect  of  23  mm.  systolic  and 
11  mm.  diastolic.” 

Bunn,  W.  H.,  Jr. : 

Ohio  State  Med.  J.  54:1168,  September  1958. 

MINIMAL  SIDE  EFFECTS 

"There  is  an  extremely  wide  range  between 
therapeutic  and  toxic  dosage,  and  no 
significant  side  effects  and  no  sensitivity  to 
the  drug  as  yet  have  been  observed.” 

“. . . it  seems  desirable  to  add  potassium 
chloride  4 Gm.  per  day  . . . in  cases  of 
hypertension. . . .” 

Herrmann,  G.  R.,  Hejtmancik,  M.  R.,  Graham,  R.  N. 
and  Marburger,  R.  C.: 

Texas  State  J.  Med.  54:639,  September  1958. 

dosage:  one  250  mg.  tablet  DIURIL  b.i.d.  to  one 
500  mg.  tablet  DIURIL  t.i.d. 

supplied:  250  mg.  and  500  mg.  scored  tablets  DIURIL 
(Chlorothiazide)  bottles  of  100  and  1000. 

OIORIL  jj  3 trademark  of  Merck  & Co.,  INC. 

© 1959  Merck  & Co . Inc 
Trademarks  outside  the  U.S.: 

CHLOTRIDE,  CLOTRIDE,  SALURIC, 


Exactly  how 

does  new  Halodrin*  restore  the 
'premenopausal  prime  ” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause  — the  years  when  her  hormone  production  is  highest. 

The  inevitable  redurtion  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

^ou  can’t  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  of 
exactly  how  hormones— in  the  form  of  Lpjohn’s  new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  ‘IV-i  times  as  potent  as  parenteral  estradiol.  Therefore,  tlie  replacement 
of  80  micrograins  of  endogenous  estradiol  jiroduction  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Lpjohn-developed  Halotestin*  (fluoxymesterone)— the  most 
potent  oral  aiulrogen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years. 


Upjohn 
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COPTRIGHT  19SS,  THE  UPJOHN  COMPANT 
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Endogenous  estrogen  secretion  (nicg./24  hours) 
calculated  from  average  24-hour  urinary  excretion 
i estradiol,  estrone,  and  estriol) 
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the  higher 
blood  levels  of 
potassium 
penicillin  V 
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FOR 
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BACTERIAL 

PROBLEMS 


IN  FILMTAB®  / IN  ORAL  SOLUTION 
AND  IN  COMBINATION  WITH  SULFAS 


illin-VK 


(POTASSIUM  PENICILLIN  V) 


INDICATIONS 

Againstall  penicillin-sensitive  organisms.  When 
combined  with  Sulfas,  Compocillin-VK  is 
especially  effective  in  treating  mixed  infections 
such  as  may  occur  in  the  respiratory  or  urinary 
tract. 

DOSAGE 

Range  is  from  125  mg.  (200,000  units)  three 
times  daily  to  250  mg.  (400,000  units)  every 
four  hours.  Children’s  dosage  is  determined  by 
body  weight.  When  combined  with  sulfa  triad, 
range  is  one  Filmtab  three  times  daily  to  two 
Filmtabs  every  four  hours. 

SUPPLIED 

Compocillin-VK  Filmtabs:  125  mg.  (200,000 
units),  bottles  of  50  and  100;  250  mg.  (400,000 
units),  bottles  of  25  and  100. 

Compocillin-VK  Granules  for  Oral  Solution: 
In  40-cc.  and  80-cc.  bottles.  When  reconsti- 
tuted, each  tasty  5-cc.  teaspoonful  of  cherry- 
flavored  solution  represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 

Compocillin-VK  with  Sulfas:  Each  Filmtab 
contains  125  mg.  (200,000  units)  of  potassium 
penicillin  V and  500  mg.  of  sul- 
fonamides.  At  all  pharmacies.  (JJjtrott 


Units/cc. 


■MH  The  highest  levels  of  Filmtab  Compocillin-VK. 

■ ■■  The  median  levels  of  Filmtab  Compocillin-VK. 

Note  the  high  upper  levels  and  averages  at  Vi  hour,  and 
at  1 hour. 

Doses  of  400,000  units  were  administered  before  meal- 
time to  40  subjects  involved  in  this  study. 

9flLHTAB~FILM-SEALeO  TABLETS*  ABBOTT;  PAT.  APPLIED  FOR. 
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CLINIQUICK 


CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


How  can  the  problem  of'^postchole 
cystectomy  syndrome'  be  reduced? 


in  functional  G.I.  distress... 

with 


DECHOLIN^ 

BELLADONNA 


A “routine”  operative  cholangiogram  is  now  recommended  in  addition  to 
thorough  surgical  exploration,  reducing  the  number  of  cholecystectomized 
patients  later  presenting  the  same  symptoms  as  before  the  operation. 
Source:  Vazquez,  S.  G.:  J.  Internal.  Coll.  Surgeons  25:394,  1957. 


• reliable  spasmolysis 

• improved  liver  function 


AMES 


for  pre-  and  postoperative 
management  of  biliary 
tract  disorders. 


DECHOLIN 


“therapeutic  bile” 


Hyd rocholeresis  with  Df.cholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile... 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 


COMPANY.  INC 
Elkhort  « Indiana 
Tofonfo  • Conada 


available:  Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3M  gr. 
(250  mg.).  Bottles  of  100,  500  and  1,000;  drums  of  5,000. 


Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 
3%  gr.  (250  mg.)  and  extract  of  belladonna  Ve  gr.  (10  mg.). 
Bottles  of  100  and  500. 
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WHENEVER  SULEAS  ARE  INDICATED 


provides  therapeutic  suifa  leveis  for  24  hours... Highly 
soiuble . . . rapidly  absorbed . . . produces  fast,  sustained 
plasma-tissue  concentrations.  Simple,  easy-to-remember, 
single  0.5  Gm.  daily  dose.  No  crystalluria. ' 


Sulfamethoxypyridazine  Lederle 


with  low  incidence  of  sensitivity  reactions . . . Extremely  low 
in  toxic  potential.  2.3  No  cutaneous  or  other  objective 
reactions  seen  in  a wide  scale  study  of  clinical  toxicity.  2 Even 
minor  subjective  reactions  are  not  expected  to  occur  2 or  are 
reported  absent  2 when  recommended  schedule  is  used. 


TABLETS,  0.5  Gm.,  bottles  of  24  and  100.  ACETYL  PEDIATRIC 
SUSPENSION,  cherry  flavored,  250  mg.  sulfamethoxypyridazine  activity 
per  teaspoonful  (5  cc.),  bottles  of  4 and  16  fl.  oz. 

1.  Editorial:  New  England  J.  Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  IVIed.  & Clin,  Ther.  5:474, 1958. 

3.  Sheth,  U.  K.,  et  al.:  Ibid.,  p.  604,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

♦Reg.  U.S.  Pat.  Off. 


in  cases  of  tension 


(Reserpine,  Vale) 


. . . the  preferred  drug  where  anxiety  or  emotional  agitation 
must  be  controlled 

. . . provides  sedation  without  hypnosis,  a sense 
of  relaxed  well  being  and  tranquility 

. . . effects  a graduoi  and  sustained  lowering  of 
elevated  blood  pressure  in  patients  with 
mild,  labile  or  essential  hypertension 

SiqipUtd:  0.1  mg.  and  0.25  mg.  tablets  in  bottles  of  100, 

500  and  1000,  or  on  prescription  at  leading 
pharmacies 


in  cases  of  hypertension 

Rauval 

(RauwolRa  Serpentina,  Vale) 

. . . double  assayed  to  insure  optimal  therapeutic  effect 

tested  ctiemic^ly  to  insure  total  alkaloid  content 
tested  biologttany  to  insure  uniform  hypotensive  action 


. . . ideal  therapy  in  labile  and  moderate  hyper- 
tension or  as  adjunctive  therapy  in  severe 
hypertension 

. . . achieves  gradual  lowering  of  the  blood  pressure, 
gentle  sedation,  tranquilization  with  prolonged 
effect  even  after  cessation  of  therapy 

supplied)  50  mg.  and  100  mg.  tablets  in  bottles  of  100  and 
1000,  or  on  prescription  at  leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY,  INC.  allentown,  pa. 

Pharmaceuticals 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stability  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin®:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request. 

*Gelgy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 


new  Sterazondiri 


Capsules 


prednisone-phenylbutazone,  Geigy 


Ardsley,  New  York 


l^OLUME  86,  February,  1959 
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03759 


The 

HOUSE-CALL 

ANTIBIOTIC 


• Effectiveness  demonstrated  in  more 
than  6,000,000  patients  since 
original  product  introduction  (1956) 


• Extremely  wide  range  of  action  is 
particularly  reassuring  when  culture  and 
sensitivity  testing  is  impractical 


COSA 

! 

More  than  90  clinical  references  attest  to  superiority  an 
effectiveness  of  Cosa-Signemycin  (Signemycin).  Bibliogr  ih 
and  professional  information  booklet  available  on  reqes 
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3IGNEMYCIN 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE  WITH  TRIACETYLOLEANDOMYCIN 

capsules  • oral  suspension  • pediatric  drops 


PIZER  1.A.BOR.A.TORIES 

vision,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


1 Ladeez  and  gentlemen: 

leam  all  about  new  \itebra  pediatric. 


a good  supplement 
in  a great  new  package. 


5 On  your  right, 
see  the  Metered-Flow 
bottle’s  tight  seal. 

No  risk  of 
contamination. 


\ ^ s 

\ ''ey  \ 

\ f L First,  \ 

^ see  what  happens  when  ' 
you  push  the  metered  plunger. ' 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


VTTERRA*  PEDIATRIC 


infants  Cftiidreo 


each  0.6  cc.  contains 


5000  U.S.P.  Units 
lOOOU-S.P.  Units 
I mg. 

1 mg. 

\ mg 


A (synthetic) 

0 (Calciferoi) 

B-  (Thiamine) 

B2  (Riboflavin) 

8*  (Pyridoxirte) 

B,3(Cyanocobalamin;  1 meg. 

C (Ascorbic  Acid)  50  mg. 

Niacinamide  10  mg. 

Panthenoi  2 mg. 

In  a d-sorbitol  base  for  better  vitaminBu  absorption 
ItMinimum  daily  requirement  has  not  been  estab- 
lished. 

DOSAGc:  0.6  cc.  or  as  directed  by  physician. 

In  50  cc.  bottles 

no  refrigeration  needed  ■ 


6 Let’s  take  a minute 
to  admire  the  formula. 


167“ 


250S 


167“ 


110% 


250 


7 That  means 
no  hot-weather 
loss  of  potency, 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 

VTTERRA  PEDIATRIC.  HoW  will 

you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA’  PEDIATRICS™- 

ALLOW  30  SECONDS  BETWEEN  DISPENSINGS 


Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  disappear  with  vtterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer&  Co.,  Inc. 
Science  for  the  world’s  well-being 
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Bach  teasjjoortfm  (5  cc.) 


con&ams : 
1.67  mg. 


10'^^-  Dihydrocodeinone  bitartrate 
Ip;"  Chlor-Trimeton®  Maleate 
chlorprophenpyridamine  maleate) 
Sodium  salicylate 
('>.  Sodium  citrate 

Caffeine 
Glycei’yl  guaiacolate 


2 mg. 
0.225  Gm 
0.12  Gm. 
30  mg. 
0.03  Gm. 


? Exempt 


narcotic. 


SCHERING  CORPORATION 


BLOOMFIELD,  NEV/  JERSE’i 


CN.J.S118 


V-CILLIN  K!.. 


dependable,  fast,  effective  therapy 


V-Cillin  K produces  therapeutic  blood 
levels  in  all  patients  within  five  to  fifteen 
minutes  after  administration  — levels 
higher  than  those  attained  with  any 
other  oral  penicillin.  Infections  resolve 
rapidly.  Dosage:  125  or  250  mg.  three 
times  daily.  Supplied:  In  scored  tablets 
of  125  and  250  mg.  (200,000  and  400,000 
units) . 


New:  V-CiUin  K*  Sulfa.  Each  tablet  com- 
bines 125  mg.  of  V-Cillin  K with  0.5  Gm. 
of  the  three  preferred  sulfonamides. 

New:  V-CiUin  K,  Pediatric,  a taste  treat 
for  young  patients.  In  bottles  of  40  and 
80  cc.  Each  5-cc.  teaspoonful  provides 
125  mg.  of  V-Cillin  K. 

V-CiUin  (peniciUin  potassium,  Lilly) 

V-CiUin  /C®  Suifa  (penicillin  V potassium  with 
triple  sulfaSy  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

933220 


40 


ViKGi.viA  Medic.al  Monthly 


The  Virginia 

MEDICAL 

MONTHLY 


February,  1959 


VoL  86,  No.  2 
Whole  No.  1281 


Guest  Editorial . . . . 


It’s  Costing  You! 

'Y'OtiR  DULY  ELECTED  REPRESENT.ATIVES  in  Congress  passed  a law  in 


1954  which  vitally  affects  you.  Public  Law  #761  provides  insurance  benefits  to 
the  disabled.  During  the  first  six  months  this  law  was  in  effect  ( July-December  1957) 
$72,406,000.00  was  paid  to  disabled  citizens.  Some  indication  of  the  rapid  growth  of 
the  program  can  be  learned  from  the  fact  that  in  the  month  of  October,  1958,  payments 
were  made  at  a yearly  rate  of  $512,000,000.00. 

Much  opposition  on  the  part  of  physicians  stems  from  a lack  of  knowledge  and 
appreciation  of  P.L.  #761,  its  criteria  of  disability,  the  mechanics  of  administration 
and  the  implied  trend  towards  further  expansion  in  the  direction  of  total  care  and 
broadening  of  the  age  limits  of  eligibility  for  payments. 

At  the  risk  of  over-simplification,  P.L.  #761  may  be  said  to  provide  payment  to 
certain  wage  earners  with  adequate  evidence  of  a disability,  as  set  forth  in  the  standards 
provided  by  the  Law.  ]\Iuch  misunderstanding  on  the  part  of  doctors  arises  from  a 
failure  to  appreciate  that  the  various  standards  of  disability,  such  as  in  the  Veterans 
Administration,  industry,  social  agencies  and  insurance  companies,  etc.,  are  different 
in  scope  and  are  in  no  way  related  to  the  standards  set  forth  by  P.L.  #761.  The  fact 
that  an  individual  is  considered  totally  disabled  by  Veterans  Administration  standards 
does  not  insure  he  will  necessarily  meet  the  standards  provided  by  P.L.  #761. 

What  does  P.L.  #761  accept  as  evidence  of  disability?  There  are  four  factors  in 
the  definition.  Eirst,  the  disability  must  I)e  “medically  determinable’’  (i.e.,  the  disability 
can  be  objectively  determined  by  medical  examination  or  tests).  Second,  the  disability 
must  be  the  primary  cause  of  the  individual’s  inability  to  work.  Third,  the  inability 
to  work  refers  to  any  substantial  work,  not  necessarily  the  kind  of  work  the  applicant 
was  last  engaged  in,  or  the  kind  of  work  for  which  he  is  most  obviously  suited.  Four, 
the  disability  must  result  from  a condition  which  at  the  time  of  application  can  be 
reasonably  expected  to  continue  for  an  indefinite  time.  In  the  words  of  the  Law,  it 
must  be  of  “long-continued  and  indefinite  duration”. 

Doctors  objections  include:  (1 ) Failure  on  the  part  of  the  government  to  compensate 
them  for  filling  out  forms;  (2)  Receiving  requests  for  additional  information;  (5) 
Feeling  that  their  judgment  is  being  challenged  when  requests  are  received  for  addi- 
tional and  more  complete  clinical  description  and  diagnostic  tests  of  the  disabling 
condition.  In  seeking  additional  information,  the  medical  judgment  of  the  physician 
is  not  being  questioned,  but  certain  clinical  findings  which  are  highly  significant  to 
the  evaluation  of  functional  capacity  are  being  sought  in  order  that  the  standards  of 
the  law  might  be  complied  with. 
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Many  doctors,  in  lieu  of  complete  reports,  write  something  to  the  effect,  “I’ve  known 
this  patient  for  thirty  years  and  he  is  totally  disabled.’’  This  statement  may  be  true, 
but  the  law  states  that  a realistic  evaluation  of  disability  must  be  based  on  objective 
clinical  and  laboratory  tests  of  the  individual's  ability  to  meet  the  metabolic  demands 
of  activity,  to  cerebrate,  to  perceive  and  to  perform  certain  basic  activities  such  as 
sitting,  standing,  bending  and  walking. 

Doctors,  mindful  of  the  fact  that  they  themselves  are  ta.xpayers,  should  be  aware 
that  their  considered  and  unbiased  medical  findings  in  these  cases  are  as  important 
to  indicate  those  persons  who  should  not  receive  cash  benefits  as  to  point  out  those  who 
do  qualify. 

Every  wage  earner  (e.xcept  jjhysicians)  in  the  United  States,  who  meets  the  eligibility 
requirements  of  the  program,  may  be  a potential  candidate  for  cash  benefits  when 
totally  disabled. 

Where  is  this  trend  leading?  Prior  to  August,  1958,  individuals  could  not  draw 
pensions  from  two  or  more  governmental  agencies  at  the  same  time.  With  the  passage 
of  the  August  1958  amendment  to  the  Social  Security  .\ct,  payments  may  now  be 
received  from  multiple  governmental  sources  at  the  same  time  for  the  same  disability. 

Since  the  Social  Security  Act  was  amended  in  1954,  there  have  been  two  additional 
amendments  (1956  and  1958)  increasing  the  number  of  persons  receiving  benefits. 

In  1956  the  age  limits  for  payments  for  disability  were  lowered  from  age  65  to  50  for 
immediate  cash  payments.  Further  lowering  of  age  limits  may  be  in  the  offing.  This 
broadening  and  e.xtension  of  the  plan  may  well  have  the  effect  of  jeopardizing  the  fine 
work  done  by  the  Rehabilitation  Centers.  As  it  becomes  easier  to  obtain  financial  help, 
many  disabled  persons  will  lose  their  motivation  for  rehabilitation. 

How  can  you  as  a physician  help?  (1)  By  accepting  the  fact  that  the  law  was  duly 
passed  by  the  Congress  elected  by  the  people  and  demonstrate  a willingness  to  record 
scientific  data  (objective  evidence  is  desired,  not  opinions).  (2)  The  problem  of 
evaluating  disability  would  be  less  difficult  if  more  practical  and  precise  techniques  for 
measuring  body  function  could  be  develo])ed.  This  is  a problem  for  basic  research. 

(3)  ^^’ork  toward  informing  your  Congressman  of  the  limitless  dangers  of  a “welfare 
state”,  the  effect  on  the  motivation  and  rehabilitation  potential  of  the  disabled  citizen, 
should  this  program  continue  to  expand  at  the  same  rate  it  has  in  the  past  four  years. 

Those  disgruntled  applicants  who  may  have  paid  into  Social  Security  from  their  earn- 
ings since  1937  may  feel  entitled  to  benefits  even  when  their  disability  is  minor  or 
partial  or  when  they  become  unemployed  due  to  exigencies  not  connected  with  their 
state  of  health. 

These  unhappy  individuals  fail  to  recognize  that  the  Social  Security  Act  in  itself 
was  intended  to  “insure’’  the  worker  against  total  and  permanent  disability.  The 
medical  determination  of  disability,  with  a complete  and  objective  medical  history,  full 
description  of  the  residual  impairment  to  body  function,  treatment  and  results  of 
treatment,  rests  with  the  well  qualified  physician. 

The  projier  administration  of  the  Social  Security  .\ct  depends  on  the  full  cooperation 
of  an  informed  medical  profession! 

Sidney  G.  Page,  Jr.,  M.D. 

Editor’s  Note:  Dr.  Page  is  associate  in  medicine  and  lecturer  in  pharmacology  at  the  Medical 
College  of  Virginia. 
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The  Sulfonamides 

Twenty-five  Years  Later 


WILLIAM  H.  HARRIS,  Jr.,  M.D. 
Richmond,  Virginia 


WENTYTTVE  YEARS  AGO  the  first  success- 
ful clinical  application  of  a sulfonamide  drug 
was  announced  to  the  world. ^ A German  physician 
whose  name  was  Foerster  presented  a paper  before 
the  Diisseldorf  Dermatological  Society  at  its  monthly 
meeting  on  May  17,  1933,  entitled  “Sepsis  im  Ansch- 
luss an  Ausgedehnte  Periporitis.  Heiling  durch  Strep- 
tozon.”  In  this  report  Foerster  discussed  the  case  of  a 
ten  month  old  child  suffering  from  an  overwhelming 
staphylococcal  bacteremia  secondary  to  extensive 
cellulitis  who  was  cured  by  a new  chemotherapeutic 
agent  eventually  to  become  known  as  “Prontosil”. 
Although  the  original  investigative  work  was  done 
by  Gerhard  Domagk  during  Christmas  week  of  1932 
his  results  were  not  published  until  February  1935. 
Domagk  stated  that  “prontosil,  a relatively  non-toxic 
red  dye  when  given  by  mouth  in  small  doses,  pre- 
vented the  evolution  of  otherwise  fatal  hemolytic 
streptococcal  infections  in  mice,  controlled  and  cured 
chronic  streptococcal  infections  in  rabbits,  and  favor- 
ably influenced  the  course  of  staphylococcal  infec- 
tions in  rabbits,  but  was  without  effect  in  the  treat- 
ment of  certain  pneumococcal  and  other  experimental 
infections.” 

Any  discussion  of  sulfonamides  would  be  incom- 
plete without  reference  to  the  work  of  Drs.  Perrin 
H.  Long  and  Eleanor  A.  Bliss  who  carried  out  much 
of  the  early  experimental  and  clinical  investigation 
at  the  Johns  Hopkins  Hospital.  Their  monograph,’ 
published  in  1939  and  titled  “The  Clinical  Use  of 
Sulfanilamide  and  Sulfapyridine  and  Allied  Com- 
pounds”, was  an  authoritative  compilation  of  ex- 
isting knowledge.  In  the  preface  dated  February  14, 
1939,  they  wrote:  “Six  years  have  passed  since 
Foerster  reported  upon  the  use  of  Prontosil  in  the 
treatment  of  a child  ill  with  staphylococcal  sepsis. 
In  the  intervening  period  we  have  witnessed  the  con- 
quering of  streptococcal,  meningococcal,  gonococcal, 
pneumococcal  and  many  other  types  of  infections  by 
means  of  chemotherapy,  and  we  have  seen  the  devel- 
opment and  clinical  application  of  numbers  of  new 
sulfonamide-containing  drugs.  While  the  period  has 

Presented  at  the  Annual  Meeting  of  The  Medical  Society 
of  Virginia,  October  12-14,  1958,  in  Richmond. 


been  brief,  it  has  been  called  ‘eitochaP  in  the  historv 
of  medicine.” 

Difficulties  were  encountered  in  administering  the 
early  sulfonamides  and  serious  toxic  reactions  were 
frequent.  As  soon  as  penicillin  became  generally 
available  the  sulfonamide  drugs  were  used  less  often. 
Tlie  practicing  physician  felt  that  he  would  now  be 
spared  the  many  problems  associated  with  their 
usage.  The  great  new  miracle  drug,  penicillin, 
appeared  virtually  harmless.  During  the  ensuing 
decade  many  other  antibiotics  became  available.  In- 
fections caused  by  practically  all  the  pathogenic  bac- 
teria, as  well  as  rickettsia,  spirochetes,  and  certain 
large  viruses  now  seemed  under  control  so  that  few 
if  any  problems  remained. 

As  time  passed  certain  untoward  reactions,  some 
serious,  began  to  be  observed.  At  the  meeting  of 
this  society  in  1953  I presented  a paper^  entitled 
“Clinical  Problems  Created  by  Antibiotic  Therapy” 
in  which  a number  of  these  disturbances  were  dis- 
cussed. In  view  of  such  developments  it  would  seem 
apjwopriate  in  this  twenty-fifth  anniversary  year  to 
review  and  reevaluate  the  sulfonamides. 

The  most  effective  single  sulfonamides  have  been, 
and  still  are,  the  sulfapyrimidines : sulfadiazine  and 
sulfamerazine.  Domagk^  is  of  the  opinion  that  these 
two  drugs  lost  favor  because  they  were  prescribed  in 
excessive  amounts  resulting  in  toxic  complications, 
chiefly  renal,  which  caused  them  to  be  replaced  b}- 
less  effective  preparations.  A daily  dosage  of  3 to  5 
gm.  produces  the  same  clinical  results  that  can  be 
attained  with  twice  this  amount  of  other  sulfonamide 
drugs,  and  without  side  reactions.  Sulfadiazine  is 
well  tolerated,  diffuses  readily  into  the  body  fluids, 
including  the  cerebrospinal  fluid,  and  is  promptly 
excreted  by  the  kidneys.  The  oral  and  parenteral 
forms  of  sulfadiazine  provide  convenient  methods 
for  its  administration.  Large  doses  of  oral  sulfa- 
diazine and  intravenous  sodium  sulfadiazine  may 
produce  renal  tubular  damage  due  to  crystallization 
of  the  acetylated  form  in  acid  urine.  Therefore, 
alkalinization  of  the  urine  and  maintenance  of  a 
high  urine  output  are  essential  to  prevent  such  com- 
plications when  excessive  amounts  are  prescribed. 


Volume  86,  February,  1959 


65 


Most  of  the  serious  reactions  to  sulfonamides  were 
eliminated  when  sulfadiazine  became  available. 
However,  renal  tubular  irritation  continued  to  occur 
in  a small  percentage  of  patients.  In  recent  years, 
several  different  types  of  compounds  have  been 
introduced  in  an  effort  to  reduce  this  hazard.  One 
approach  has  been  to  combine  sulfonamides,'*’^’® 
usually  three,  in  equal  amounts,  and  utilize  as  a 
single  preparation.  It  was  found  that  the  concentra- 
tion of  each  drug  in  the  urine  is  independent  of  the 
other  whereas  the  total  antimicrobic  effect  is  addi- 
tive. Serum  concentration  of  the  individual  sul- 
fonamide is  maintained  below  5 mg.  per  cent  which 
has  been  demonstrated  to  be  the  critical  level  above 
which  sensitization  and  other  toxic  manifestations 
develop.  number  of  combinations  are  available 
to  the  j)racticing  physician,  most  of  them  containing 
equal  quantities  of  sulfadiazine,  sulfamerazine,  and 
sulfamethazine.  Sulfacetamide  (Sulamyd)  and  sul- 
fathiazole  have  been  used  instead  of  sulfamethazine 
in  some  preparations,  but  there  is  a trend  to  discon- 
tinue the  use  of  sulfathiazole  entirely  because  of  its 
high  toxic  potential.  Sulfadimetine  (Elkosin),  which 
is  highly  soluble,  lowly  acetylated,  and  rapidly  ex- 
creted, has  replaced  sulfamethazine  in  some  products. 
Mi.xtures  are  available  for  oral  administration  only. 
.\  recent  article®  in  the  Medical  Clinics  of  North 
.America  lists  29  triple  sulfonamide  mixtures  which 
have  been  released  by  21  pharmaceutical  companies. 

Another  type  of  compound  which  has  been  widely 
used,  especially  in  the  treatment  of  urinary  tract  infec- 
tions, is  the  highly  soluble  (in  urine)  single  sulfona- 
mide.®’' The  first  of  this  group,  sulfisoxazole  (Gan- 
strisin),  was  introduced  in  1946  although  synthesized 
four  years  earlier.  At  pHr,  its  solubility  is  approxi- 
mately 320  mg.  per  cent  as  compared  to  25  mg.  per 
cent  for  sulfadiazine.  Crystals  are  occasionally  seen 
in  the  urine  but  hematuria  is  very  infrequent.  Other 
soluble  sulfonamides  presently  available  include  sul- 
fadimetine (Elkosin),  sulfamethylthiadiazole  (Thio- 
sulfil),  sulfaethylthiadiazole  (Sulfaethidole)  and  sul- 
facetamide (Sulamyd).  Ganstrisin  is  the  only  one  of 
this  group  which  can  be  given  by  injection.  Reports  in 
the  literature  regarding  the  relative  merits  of  the 
single  soluble  sulfonamides  as  compared  to  mi.xtures 
have  been  conflicting,  but  on  the  whole  they  seem  to 
be  equally  effective  where  equivalent  concentrations 
of  the  free  drug  are  maintained  in  the  tissues.  Toxic 
disturbances  are  infrequent  and  occur  in  a very  small 
percentage  of  patients. 

During  the  past  few  years  extensive  use  has  been 
made  of  the  soluble  sulfonamides  at  one  of  the  large 


teaching  hospitals  in  Texas.'  It  is  estimated  that 
approximately  500,000  gm.  are  administered  an- 
nually. Despite  this  enormous  quantity  of  drug  there 
have  been  no  cases  of  toxic  renal  complications  or 
of  hematological  disorders  such  as  agranulocytosis 
or  aplastic  anemia  for  which  sulfonamides  have  been 
resjKinsible  in  the  past.  P'rom  available  evidence  it 
appears  quite  definite  that  toxicity  to  the  recently 
developed  sulfonamides  is  less  frequent  than  that 
encountered  with  the  antibiotics.  At  this  same  Texas 
institution  there  were  more  severe  drug  reactions 
requiring  hospitalization  as  a result  of  penicillin 
therapy  than  were  caused  by  the  administration  of 
sulfonamide  drugs. 

There  is  a modern  trend  to  prolong  the  action  of 
drugs  especially  those  administered  by  injection.  This 
principle  is  being  applied  to  oral  sulfonamide  medi- 
cation utilizing  the  mechanisms  of  delayed  e.xcretion 
and  slow  absorption. 

.\n  example  of  the  former  is  sulfametho.xypyri- 
dazine,®’®’^’®’*®  a drug  made  available  recently,  which 
has  been  given  the  trade  designation  of  Kynex  or 
Midicel.  Investigation  indicates  that  it  is  rapidly 
absorbed  from  the  gastrointestinal  tract,  diffuses 
well  into  the  spinal  fluid,  and  is  slowly  excreted  by 
the  kidneys.  After  a single  2 gm.  oral  dose  the  drug 
has  been  detected  in  the  blood  stream  for  as  long 
as  seven  days.  Prolonged  therapeutic  plasma  levels 
are  thus  possible  on  a unique  dosage  schedule  which 
permits  administration  of  the  drug  at  twelve  to 
twenty-four  hour  intervals.  E.xperimental  studies 
have  revealed  an  antibacterial  spectrum  comparable 
to  that  of  sulfadiazine.  Clinical  reports  indicate 
effectiveness  in  a wide  variety  of  bacterial  infections, 
f'avorable  results  have  been  reported  in  the  treatment 
of  acute  and  chronic  urinary  tract  infections,  acute 
infections  of  the  upper  and  lower  respirator}-  tract, 
and  middle  ear.  Meningococcus  meningitis  has  been 
successfully  treated  in  two  patients.  One  patient  with 
proteus  lung  abscesses  was  cured.  The  chief  toxic 
manifestation  has  been  a mild  dermatitis  with  or  with- 
out fever  which  has  subsided  promptly  after  the  drug 
was  discontinued.  Headache  and  general  malaise 
may  occur  but  in  no  instance  has  crystalluria,  leu- 
kopenia, or  any  other  serious  complication  been  ob- 
served. Further  use  of  this  drug  to  determine  its 
true  value  for  short  or  long-term  prophylaxis  and 
for  treatment  of  sulfonamide  susceptible  infections 
would  appear  to  be  indicated. 

A so-called  “sustained  release”  preparation  is 
available  under  the  trade  name  of  Sul-Spansion.®’**’*^ 
The  basic  sulfonamide  is  sulfaethylthiadiazole*^ 
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which  was  originally  isolated  by  a group  of  German 
scientists  in  1940.  'I'his  drug  is  said  to  be  absorbed 
continuously  over  an  eight  to  ten  hour  interval  pro- 
ducing thereby  a prolonged  even  concentration  in  the 
blood.  It  is  administered  orally,  diffuses  readily 
from  the  gastrointestinal  tract  and  is  very  soluble 
in  urine  over  a wide  range  of  pH.  Between  90  and 
95  per  cent  of  the  total  blood  and  urine  sulfonamide 
exists  in  the  free  form.  Adequate  plasma  levels  are 
maintained  by  a dose  administered  every  twelve 
hours.  Growth  inhibition  of  both  gram  negative  and 
gram  positive  pathogens  has  been  noted  and  clinical 
results  in  respiratory  and  urinary  tract  infections, 
especially  in  children,  have  been  uniformly  good. 
Dougan^^  has  recently  reported  his  experience  in 
treating  45  private  pediatric  patients  ill  with  acute 
and  chronic  infections  due  to  a variety  of  bacterial 
organisms.  All  but  two  of  his  patients  responded 
favorably.  He  observed  no  toxic  reactions. 

The  incidence  of  side-effects  is  said  to  be  lower 
than  with  other  sulfonamides.  Serious  hematological 
disturbances  such  as  granulocytopenia  and  hemolytic 
anemia  have  not  been  reported. 

It  was  found  by  certain  workers  in  1939  that  a 
suspension  of  sulfonamides  in  olive  oil  resulted  in 
enhancement  of  therapeutic  effect  and  high  blood 
levels  when  given  orally  to  mice.^  Extension  of  these 
studies  to  humans  in  1955  demonstrated  satisfactory 
blood  levels  of  free  sulfonamide  following  a twice- 
daily  dosage  of  an  oral  preparation  in  a lipid  emul- 
sion. These  investigations  formed  the  basis  for  the 
recently  introduced  lipid  emulsion*’  of  sulfadiazine, 
triple  sulfonamides,  and  sulfisoxazole.  When  admin- 
istered on  a twelve  hour  schedule  effective  levels  are 
produced  within  the  first  two  hours  and  continue 
for  an  eight  hour  period.  Reasonable  palatability 
and  low  toxic  potential  are  the  favorable  features 
of  these  compounds. 

Any  discussion  of  sulfonamide  drugs  would  be 
incomplete  without  a word  about  the  topically  acting 
preparations. Sulfasuxidine,  Sulfathalidine,  and 
Thalamyd  are  effective  in  treating  bacterial  infec- 
tions of  the  intestine  including  bacillary  dysentery. 
They  are  also  valuable  in  preoperative  preparation 
of  the  bowel.  Sulfamylon,  which  is  not  inhibited  by 
pus,  has  been  effective  in  a 5 per  cent  solution  when 
applied  to  the  mucous  membrane  in  upper  respiratory 
infections  and  certain  pyodermas. 

The  sulfonamides  act  primarily  as  bacteriostatic 
agents.’®  Antibiotics,  penicillin  in  particular,  are 
bactericidal  to  susceptible  organisms  in  the  test  tube 
and  may  be  to  some  extent  in  the  animal  body.  Re- 


covery from  infection  in  the  human  host  is  probabl)- 
never  due  solely  to  the  bactericidal  action  of  drugs. 
There  is  amjde  evidence,  both  clinical  and  experi- 
mental, that  the  destruction  of  a significant  j)ropor- 
tion  of  invading  bacteria  depends  upon  combined 
action  of  the  antimicrobic  agent  and  the  natural  de- 
fenses of  the  host.  Rarely,  if  ever,  is  a bactericidal 
effect  necessary  for  control  of  the  majority  of  bac- 
terial infections  which  are  treated  in  the  home  and 
office.  Such  activity  on  the  part  of  the  antibacterial 
agent  is  not  often  required  even  in  the  hospitalized 
patient.  Suppression  of  bacterial  multiplication  by 
adequate  amounts  of  a sulfonamide  drug  will  in- 
fluence favorably  the  course  of  most  susceptible 
infections. 

The  great  majority  of  the  less  severe  acute  infec- 
tions which  are  seen  in  practice  today  involve  either 
the  respiratory  passages,  the  gastrointestinal,  or  the 
urinary  tracts.^  The  estimate  has  been  made  that 
from  70  to  90  per  cent  of  uncomplicated  urinary 
tract  infections  are  responsive  to  these  drugs.  It 
seems  logical  to  prescribe  less  powerful  drugs  such 
as  the  sulfonamides  when  treating  mild  infections 
because  these  agents  are  effective  and  by  their  usage 
we  delay  the  development  of  antibiotic  resistant 
strains.  In  so  doing  we  reserve  our  most  potent 
weapon,  the  antibiotic,  for  more  serious  infectious 
processes. 

The  several  diseases^’’5  fgj.  ^hich  the  sulfonamide 
compounds  continue  to  be  first  choice  are  meningo- 
coccal infections  (treatment  and  prophylaxis),  un- 
complicated urinary  tract  infections  particularly  those 
caused  by  organisms  of  the  coliform  group,  bacillary 
dysentery,  cholera,  trachoma,  chancroid,  and  derma- 
titis herpetiformis.  Respiratory  pathogens  such  as 
pneumococci,  streptococci,  influenza  bacilli,  and 
Klebsiella  pneumoniae  are  sensitive  in  many  in- 
stances. Occasionally  the  sulfonamides  will  success- 
fully eradicate  infections  which  are  or  have  become 
antibiotic  resistant  especially  those  due  to  staphy- 
lococci and  certain  gram  negative  bacilli  such  as 
proteus,  pseudomonas,  and  salmonella.  They  can  be 
used  prophylactically  in  patients  requiring  indwell- 
ing catheters  and  in  preparation  of  the  bowel  for 
surgery. 

Sulfonamides  effectively  control  hemolytic  strepto- 
coccal infections  and  their  immediate  suppurative 
complications,  but  are  not  as  satisfactory  as  penicil- 
lin in  preventing  the  later  development  of  rheumatic 
fever  and  glomerulonephritis.  Long  term  prophy- 
lactic sulfonamide  therapy  has  been  successful  in 
preventing  recurrences  of  rheumatic  fever. 
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Combinations^’'®  of  an  antibiotic  and  a sulfona- 
mide are  not  recommended  as  routine  practice  but 
may  be  advantageous  in  the  management  of  certain 
acute  jiurulent  meningitides,  actinomycosis,  and 
mixed  infections  involving  the  respiratory  tract  or 
complicating  burns  and  traumatized  tissues.  How- 
ever, it  should  be  emphasized  that  there  are  few 
infections  in  which  the  administration  of  more  than 
one  agent  is  justified,  and  certainly  not  in  the  simple 
benign  infectious  processes  with  which  we  are  fre- 
(juently  confronted. 

Although  antibiotics  have  supplanted  sulfonamides 
in  the  treatment  of  many  infections  these  drugs  re- 
main valuable  therapeutic  tools.  Their  usage  is  eco- 
nomical because  they  can  be  manufactured  in  quan- 
tity at  low  cost.  More  than  5,000  sulfonamide  com- 
pounds'® have  been  synthesized  but  only  a very  few 
are  really  necessary  in  clinical  practice.  The  most 
favorable  results  are  obtained  b}-  the  proper  adjust- 
ment of  dosage  in  each  case.  A free  sulfonamide 
concentration  of  10  to  15  mg.  per  cent  in  severe 
infections  and  5 to  10  mg.  per  cent  in  moderately 
severe  infections  has  been  found  to  be  adequate.® 

Systemically-acting  sulfonamides  are  promptly  ab- 
sorbed by  the  intestine  and  diffuse  freely  into  body 
fluids.  Since  they  exit  via  the  urinar\-  tract,  good 
renal  function  is  essential  to  prevent  dangerously 
high  blood  and  tissue  levels.  When  prescribed  sen- 
sibly sulfonamides  carry  no  greater  risk  than  any 
other  effective  antimicrobic  drug. 

SUMMARY 

quarter  century  after  their  introduction  the 
sulfonamides  remain  effective,  inexpensive  anti- 
microbic agents.  In  this  paper  the  compounds  pres- 
ently available  are  discussed  and  their  clinical  indi- 
cations reviewed.  It  is  emphasized  that  constant 
maintenance  of  adequate  blood  levels  of  free  sulfon- 
amide is  necessary  for  successful  therapy  and  to 
prevent  the  development  of  bacterial  resistance. 
Serious  reactions  have  been  almost  completely  elim- 
inated Ijy  the  development  of  less  toxic  compounds. 
Concurrent  administration  of  sulfonamides  and  anti- 
biotics should  not  be  routine  but  reserved  for  certain 
sjiecific  situations. 

ADDENDUM 

Since  this  paper  was  written  a new  long  acting 
sulfonamide  has  been  released.  This  drug,  sulfa- 
dimethoxine,  has  been  given  the  trade  name  “IMadri- 
bon”.  Preliminary  studies'”  indicate  prompt  absorp- 
tion, slow  excretion,  and  low  toxic  ]>otential.  .After 


an  initial  loading  dose  administration  of  the  com- 
pound once  every  twenty-four  hours  is  considered 
to  be  adequate  for  control  of  infections  caused  by 
sensitive  bacteria.  Successful  treatment  of  respira- 
tory, urinary  tract  and  gastrointestinal  infections  of 
varied  bacterial  etiology  in  adults  and  children  has 
been  reported.'®*'® 
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Giving  Medicine  to  Children 


Giving  medicine  to  a stubborn  child  is  like  any 
other  “do-it-yourself”  home  project.  A Norfolk 
pediatrician,  Dr.  Forrest  P.  White,  listed  in  the 
December  Today’s  Health,  an  American  Medical 
Association  publication,  some  rules  and  techniques 
for  giving  medicine  to  children. 

His  general  rules  are: 

— Plan  the  procedure  first.  Have  all  equipment 
within  reach.  If  two  adults  are  involved,  decide 
what  each  will  do. 

— Put  the  medicine  bottle  where  the  child  can’t 
knock  it  over,  especially  if  it  is  expensive. 

— Assume  from  the  first  that  you  are  going  to 
succeed.  This  conviction  alone  may  persuade  the 
child  that  he  may  as  well  cooperate. 

— Don’t  let  your  child’s  excitement  infect  you. 
Keep  calm.  If  you  feel  anger,  don’t  show  it.  Just 
keep  talking  to  the  child  calmly  and  soothingly,  even 
when  he’s  yelling  his  head  off. 

— When  a liquid  medicine  is  given  and  the  child 
vomits  afterward,  wait  till  he  calms  down  and  then 
repeat  it.  Usually  it  will  stay  down  the  second 
time. 

Dr.  White  said  that  when  two  parents  work 
together — or  gang  up  from  the  child’s  point  of  view — 
the  father  holds  the  child  on  his  lap  and  holds  the 
child’s  wrists,  while  the  mother  steadies  the  child’s 
head  and  forces  his  mouth  open. 

When  only  one  parent  gives  the  medicine,  he  holds 


the  child  on  his  lap  with  the  child’s  legs  between  his 
knees.  The  child’s  left  arm  is  kept  behind  the 
parent’s  back  and  the  parent  uses  his  right  hand 
to  hold  the  child’s  right  elbow  so  the  arm  is  above 
the  head.  The  child’s  head  is  held  against  the 
parent’s  body  and  child’s  upraised  right  arm. 

When  forcing  medicine,  it  is  often  best  to  give 
only  half  a teaspoonful  at  a time.  For  the  unusually 
rambunctious  youngster,  he  suggested  pouring  half 
a teaspoonful  into  each  of  two  spoons,  putting  them 
on  the  table,  returning  the  bottle  to  the  shelf  and 
then  getting  the  child. 

The  spoon  should  be  placed  on  the  tongue  and 
held  there,  tipping  it  to  pour  a small  amount  at  a 
time  onto  the  back  of  the  tongue.  As  long  as  the 
spoon  is  held  in  place,  the  child  can’t  spit  the 
medicine  out  and  has  no  choice  but  to  swallow. 

Almost  any  child  resisting  medicine  will  open 
his  mouth  to  cry,  allowing  the  spoon  to  be  inserted. 
If  instead  he  clamps  his  mouth  shut  and  the  mother 
needs  both  hands  free,  she  should  wrap  the  child 
snugly  in  a sheet  or  blanket  with  his  arms  against 
his  sides.  Then  the  mother  can  force  the  child’s 
mouth  open  with  one  hand  and  insert  the  spoon 
with  the  other. 

Nose  or  eye  drops  can  also  be  administered  with 
the  child  wrapped  in  a blanket  or  sheet. 

The  parents,  after  administering  the  medicine, 
should  give  the  child  all  the  love  and  sympathy  he 
needs. 
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Treatment  of  Superficial  Fungus  Infections 


'^HERE  are  no  specific  remedies  or  universally 
effective  prejiarations  for  the  treatment  of  super- 
ficial fungus  infection.  Professional  judgment  and 
dermatological  art  are  the  major  factors  in  treatment. 
There  are  a multiplicit}-  of  drugs  and  combinations 
of  drugs,  claims  and  approaches,  and  a variety  of 
procedures  and  practices.  Each  therapist  has  his 
own  favorite  group  of  remedies,  and  the  indications 
for  these  vary  with  the  inclination,  training,  and 
experience  of  the  therapist. 

It  is  perhaps  unnecessary  to  emphasize  that  it  is 
important  the  individual  patient  be  treated,  rather 
than  the  disease  itself.  Erom  a wide  variety  of  med- 
ications and  methods,  a program  may  be  established 
most  suited  for  the  clinical  type  of  disease,  which 
will  take  care  of  secondary  irritation  and  infection, 
and  which  will  exercise  due  regard  for  staining 
qualities  of  medications,  their  tendency  to  produce 
discomfort,  and  their  indications,  and  contraindica- 
tions at  certain  locations. 

It  is  particularly  necessaix-  to  individualize  ther- 
apy, due  to  the  fact  that  the  results  of  unfortunate 
self-treatment  constitute  a major  therapeutic  problem 
in  the  management  of  superficial  fungus  infections. 
Indeed  their  management  is  often  not  that  of  a pure 
fungus  infection,  but  of  a multiple  factor  dermatitis. 
Irritation,  secondary  infection,  sensitization  and  com- 
plications without  number,  are  prominent  in  many 
patients.  It  is  in  this  group  of  cases  that  it  is  neces- 
sary to  go  slow  when  one  is  in  doubt. 

Eungus  infection  of  the  skin  and  skin  appendages 
may  imitate  many  skin  disorders,  and  in  turn  be 
imitated  by  them.  For  this  reason,  laboratory  diag- 
nosis is  desirable.^ 

For  clinical  purposes,  classification  on  a topo- 
graphic basis  is  most  useful,  because  similar  erup- 
tions may  be  produced  by  different  organisms,  mak- 
ing a mycologic  diagnosis  largely  impractical. 

Moreover,  treatment  must  l>e  instituted  promptly 
for  the  purpose  of  relieving  symptoms  and  prevent- 
ing spread,  and  early  diagnosis  may  not  be  possible, 
beyond  demonstration  of  the  organisms  in  scrapings. 

Abstracted  from  addresses  given  at  the  annual  meeting 
of  The  American  Acadamy  of  Dermatology,  Chicago, 
December  9,  1957,  and  at  the  Conference  on  Dermatology 
and  Otolaryngology,  The  University  of  Virginia  School 
of  Medicine,  Charlottesville,  Virginia,  January  17,  1958. 
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It  is  not  the  purpose  of  this  presentation  to  dis- 
cuss terminology,  or  the  laboratory  procedures  used 
in  the  identification  of  organisms  in  scrapings  and 
cultures. 

TINEA  CAPITIS 

Cultural  confirmation  of  the  diagnosis  of  tinea 
capitis  is  desirable  because  the  treatment  approach 
is  often  determined  by  the  causative  organism. 

A preliminary  classification  is  often  possible  based 
on  the  presence  or  absence  of  inflammator}-  reaction. 
Microsporum  canis  eruptions  are  usually  character- 
ized by  inflammation,  and  often  respond  to  local 
treatment,  whereas  a non-inflammatory  process  is 
frequently  a sign  of  the  resistant  type  of  Micro- 
sporum audouini  infection  which  eventually  may 
require  roentgen  epilation.  Both  will  fluoresce  under 
the  M'ood's  filtered  ultraviolet  light. 

Occasionally,  scalp  infections  are  due  to  Tricho- 
phyton tonsurans.  These  infections  do  not  fluoresce, 
are  resistant  to  treatment,  and  are  not  limited  to 
children. 

There  are  a number  of  general  measures  which  are 
important  in  treatment.  The  hair  should  be  clipi>ed 
short  (one  fourth  to  one  half  inch.)  A daily  cleansing 
with  soap  and  water  is  essential.  The  child  should 
be  permitted  to  go  to  school  if  under  treatment  and 
supervision.  This  is  in  keeping  with  the  procedure 
in  many  leading  health  departments.  The  use  of 
caps  is  virtually  useless.  The  caps  constitute  a 
curiosity,  and  other  children  will  often  take  the  cap 
off  the  infected  patient's  head  and  apply  it  to  their 
own.  Moreover,  the  upkeep  on  the  caps,  which  is 
the  parents  responsibility,  is  often  not  all  that  it 
should  be.  From  a practical  point  of  view,  nothing 
is  to  be  gained  by  having  the  patient  wear  a cap, 
or  to  remain  away  from  school. 

Microsporum  audouini  infections  are  frequently 
resistant  to  local  treatment,  and  x-ray  epilation  is 
often  necessary.  Kligman’s-  studies  of  the  natural 
history  of  the  disease  disclose  reasons  for  failure 
of  local  treatment.  For  routine  topical  therapy  in 
these  cases,  Salundek®  (new)  ointment*  applied 
twice  daily  is  satisfactory.  The  ointment  should  be 
rubbed  in  well  both  night  and  morning.  Decupryl® 
liquid!  applied  twice  daily,  is  useful.  Debridement, 
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through  the  manual  removal  of  the  affected  hairs  by 
the  use  of  eyebrow  forceps,  and  wide  adhesive  tape, 
is  necessary. 

Although  an  occasional  case  will  respond  rapidly, 
many  of  these  eruptions  will  endure  for  three  to 
eighteen  months  or  more. 

Microsporum  canis  infections  are  treated  with 
wet  dressings  of  0.5  per  cent  aluminum  acetate  solu- 
tion, 1 : 4,000  potassium  permanganate,  or  1 : 4,000 
silver  nitrate  compresses,  if  kerion  is  pronounced. 
Secondary  pyogenic  infection  is  usually  present  and 
in  these  cases  it  is  necessary  to  administer  a broad 
spectrum  antibiotic  orally. 

Penicillin  is  contraindicated.  Manual  epilation 
and  debridement  is  mandatory,  and  an  undeniably 
difficult  procedure  in  small  children  who  resent 
the  associated  discomfort. 

Five  per  cent  ammoniated  mercury  ointment, 
Salundek  ointment,  and  Verdefam®  liquid^  are  use- 
ful in  both  types  of  infection. 

The  inflammatory  type  will  often  clear  up  on 
suitable  debridement,  wet  dressing,  broad  spectrum 
antibiotics  orally,  and  topically  in  ointment  form, 
the  fungus  infection  apparently  being  taken  care 
of  by  the  inflammatory  process  and  defluvium  in 
the  affected  areas. 

The  multiplicity  of  methods  advocated  in  the 
treatment  of  tinea  capitis  is  mute  testimony  to  the 
unsatisfactory  nature  of  the  management  of  this 
condition.  Dobes®  has  advocated  the  use  of  estrogens 
in  males,  administering  aminotin  by  injection.  A 
fungicidal  ointment  is  used  with  this  method  of 
treatment.  Estrogen  therapy  is  not  suitable  for  use 
in  females  because  of  side  effects.  Sullivan  and 
Bereston"'  have  suggested  the  use  of  5-Chforo- 
salicylanilide  topically.  Various  methods  of  freezing 
the  lesions  by  means  of  freon,  ethyl  chloride,  or 
solid  carbon  dioxide  have  been  advocated. 

Corticosteroids  orally,  covered  by  a broad  spec- 
trum antibiotic  has  been  suggested  for  the  treatment 
of  kerion. 

Everything  considered,  treatment  results  have  im- 
proved, but  treatment  still  leaves  much  to  be  desired. 

TINEA  CORPORIS,  CRURIS,  AND  AXILLARIS 

The  lesions  of  tinea  corporis  occur  in  a wide 
variety  of  patterns.  The  annular,  circular  lesion 
with  scaling  vesicular  borders,  is  the  type  usually- 
found.  Eczematous  lesions,  usually  annular,  without 
central  clearing,  and  plaque-like  lesions,  the  latter 
frequently  due  to  Trichophyton  rubrum,  may  occur. 
Kerion  formation  is  frequently  seen  in  Trichophyton 
verrucosum  infections,  contracted  from  cattle. 


Conservative  treatment  in  the  form  of  wet  dress- 
ings and  antibiotics  orally,  should  be  used  for  the 
kerion  type  of  lesion. 

Dry,  scaling  lesions  often  respond  to  a keratolytic 
ointment  such  as  this  modified  Whitfield’s  formula, 
with  5%  sulfur  added: 


Sulfur  ppt. 

Salicylic  acid 
Benzoic  acid 
Aquaphor 
Cold  cream  aa  q sad 


3.0  Gms. 
1.8  Gms. 
3.6  Gms. 


60.0  Gms. 


Sig:  Apply  twice  daily. 


Eczematous  lesions  often  respond  very  well  to  the 
same  approach.  Those  which  display  inflammatory 
reaction,  often  yield  favorably  to  1 % hydrocortisone 
and  3%  Vioform®  in  a washable  ointment  base, 
applied  four  times  daily  or  oftener. 

Carbol  fuchsin  paint  N.  F.  (Castellani’s  paint), 
freshly  prepared,  is  especially  useful  in  the  inguinal 
area  and  axillas,  if  applied  once  or  twice  daily. 

Colorless  Castellani’s  paint,  omitting  the  basic 
fuchsin,  is  especially  welcomed  by  the  patient  since 
it  will  not  betray  him  in  the  locker  room  or  swim- 
ming pool. 

Common  sites  for  the  localization  of  these  infec- 
tions are  the  inguinal  area  and  adjacent  regions, 
perineum,  and  perianal  region,  as  well  as  the  axillas. 
The  common  organisms  found  are  Epidermophyton 
floccosum,  Candida  albicans,  and  various  species  of 
Trichophyton. 

Ointments  are  j^oorly  tolerated  in  these  regions. 
A possible  exception  is  the  previously  described 
hydrocortisone-vioform  ointment.  Fatty  acid  oint- 
ments composed  of  undecylenic,  proprionic,  or  capry- 
lic  acids  and  their  salts,  alone  or  in  combinations, 
are  usually  non-irritating,  but  are  not  as  effective  as 
older  remedies.  A shake  lotion  with  2%  resorcin 
added  is  usually  well  tolerated,  and  may  be  applied 
four  times  daily  or  oftener. 

Wet  dressings  should  be  employed  in  acute  cases, 
followed  by  a shake  lotion,  and  later  on  by  more 
aggressive  measures,  such  as  Castellani’s  paint,  and 
the  following  fungicidal  powder: 


Sodium  thiosulfate 
Salicylic  acid 
Boric  acid 
Zinc  oxide 
Zinc  stearate 
Talc  aa  qs  ad 


0.6  gms. 
1.2  gms. 
6.0  gms. 


60.0  gms. 


Sig:  Apply  twice  daily. 
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The  powder  may  be  used  indefinitely  as  prophy- 
lactic treatment. 

TINEA  PEDIS  AND  MANUS 

Tinea  pedis  is  perhaps  the  most  common  form  of 
fungus  infection  for  which  treatment  is  requested. 
I'he  organisms  commonly  found  are  Epidermoph}- 
ton  floccosum,  Trichophyton  in  its  various  species, 
and  occasionally  Candida  albicans  and  species  of 
Microsporum.  The  lesions  may  be  (1)  dry,  scaly 
and  hyperkeratotic;  (2)  intertriginous;  or  (3)  vesi- 
culobullous. 

The  scaly,  hyperkeratotic  form  is  often  caused  by 
T.  rubrum,  a type  resistant  to  treatment. 

^'esiculobullous  tinea  pedis  commonly  found  on 
the  sole,  is  usually  seen  in  those  who  are  highly 
sensitive  to  the  infecting  organism.  Vesicular  and 
bullous  lesions  often  become  secondarily  infected 
with  pyogenic  organisms,  with  resultant  cellulitis, 
lymphangitis  and  lymphadenitis,  and  frequently  dis- 
play various  forms  of  distant  autosensitization 
reactions. 

Intertriginous  lesions  are  characterized  by  macera- 
tion, fissuring,  and  scaling  between  the  toes,  espe- 
cially between  the  fourth  and  fifth.  This  type  of 
eruption  is  usually  worse  during  warm  weather. 

The  dry  keratotic  lesions  are  often  responsive  to 
the  previously  described  \Miitfield’s  ointment  for- 
mula, with  5%  sulfur  added.  Castellani's  paint  is 
time  honored  and  effective.  Fatty  acid  ointments 
may  be  used,  but  are  not  as  successful  as  some  of  the 
conventional,  older  remedies.  saturated  solution 
of  salicylic  acid  in  70%  alcohol  is  useful  for  paint- 
ing dry,  scaling,  foot  eruptions.  It  may  be  applied 
once  or  twice  weekly  and  should  not  be  prescribed 
for  patients  for  their  personal  use. 

Verdefam,  or  Triacetin"  may  be  tried  in  the 
treatment  of  Trichophyton  rubrum  infections. 

The  acute  vesiculobullous  lesions,  or  those  of  large 
denuded  and  irritated  areas,  are  best  managed  by 
bed  rest  and  elevation  of  the  affected  part,  together 
with  compresses  of  1 :4000  potassium  |)ermanganate, 
1:2000  silver  nitrate,  or  0.5%  aluminum  acetate. 
Overnight  compressing  is  especially  helpful.  The 
importance  of  debridement  cannot  be  overestimated. 
This  consists  in  clipping  off  the  top  of  the  vesicles, 
and  removing  crusts.  Broad-spectrum  antibiotics 
orally  are  imp)erative  in  most  of  these  cases  in  which 
secondary  cellulitis  and  lymphangitis  are  usually 
encountered.  They  are  also  useful  prophylactically 
in  order  to  prevent  infection  of  large  denuded  areas. 
Penicillin  is  contraindicated. 


.\s  the  acute  process  subsides,  3%  vioform  in  a 
washable  ointment  base,  or  Sterosan®  ointment* 
(chlorquinaldol)  may  be  used.  The  previously  de- 
scribed fungicidal  powder  can  be  used  when  activity 
has  diminished,  and  the  patient  should  be  instructed 
to  continue  this  on  a more  or  less  permanent  basis 
in  an  attempt  to  prevent  recurrences.  In  those  who 
have  hyperhidrosis,  the  oral  administration  of  anti- 
cholinergic drugs  may  be  helpful. 

Fungus  infections  of  the  hands  are  treated  very 
much  like  those  of  the  feet.  Dry,  scaly  lesions,  or 
vesicular  and  bullous  lesions  with  secondary  pyo- 
derma, are  largely  seen  here. 

The  Whitfield’s  type  ointment  with  5%  sulfur 
added,  often  works  well  for  the  former,  and  com- 
pressing, antibiotics  orally,  with  hydrocortisone- 
vioform  cream  topically  is  often  the  best  approach, 
in  the  latter. 

The  dry,  scaly  type  is  often  due  to  Trichophyton 
rubrum,  and  is  resistant  to  treatment.  Verdefam  or 
Triacetin  may  be  tried. 

Trichophyton  verrucosum  infections  occuring  in 
individuals  who  are  exposed  to  infected  cattle,  may 
occur  on  the  hands  as  solitary  or  multiple,  discrete 
lesions.  These  often  yield  to  .\-ray  therapy,  iodides 
orally,  ammoniated  mercury  ointment,  crude  coal  tar 
ointment,  or  the  Whitfield  ointment  formula.  Com- 
pressing, debridement,  and  local  epilation  with  for- 
ceps are  all  necessary. 

ONVCHOMYCOSIS 

Fungus  infections  of  the  nails  are  frequently  re- 
sistant to  treatment.  The  invading  organisms  are 
usually  Trichophyton  rubrum  or  mentagrophytes. 
Occasionally  other  organisms  are  found. 

.\  number  of  approaches  have  been  suggested  for 
this  disorder.  Satisfactory  results  are  sometimes  ob- 
tained from  fractional  x-ray  therapy,  combined  wdth 
the  application  twice  daily  of  the  Whitfield’s  type 
ointment  with  added  sulfur,  and  daily  debridement 
with  emer}'  boards. 

If  the  patient  can  be  persuaded  to  follow  a treat- 
ment regimen  for  six  to  eight  months,  the  results 
are  sometimes  astonishingly  good. 

Failures  occur  with  all  methods  of  treatment.  Sur- 
gical removal  of  the  nail  alone  is  seldom  justified, 
and  is  ineffective  unless  followed  up  with  vigorous 
treatment  with  a fungicidal  ointment. 

TINEA  BARBAE 

Fungus  infection  of  the  bearded  area  is  uncom- 
mon. It  should  be  suspected  when  a pustular  folli- 
culitis of  the  bearded  area  proves  resistant  to  treat- 
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ment.  These  infections  are  usually  due  to  Trichophy- 
ton organisms,  and  it  is  always  wise  to  obtain  cul- 
tures. 

Management  of  these  eruptions  is  similar  to  that 
of  tinea  capitis.  Fractional  .x-ray  therapy,  wet  dress- 
ings of  silver  nitrate,  or  potassium  permanganate, 
manual  epilation,  debridement,  a broad-spectrum 
antibiotic  orally  and  topically,  and  the  application 
of  the  Whitfield’s  ointment,  or  S'/r  ammoniated  mer- 
cury ointment  will  usually  bring  about  a favorable 
result. 

TRICHOMYCOSIS  AXILL.\RIS 

In  this  condition,  numerous,  pigmented  deposits 
caused  by  Nocardia  tenuis,  accumulate  on  the  axil- 
lary hair. 

The  best  method  of  taking  care  of  this  problem 
is  to  shave  the  affected  area. 

OTOMYCOSIS 

These  inflammatory  disorders  involving  the  ex- 
ternal ear  and  ear  canal,  are  not  fungus  infections. 
-Although  saprophytic  fungi  are  often  cultured  from 
the  affected  area,  pathogenic  fungi  are  almost  never 
recovered. 

IMany  of  these  cases  may  be  classified  as  neuroder- 
matitis, seborrheic  dermatitis,  infectious  eczematoid 
dermatitis,  or  contact  dermatitis. 

Fungicides  are  to  be  avoided.  Wet  dressings  of 
0.5%  aluminum  acetate  solution,  with  careful  dry- 
ing afterwards,  broad-spectrum  antibiotics  orally, 
hydrocortisone-antibiotic  ointments,  or  3%  vioform 
cream,  are  helpful  in  this  condition.  Corticosporin®  § 
drops  are  also  useful.  Many  cases  are  assisted  by 
fractional  x-ray  therapy,  .\gain,  debridement  is  often 
helpful  in  these  cases. 

MONILIASIS 

Candida  is  a true  facultative  pathogen.  The  reac- 
tions to  this  organism  are  often  widespread,  and 
almost  always  secondary  to  some  other  insult  to  the 
skin  or  mucous  membrane.  Poor  nutrition  and  ex- 
cessive exposure  to  moisture  are  frequent  background 
factors. 

Infections  of  the  skin  in  the  anogenital  area  and 
around  the  nails  usually  respond  to  nystatin  admin- 
istered orally  and  nystatin  ointment  applied  topically. 
Whitfield’s  ointment  with  5%'  sulfur  added  is  use- 
ful. The  application  of  a 2 '/f  aqueous  solution  of 
gentian  violet  has  its  supj)orters,  in  spite  of  its  un- 
fortunate staining  quality.  Addition  of  hydrocorti- 
sone and  of  a broad-spectrum  antibiotic  to  the 
nystatin  ointment  often  augments  the  therapeutic 
effect,  when  secondar}-  pyoderma,  and  inflammatory 


reaction  are  present.  Nystatin  in  a lotion  form  may 
be  used  in  intertriginous  areas.  I'wo  nystatin  tablets 
of  500,000  units  each  may  be  dis.solved  and  added 
to  one  ounce  of  a shake  lotion  base,  such  as  calamine 
lotion.  Only  fresh  lotion  should  be  used  since  the 
solution  begins  to  lose  its  potency  in  twenty-four 
hours,  and  usually  has  to  be  discarded  after  one 
week. 

Nystatin,  orally,  in  a dosage  of  two  500,000  unit 
tablets,  three  times  daily  is  necessary  in  widespread 
monilial  infections. 

Oral  infections  may  be  treated  by  means  of  ny- 
statin suspension,  held  in  the  mouth,  or  nystatin 
tablets  dissolved  in  the  mouth. 

TINEA  VERSICOLOR 

Tinea  versicolor  is  a common  disorder  due  to 
infection  with  Malassezia  furfur.  Patients  usually 
apply  for  treatment  because  of  the  cosmetic  fault 
and  not  because  of  the  mild  local  symptoms.  It  is 
important  to  make  a laboratory  diagnosis,  demon- 
strating the  spores  and  mycelia  in  direct  potassium 
hydroxide  preparations,  jiarticularly  in  those  cases 
where  the  disease  may  be  confused  with  vitiligo. 

This  disorder  usually  yields  to  mild  exfoliative 
procedures.  The  application  of  vinegar,  followed  by 
5%  sodium  thiosulfate  aqueous  solution,  applied 
twice  daily,  is  a time  honored  remedy.  Many  patients 
consider  this  approach  cumbersome,  however.  Other 
exfoliating  preparations,  such  as  colorless  Castellani’s 
paint  applied  to  small  areas,  or  one-half  strength 
Whitfield’s  ointment,  or  Fostex®  cream,  or  Sel- 
sun®  as  a detergent  once  or  twice  daily  may  be  used. 
The  Whitfield’s  ointment  may  be  applied  at  night. 
The  patient  bathes,  and  scrubs  the  skin  with  a brush 
the  next  morning,  and  repeats  the  process  daily.  It 
is  most  important  to  continue  treatment  for  at  least 
two  weeks  after  the  eruption  has  been  brought  under 
control.  Recurrences  are  frequent,  indeed  usual, 
and  the  patient  should  be  instructed  to  resume  the 
treatment  at  the  appearance  of  a recurrence. 

The  treatment  of  erythrasma  is  the  same  as  for 
tinea  versicolor. 

DERM.\TOPHYTlDS 

The  “id”  reactions  are  secondary  erujhions,  and 
are  S])read  hematogenously  from  a primary  focus  in 
specifically  sensitized  individuals.  Dermatophytids 
often  manifest  themselves  as  a vesicular  eruption 
on  the  fingers  and  hands,  but  may  occur  on  any  part 
of  the  body,  and  may  be  generalized. 

Diagnosis  is  usually  made  on  clinical  grounds, 
although  diagnostic  criteria  include  (1)  demonstra- 
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tion  of  fungi  in  a primary  focus;  (2)  absence  of 
fungi  in  secondary  lesions;  (3)  a positive  trichophy- 
ton test;  (4)  disappearance  of  the  “id”  reaction 
when  the  primary  focus  is  removed. 

Treatment  is  directed  mainh-  to  the  primary  site. 
Conservatism  and  caution  are  necessar}-  if  there  is 
much  inflammation  present.  Symptomatic  treatment 
is  indicated  for  the  “id"  manifestations.  Too  aggres- 
sive treatment  to  the  primary  site  will  also  cause 
an  exacerbation  of  the  “id”  reaction. 

The  systemic  administration  of  corticosteroids  is 
helpful  in  severe  generalized  “id”  eruptions. 

Hyposensitization  treatment  with  trichophyton  is 
tricky,  rarely  necessary,  and  subject  to  complications. 
It  is  worth  a trial  in  resistant  cases. 

PROPHYLAXIS 

Prophylaxis  of  fungus  infections  consists  largely 
in  improving  environmental  factors,  and  increasing 
the  resistance  of  the  skin.  It  is  seldom  possible  to 
obtain  a patient's  cooperation  in  following  any  sort 
of  regimen  for  a necessary  length  of  time.  However, 
for  the  occasional  case,  and  for  those  who  have  had 
multiple  recurrences,  prophylactic  measures  are  worth 
emphasizing. 

Since  the  feet  are  perhaps  the  source  of  infection 
for  other  areas,  and  are  more  frequently  involved 
than  any  other  part  of  the  body,  preventive  measures 
are  more  fruitful  here  than  elsewhere. 

The  feet  should  be  dried  carefully  after  bathing, 
and  the  patient  should  “sandpaper”  between  the  toes 
with  a bath  towel  after  bathing,  in  order  to  remove 
scales  from  the  toes.  A\’ell  ventilated  shoes,  such 
as  nylon  mesh-top  shoes,  are  worth  a trial.  In  hot 
weather,  many  patients  find  sandals  necessary.  Lamb’s 
wool  may  be  placed  between  the  toes  when  there  is 
maceration  and  fissuring.  Dry  socks  of  cotton  or 
wool  should  be  worn.  The  patient  should  carefully 
rinse  soaj)  from  the  skin  after  bathing,  since  alka- 
linity seems  to  be  an  unfavorable  influence.  Clogs 
should  be  worn  in  public  places  where  people  cus- 
tomarily go  bare-footed. 

The  fungicidal  powder  already  descriljed,  is  a 
serviceable  prophylactic  application.  It  may  be  ap- 
plied twice  daily  to  the  feet,  axillas,  and  inguinal 
area,  or  used  as  a dusting  powder  for  the  body. 

Rubber  gloves,  worn  for  short  periods,  are  of 
value  in  the  management  of  hand  infections,  in  those 
patients  ex])osed  to  excessive  moisture. 

-Attention  to  stasis  factors,  peripheral  vascular 
disease,  occupational  factors,  emotional  tension 
(which  increases  perspiration),  are  all  important. 
Climatic  factors  cannot  be  controlled,  but  the  patient 


can  be  educated  to  meet  the  demands  of  excessive 
heat  and  humidity. 

It  is  probably  futile  to  attempt  to  “sterilize”  shoes. 
It  often  comforts  the  patient  (since  he  expects  some 
sort  of  treatment  directed  toward  the  shoes)  if  he 
exposes  the  shoes  to  intense  sunlight  for  several 
hours  daily  for  several  days.  It  is  believed  this  will 
accomplish  as  much  “sterilization"  as  one  can  hope 
for. 

It  is  particularly  necessary  to  explain  to  the  patient 
with  a recurrent  fungus  infection,  that  his  problem 
is  largely  one  of  environmental  factors,  particularly 
heat  and  moisture,  in  addition  to  lack  of  resistance, 
or  a peculiar  susceptibility  of  his  skin  to  infection 
with  the  organism. 

In  summary,  the  treatment  of  superficial  fungus 
infections  must  be  individualized  to  meet  the  clinical 
manifestations  of  the  disorder.  The  necessar}-  pro- 
cedures are  control  of  secondary  pyogenic  infection 
by  broad-spectrum  antibiotic  therapy,  and  wet  dress- 
ings, debridement,  topical  therapy  according  to  the 
needs  of  the  local  reaction,  prevention  based  upon 
control  of  environmental  factors,  the  use  of  a fungi- 
cidal dusting  powder,  and  a ready  explanation  for  the 
patient's  insistant  and  searching  questions. 
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*Salundek  ointment  (new).  A mixture  of  undecylenic 
acid,  zinc  undecylenate,  mono  and  di-chlorosalicylanalide, 
and  salicylamide.  Maltbie  Laboratories,  Division  of  Wal- 
lace & Tiernan  Inc. 

tDecupryl  liquid.  A solution  of  copper  undecylenate, 
undecylenic  acid  with  a wetting  agent,  aerosol,  in  a sol- 
vent liquid  base  containing  isopropanol  and  tetrachloro- 
ethylene.  Crookes  Laboratories,  Inc. 

JV^erdefam  liquid.  A solution  of  salicylic  acid,  fatty 
acids,  and  their  sodium  and  copper  salts,  and  sodium  dioc- 
tylsulfosuccinate.  Texas  Pharmacal  Co.,  Inc. 

'Triacetin,  (glyceryl  triacetate).  Available  in  pow- 
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Neoplasms  of  the  Thymus 


RICHARD  N.  deXIORI),  M.D. 
Lynchburg,  Virginia 
E,  CATO  DRASH,  M.D. 
Charlottesville,  Virginia 


UMORS  OF  THE  I'HVMUS  GLAND  are  a 
relatively  rare  occurrence  although  several  size- 
able series  have  been  reported  in  recent  years. ^ These 
tumors  are  usually  diagnosed  or  strongly  suspected 
prior  to  mediastinal  exploration  because  of  their 
location,  appearance  on  x-ray  and  usual  lack  of 
symptomatology.  At  one  time,  it  was  thought  that 
nearly  all  thymic  tumors  were  associated  with  myas- 
thenia gravis. However,  it  has  been  shown  that 
the  thymoma,  as  contrasted  with  other  types  of  thymic 
tumors,  is  primarily  associated  with  this  neuromus- 
cular disorder.'*  Myasthenia  gravis  is  a disease  as 
yet  incompletely  understood.  The  basic  pathophysi- 
ology has  not  been  demonstrated,  and  only  the  asso- 
ciation of  the  thymoma  and  myasthenia  gravis  has 
been  proven.  Actually,  about  25  to  35  per  cent  of 
all  thymic  tumor  patients  give  a history  of  myas- 
thenia-like  disorders.*  This  means,  of  course,  that 
the  thymoma  occurs  more  frequentl}’  than  other 
thymic  neoplasms.*’*  Other  mediastinal  tumors  or 
cysts,  which  by  themselves  are  rare,  are  nonetheless 
far  more  frequent  than  thymic  lesions.®  Neurogenic 
tumors,  lipomas,  teratomas  and  bronchogenic  cysts 
occur  more  frequently  in  this  general  group  than  do 
thymic  neoplasms. 

The  term  “thymoma”  is  by  itself  confusing  because 
of  its  ambiguity.  For  a period  prior  to  1940,  most 
anterior  superior  mediastinal  tumors  were  called  th\’- 
momas.  Actually,  this  tumor  is  well-defined  as  a 
slowly  growing  thymic  neoplasm  arising  from  both 
the  epithelial  and  lymphocytic  elements  of  the  thymic- 
parenchyma.  These  growths  have  a tremendous  vari- 
ability in  size,  age  of  occurrence  and  prognosis.  The 
cellular  nature  of  these  lesions,  that  is  their  malig- 
nant or  benign  potential  cannot  accurately  be  pre- 
dicted by  the  tumor  size.  In  general,  however,  the 
larger  thymic  neoplasms  are  more  often  malignant. 
Distant  metastases  are  rare  except  in  the  anaplastic- 
type  of  thymic  lesions,  but  destruction  by  local 
invasion  of  contiguous  structures  is  common.  Symp- 
toms depend  on  the  adjacent  mediastinal  structures 

From  the  Division  of  Thoracic  Surgery,  Department  of 
Surgery,  University  of  Virginia  School  of  Medicine, 
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involved.  The  superior  vena  cava  is  often  compressed 
or  invaded  with  subsecjuent  partial  vena  caval  ob- 
struction and  increased  venous  pressure  in  the  head 
and  upper  extremities.  These  patients  will  have 
obvious  venous  collaterals  over  the  arms  and  upix-r 
chest.  The  neck  is  often  suffused  and  large,  and  the 
patient  gives  a history  of  frecjuent  fainting  or  light- 
headed episodes.  Venous  pressure  in  these  individ- 
uals may  be  elevated  to  levels  reaching  300  to  400 
mm.  of  water.  Tracheal  or  bronchial  compression 
may  cause  dyspnea,  wheezing  and  paroxysmal  cough- 
ing episodes.  Usually,  however,  there  are  relatively 
few  symptoms  and  the  diagnosis  of  tlpmic  tumor 
is  apt  to  be  made  following  a routine  survey  chest 
film. 

REPORT  OF  CASES 

'Fhe  ten  year  experience  with  thymic  tumors  at 
the  University  of  Virginia  Hospital  is  recorded  in 
the  accompanying  chart  (Chart  I).  Seven  cases  were 
diagnosed  and  underwent  exploratory  thoracotomy. 
Five  of  these,  or  71  ])er  cent,  were  found  to  be  malig- 
nant. No  cases  studied  were  associated  with  my- 
asthenia gravis.  The  largest  thymic  tumor  in  this 
group  occurred  in  a 22-year-old  colored  male. 

T.  D.  A 22-year-old  colored  male  had  a one- 
month  history  of  shortness  of  breath,  a 30-]5ound 
weight  loss,  difficulty  sleeping  except  in  a sitting 
position  and  swelling  of  the  arms,  neck  and  face. 
There  had  been  several  episodes  of  syncope. 

Chest  x-rays  revealed  a large  mediastinal  mass 
(Fig.  2).  Examination  revealed  a blood  pressure 
of  120/90,  pulse  102,  resjjiratory  rate  of  25.  The 
])atient  sat  leaning  forward  throughout  the  examina- 
tion. The  veins  over  the  arms  and  anterior  chest 
were  distended  and  caput  medusae  channels  were 
present  over  the  abdomen. 

Laboratory  studies  revealed  a venous  pressure  of 
470  mm.  water  in  the  upper  extremities,  circulation 
time  of  25  seconds,  hematocrit  36,  liver  function 
studies  normal.  ECG  revealed  prolonged  QRS  com- 
plexes suggesting  interventricular  conduction  defect. 

Bronchosco])}-  revealed  compression  of  the  tra- 
chea without  erosion.  .Axillary  and  prescalene  bio])- 
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Case 

Diagnosis 

Operability 

Life  Span  Follow- 
ing Treatment 

T reatment 

L.  H.,  61  year  old  male 

Sarcoma  of  thymus 

Unresectable 

One  month 

None 

I.  H.,  39  year  old  male 

Malignant  thymoma 

Unresectable 

Five  years 

X-ray  therapy 

D.  S.,  36  year  old 
white  female 

Thymoma 

Resected 

Still  living 
{lYi  years) 

Resection  only 

T.  H.,  25  year  old 
white  female 

Lymphosarcoma 

Unresectable 

X-ray  therapy 

I.  T.,  68  year  old  male 

.Malignant  thymoma 

Resected 

Still  living 
(4  months) 

Resection  only 

G.  D.,  23  year  old 
white  female 

Thymoma 

Resected 

Still  living 
(Ten  years) 

Resection  only 

T.  D.,  22  year  old 

.Malignant  thymic  tumor 

Resected 

Still  living 

Resection  and 

colored  male 

of  seminomatous  type 

(11  months) 

cobalt  therapy 

D.  D.,  32  year  old 
white  male 

Thymoma 

Resected 

Still  living 
(one  month) 

Resection  only 

Chart  I;  Thymic  Tumors 


sies  were  negative  for  tumor.  Needle  biopsy  through 
the  sternum  revealed  tumor,  probably  of  thymic 
origin. 

Exploratory  thoracotomy  was  performed  at  which 
time  the  sternum  was  split  and  a horizontal  incision 
in  the  fourth  intercostal  space  was  made  to  widely 
expose  the  tumor.  Hypothermia  was  employed.  The 
tumor  was  laminated  and  had  obviously  extended 
beyond  its  capsule  by  direct  invasion.  The  majority 
of  the  tumor  was  removed;  however,  neoplasm  was 
left  overlying  the  superior  vena  cava.  An  attempt 
to  remove  this  tumor  was  made,  but  the  vena  cava 


Figure  I 

Large  thymoma  described  in  case  presentation 


was  entered  and  it  was  immediately  apparent  that 
the  caval  wall  had  been  completely  replaced  by 
tumor.  Before  adequate  control  of  bleeding  could 
be  obtained,  13,500  cc.  of  blood  was  required.  This, 
we  believe,  lends  emphasis  to  the  point  of  avoiding 
unnecessary  dissection  when  obvious  malignancy  is 
present.  The  bleeding  was  controlled,  and  after 
removal  of  as  much  tumor  as  was  feasible,  the  chest 
was  closed  with  wire  sutures  and  bilateral  thoracic 
catheters  and  a substernal  catheter  were  employed 
for  adequate  drainage. 

The  patient  received  a total  of  8,000  roentgens  to 
the  mediastinum  with  the  cobalt  machine.  This  pa- 
tient, at  the  time  of  writing  is  14  months  postopera- 
tive, works  full  time,  and  has  regained  20  pounds  in 
weight.  (Fig.  I,  II,  and  III) 

DISCUSSION 

Evaluation  of  a patient  with  anterior  mediastinal 
mass  should  pursue  a general  pattern  somewhat  as 
follows:  A chest  x-ray  with  anterior-posterior,  ob- 
lique and  lateral  projections  is  necessary.  Fluoroscopy 
should  be  done  to  determine  the  presence  or  absence 
of  pulsations  or  phrenic  nerve  involvement.  A care- 
ful history  of  weakness,  easy  fatigability,  etc.,  is 
important  to  determine  the  presence  of  myasthenia 
gravis.  If  neuromuscular  abnormality  is  suspected, 
prostigmine  should  be  given  to  confirm  the  diagnosis. 
Usually  control  of  symptoms  of  myasthenia  can  be 
obtained  with  20  to  50  mgm.  of  neostigmin  daily 
until  the  thymic  tumor  can  be  removed.®’”  Esopha- 
gograms  with  barium  or  Lipiodol  may  reveal  the 
presence  of  a posterior  projection  or  compression  by 
a large  thymic  tumor. 

A Horner’s  sy  ndrome  ma}-  be  present  and  should 
be  looked  for.  This  mav  occur  when  tumors  are 
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located  high  in  tlie  anterior  mediastinum  witli  in- 
volvement of  the  inferior  cervical  or  the  superior 
thoracic  sympathetic  ganglia.  This  syndrome  con- 
sists of  jrartial  jrtosis  of  the  eyelid,  e.xophtlialmos 
and  small  pujril,  with  warmth  and  dryness  of  the 
face  on  the  affected  side.  A bronchoscopy  is  always 
indicated  to  rule  out  other  bronchogenic  lesions,  the 
presence  of  tracheal  or  bronchial  compression  and 
the  possibility  of  bronchial  erosion.  Bronchial  biopsy 
is  performed  if  a recognizable  lesion  can  be  seen. 
Actually  bronchial  erosion  even  by  a malignant 
thymic  neoplasm  is  extremely  rare  and  erosion  by 
such  a tumor  would  certainly  contraindicate  thoracot- 
omy. A prescalene  biopsy  is  indicated  to  rule  out 
other  types  of  malignancy  since  thymic  neoplasms 
rarely  e.xtend  this  far.  Finally,  if  the  tumor  is  large 
and  located  directly  under  the  manubrium,  a Silver- 
man  needle  biopsy  can  be  done  with  great  care.  This 
is  not  indicated  unless  the  tumor  is  extremely  large, 
and  operability  is  in  question,  in  which  case  all 
modalities  of  diagnosis  are  employed.  Thymic 
growths  usually  occur  anterior  to  the  aortic  arch  at 
the  base  of  the  heart,  but  may  extend  downward 
as  far  as  the  diaphragm,  since  embryologically  tliy- 
mic  tissue  occurs  in  this  area.  Calcified  areas  are 
often  seen  since  deposition  of  calcium  occurs  in  the 
walls  following  cystic  degeneration. 


PATHOLOGY 

The  pathology  of  thymic  neoplasms  remains  con- 
fusing and  as  yet  not  clearly  defined.  The  most 
common  tumor  of  this  gland  is  the  thymoma  which 
is  usually  a relatively  benign  process  with  proliferat- 
ing lymphocytes  (thymocytes)  and  other  cells  con- 
sidered to  be  epithelial  in  origin.®  However,  Liebow 
feels  that  this  other  type  of  cell  is  related  to  lym- 
phangio-endothelial  tissue.®  Liebow'  and  Ackerman^® 
have  done  much  to  describe  accurately  the  cell  types 
found  in  thymomas  and  more  malignant  thymic 
tumors.  Thymomas  are  well  encapsulated  and  sev- 
enty-five per  cent  of  the  patients  with  these  growths 
have  a.ssociated  myasthenia  gravis.  The  so-called 
Hassall's  corpuscles  are  usually  not  found  in  these 
tumors,  but  are  always  present  in  normal  thymus. 
Since  these  lesions  are  well  encapsulated,  their  re- 
moval is  usual  complete.  Malignant  degeneration 
or  local  invasion  portends  a poor  prognosis. 

The  malignant  thymic  neoplasms  are  rouglily 
three  in  number  but  are  confusing  to  pathologist  and 
clinician  alike  because  of  the  mixed  types. 

I.  The  Hodgkins  type  of  thymic  growth  was 
described  by  Lowenkaupt.^^  The  tumor  pos- 


Figure  III 

Patient  one  year  postoperatively  following  removal  of 
large  mediastinal  thymoma 
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sesses  a distinct  capsule  and  is  subdivided 
into  lobular  partitions  by  inward  extension 
or  septae.  There  are  cellular  tumors  with 
large  prominent  nucleoli  similar  to  the  Reed- 
Steriiberg  cells  of  Hodgkin’s  Disease.  Lym- 
phocytic stroma  and  fil)roblastic  prolifera- 
tion are  extensive.  This  tumor  spreads  by 
direct  extension  and  frequently  involves  and 
replaces  the  wall  of  the  vena  cava  and  may 
spread  to  adjacent  lung  lymphatics. 

II.  A second  malignant  type  resembles  the  semi- 
noma of  the  testis.  This  tumor  also  spreads 
by  local  invasion  and  does  tend  toward  dis- 
seminated metastases. 

III.  The  third  type  is  the  thymic  malignancy  of 
an  anaplastic  or  undifferentiated  variety. 
These  tumors  are  fortunately  rare,  but  occur 
in  young  adults,  usually  males,  between  the 
ages  of  10  and  25  years. 

These  three  variants  of  thymic  tumors  rarely  have 
any  association  with  myasthenia  gravis  and  their 
clinical  course  is  relatively  short  and  always  fatal. 

SURGICAL  APPROACH 

The  surgical  approach  to  thymic  tumors  must  be 
adapted  to  the  position  of  the  growth.  Posterolateral 
thoracotomies  are  employed  for  tumors  predominately 
localized  to  one  liemithorax.  Sternum  splitting  pro- 


cedures are  used  for  midline  growths  and  a combined 
sternum  splitting  with  right  or  left  intercostal  inci- 
sion may  be  used  if  extension  into  one  or  other  pleura 
is  required.  We  have  performed  sternum  splitting 
as  well  as  bilateral  intercostal  incisions  on  one 
patient  in  order  to  adequately  and  safely  remove  the 
thymic  tumor.  The  use  of  curare  is  definitely  con- 
traindicated where  myasthenia  gravis  is  suspected 
or  previously  diagnosed.  Some  thymic  neoplasms 
may  involve  the  superior  vena  cava  and  other  con- 
tiguous vital  structures  such  as  the  pericardium  and 
aorta,  hypothermia  is  often  a wise  anesthetic  adjunct 
when  the  resection  of  a large  tumor  is  contemplated. 
Blood  loss  during  the  procedure  may  be  significant 
and  since  the  malignant  lesion  often  replaces  the 
walls  of  the  major  vessels,  hypothermia  may  be  life 
saving.  Attempt  at  cleanly  removing  all  tissue  from 
the  wall  of  the  superior  vena  cava  is  not  usually 
feasible,  especially  after  it  is  ascertained  that  one 
is  dealing  with  an  invasive  type  of  tumor.  Since 
complete  extirpation  of  these  malignant  tumors  is 
not  possible  after  extensive  local  invasion  has  oc- 
curred, any  heroic  attempt  at  “cure”  is  a fool-hardy,, 
often  fatal  maneuver.  The  surgeon  should  then  be 
satisfied  with  removal  of  the  bulk  of  the  tumor  so 
that  the  residual  can  be  treated  with  deep  x-ray  or 
cobalt  therapy.  Removal  of  the  bulk  of  a malignant 
thymoma  is  especially  important  where  superior  caval 
obstruction  is  present  on  the  basis  of  compression. 
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Figure  IV 

X-rays  showing  typical  thymoma  location 
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Figure  V 

Postoperative  x-ray  following  excision  of  thymoma 


cobalt  therapy  where  malignancy  exists.  It  is  not 
always  possible  to  resect  these  tumors  completely, 
because  of  their  close  association  with  mediastinal 
structures  and  their  invasive  tendency. 
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Figure  VI 

Cross  section  of  thymoma  showing  gross  lobulation 


In  all  cases  of  malignancy,  the  mediastinum  and  as 
much  of  the  involved  adjacent  tissue  as  possible 
should  be  irradiated  in  the  postoperative  ]>eriod. 
Unfortunately  these  lesions  often  resemble  sarcoma- 
tous growth  and  are  similarly  radioresistant. 

SUMMARY  AND  CONCLUSION 
Thymic  tumors  are  moderately  rare  lesions  in 
comparison  with  other  mediastinal  tumors.  Resec- 
tion of  these  lesions  is  always  indicated,  if  possible, 
and  should  be  followed  by  conventional  x-ray  or 
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Subacute  Thyroiditis 


The  COM:vIONEST  type  of  thyroiditis  is  the 
subacute  type.  At  times  it  is  quite  classical  but 
may  easily  be  mistaken  in  its  mild  forms  for  pharyn- 
gitis.® Its  clinical  and  histological  picture  was  first 
clearly  described  in  1904  by  de  Quervain,  but  the 
clinical  entity  had  remained  unknown  until  recently.® 
This  rather  benign  disease  has  been  called  by  sev- 
eral names,  such  as  de  Quervain’s  Thyroiditis,  acute 
recurrent,  pseudotuberculous,  and  giant  cell  thyroidi- 
tis, but  is  usually  designated  today  as  subacute 
thyroiditis.  This  term  distinguishes  it  from  the  sup- 
purative form,  the  nonsuppurative  type,  which  lasts 
only  a few  days,  and  from  Hashimoto’s  and  Riedel’s 
struma,  the  chronic  forms,  to  which  it  is  not  related. 
This  paper  will  be  a discussion  of  subacute  thyroid- 
itis and  a presentation  of  a case. 

-Although  the  etiology  of  subacute  thyroiditis  has 
never  been  established,  Eylan  et  al  have  presented 
evidence  that  the  disease  may  be  caused  by  the 
mumps  virus.®  The  pathological  picture  of  this  thy- 
roiditis begins  with  acute  inflammatory  destruction 
of  the  follicles,  edema,  and  polymorphonuclear  leu- 
kocyte infiltration.®'®  Histiocytes  then  appear,  fol- 
lowed by  giant  cell  formation.  The  whole  lesion 
develops  a granulomatous  appearance.  Later  fibro- 
blastic proliferation  occurs.  .\s  recovery  ensues,  the 
whole  picture  reverses  itself,  and  the  follicles  regen- 
erate. However,  a varial)le  amount  of  interstitial 
fibrosis  remains. 

The  onset  of  thyroiditis  may  be  insidious,  but  is 
more  often  rapid.  The  chief  complaint  is  pain  lo- 
cated over  the  thyroid  gland,  and  it  often  extends 
to  one  or  both  ears.  This  is  most  always  associated 
with  an  enlarged,  tender  thyroid  gland.  Fever,  gen- 
eral malaise,  headache,  fatigue,  and  dysphagia  are 
often  ])resent.  Because  of  the  extravasation  of  thyro- 
globin  into  the  circulation  during  the  acute  phase  of 
the  disease,®'®'®'^^  the  patients  frequently  have  the 
manifestations  of  hyperthyroidism,  e.g.,  tachycardia, 
nervousness,  weight  loss,  heat  intolerance,  and 
tremors.  However,  in  some  of  the  mildest  forms  not 
all  of  these  symptoms  are  obvious.  Later  in  the 
course  of  the  disease  tlie  gland  Ijecomes  depleted  of 
colloid,  and  a transient  hypothyroid  state  may  appear. 

I’he  diagnosis  can  nearly  always  be  made  on  phys- 
ical examination.  Usually  both  lobes  of  the  thyroid 
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gland  are  moderately  enlarged,  firm,  and  very  tender. 
Occasionally  only  one  lobe  is  involved.  The  tachy- 
cardia is  out  of  proportion  to  the  fever,  and  often 
the  overall  impression  is  that  of  hyperthyroidism  in 
the  earlier  phases. 

The  white  cell  count  is  often  elevated,  and  a high 
sedimentation  rate  is  invariably  present.  This  later 
finding  usually  parallels  the  course  of  the  disease. 
The  basal  metabolism  and  the  serum  protein  bound 
iodine  levels  are  usually  elevated  initially  in  all  but 
the  mildest  cases. ®'^®  The  radioactive  iodine  uptake 
is  characteristically  low.^'®’®'i®  Later  the  protein 
bound  iodine  falls  to  normal  or  hypothyroid  levels. 
With  recovery  the  radioactive  iodine  uptake  rises  first 
and  is  followed  by  the  protein  bound  iodine  later. ‘*'®'® 

The  course  of  subacute  thyroiditis  is  benign,  and 
the  gland  returns  to  normal  in  a few  weeks  to  several 
months.®  Occasionally  an  exacerbation  may  occur, 
and  only  rarely  does  the  complication  of  myxedema 
or  hyperthyroidism  occur.®4® 

The  treatment  of  subacute  thyroiditis  has  varied 
in  recent  years.  Some  still  believe  that  strict  bed 
rest  is  helpful.^®  Thiouracil  and  related  drugs  have 
been  proposed  by  others,  although  now  most  question 
its  value. ®’^®  Thyroid  extract  is  sometimes  indicated 
if  symptoms  of  hypothyroidism  develop  during  the 
course  of  the  disease. 

The  corticosteroids  are  strongly  advocated  by 
many^'®'®’^®'^®  because  they  suppress  inflammatory 
processes.  The  effect  is  often  dramatic,  with  marked 
subjective  and  objective  improvement  in  twenty-four 
hours.  The  corticosteroids  should  be  continued  for 
two  or  three  weeks,  or  longer,  when  used,  for  recur- 
rences are  not  uncommon.  .Although  they  benefit  the 
patients  symptomatically  they  probably  do  not 
shorten  the  course  of  the  disease.®’®®’®^  Others  feel 
that  the  disease  responds  best,  with  a shortened 
course,  to  radiation  therapy. ®'®’®’^^'®^  The  usual  dosage 
of  x-ray  recommended  is  200  to  400r  in  divided 
doses.  Some  feel  that  a combination  of  the  corticos- 
teroids plus  radiation  gives  the  best  results.®^ 

The  following  is  an  illustrative  case  which  re- 
sponded to  a combination  of  the  corticosteroids  plus 
radiation. 
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CASE  REPORT 

A thirty-four  year  old  white  female  was  first  seen 
in  August,  1957,  complaining  of  soreness  and  ach- 
ing of  four  days  duration  in  the  thyroid  region  of 
the  neck  which  extended  to  both  jaws.  Prior  to  this 
she  had  run  a low  grade  fever  and  had  been  pre- 
viously treated  for  acute  ])haryngitis.  She  admitted 
being  nervous  and  fatigued. 

Examination  revealed  her  to  have  an  anxious 
appearance.  Her  blood  pressure  was  120/70  and 
pulse  90.  The  thyroid  gland  was  very  tender  and 
moderately  enlarged.  The  rest  of  the  physical  exam- 
ination was  normal. 

A diagnosis  of  acute  thyroiditis  was  made,  and  the 
patient  was  put  on  sedation,  codeine,  and  Meticorten. 
Three  days  later  she  was  improved  and  the  Meti- 
corten dosage  was  reduced.  A week  later,  however, 
her  symptoms  had  returned.  She  was  resumed  on 
larger  doses  of  Meticorten  which  were  again  to  be 
gradually  reduced.  Once  more  she  improved  tem- 
porarily. 

Two  weeks  later  the  patient  returned  complaining 
of  increasing  nervousness,  heat  intolerance,  and 
weight  loss  in  spite  of  no  change  in  appetite.  Her 
thyroid  gland  had  become  further  enlarged  and  was 
again  very  tender.  At  this  time  her  blood  pressure 
was  150/68  and  pulse  1 10.  The  skin  was  more  moist 
and  clammy.  There  were  some  fine  tremors  of  her 
hands.  She  was  then  admitted  to  the  hospital  for 
further  studies  and  treatment. 

Her  laboratory  studies  on  admission  revealed  a 
13,000  white  cell  count  with  a normal  differential, 
a high  sedimentation  rate,  and  a blood  cholesterol 
of  148.  Her  protein  bound  iodine  was  10.8  meg. 
A radioactive  iodine  uptake  was  done  two  days  after 
admission  which  was  practically  nihil  in  twenty- 
four  hours.  The  chest  x-ray  and  electrocardiogram 
were  normal. 

A diagnosis  of  subacute  thyroiditis  with  hyperthy- 
rodism  was  made.  The  patient  was  again  given  40 
mg.  daily  of  Meticorten  plus  150r  of  radiation  ther- 
apy in  divided  doses.  She  improved  rapidly  and 
dramatically  on  this  combined  regime.  The  dose  of 
Meticorten  was  then  gradually  reduced  to  20  mg. 
daily. 

However,  approximately  one  week  later  she  began 
to  feel  “slowed  down”  and  tired.  Her  pulse  fell  to 
80  and  her  blood  pressure  was  125/70.  Her  skin 
became  less  moist  and  her  appetite  decreased.  The 
blood  cholesterol  rose  to  218.  Four  days  later  her 
protein  bound  iodine  was  4.5  meg.  and  cholesterol 
was  268.  Because  it  was  felt  she  might  be  progress- 


ing towards  a hypothyroid  state,  she  was  started 
on  a small  daily  dose  of  thyroid.  After  two  weeks 
of  hospitalization  she  was  discharged,  feeling  much 
improved,  to  continue  on  the  Meticorten  and  thyroid. 

About  ten  days  later,  when  seen  on  follow-up 
examination,  she  had  increased  her  thyroid  to  65 
mg.  daily  and  had  noticed  some  slight  increase  in 
nervousness.  Her  blood  pressure  was  130/70  and 
her  pulse  100.  Her  thyroid  gland  was  reduced  in 
size  and  was  not  tender.  The  dose  of  thyroid  extract 
was  reduced.  There  was  also  a further  reduction  in 
the  iMeticorten  dosage. 

Two  weeks  later  she  reported  she  felt  still  further 
improved.  Her  blood  pressure  was  120/70  and  her 
pulse  was  70.  The  thyroid  gland  was  almost  back 
to  normal  size.  Over  the  next  three  weeks  her  thyroid 
and  Meticorten  were  gradually  eliminated.  When 
last  seen  four  months  later  she  was  completely 
normal. 

SUMMARY 

Subacute  thyroiditis  is  not  a rare  disease  and  is 
the  commonest  form  of  thyroiditis.  There  is  evidence 
to  suggest  that  it  is  caused  by  the  mumps  virus. 
Pathological  examination  of  the  thyroid  usually  re- 
veals a rather  characteristic  inflammatory  appear- 
ance. The  clinical  picture  is  usually  that  of  a tender 
enlargement  of  the  thyroid  gland  plus  the  signs  of 
hyperthyroidism  in  the  early  stages.  Initially  the 
protein  bound  iodine  is  elevated  and  the  radioactive 
iodine  uptake  is  depressed. 

The  use  of  the  corticosteroids  gives  both  dramatic 
symptomatic  and  objective  improvement  in  this  dis- 
ease. X-ray  therapy  probably  shortens  its  course. 
A combination  of  these  two  forms  of  therapy  has 
been  recommended.  Subacute  thyroiditis  can  run  a 
severe  or  mild  course,  but  it  is  a benign  disease. 
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All  Work  and  No  Play 


"Too  much  work  and  not  enough  play"  is  an  occu- 
pational dilemma  the  U.S.  physician  should  resolve  if 
he  wants  to  keep  up  his  own  health  standards. 

Evidence  presented  in  the  current  issue  of  “Pat- 
terns of  Disease"  reveals  that  the  average  physician 
is  so  busy  taking  care  of  others  that  he  doesn’t 
have  time  to  take  care  of  himself. 

Prepared  by  Parke,  Davis  & Company  for  the 
medical  profession,  “Patterns  of  Disease"  rejxirts 
a special  survey  on  physicians’  health  practices  and 
standards.  The  survey,  both  the  largest  and  most 
recent  of  its  kind,  was  conducted  among  more  than 
9,000  practicing  physicians  under  65  years  of  age 
engaged  in  private  practice  in  this  country. 

The  U.S.  physician  undertakes  a far  heavier  work 
load  than  the  average  person,  “Patterns’’  reports. 
Half  the  physicians  in  this  study  reported  a work 
week  of  50  hours  or  longer — at  least  20  per  cent 
more  than  the  accepted  norm  of  40  hours.  In  fact, 
13  per  cent  work  60  to  64  hours  and  6 per  cent  80 
hours  or  morel 


The  result  is  he  has  verj-  little  leisure  time.  Close 
to  60  per  cent  of  the  physicians  in  the  study  stated 
they  spend  less  than  10  hours  a week  on  recreation. 
Even  the  physician  with  a hobby  has  virtually  no 
opportunity  to  pursue  it.  Of  the  37  per  cent  who 
mentioned  hobbies,  for  instance,  half  stated  that  they 
sjjent  only  four  hours  a week  or  even  less  on  their 
particular  hobby. 

^'acations,  too,  tend  to  be  inadequate.  One  out  of 
20  physicians  reported  they  took  no  time  off  for 
vacations  during  the  year,  and  more  than  one  in 
10  took  only  a week  or  less. 

Despite  his  crowded  working  schedule,  the  phy- 
sician loses  less  time  from  work  due  to  illness  than 
the  average  man.  Two-thirds  of  the  doctors  reported 
no  time  lost  from  work  last  year.  The  remaining 
third  reported  an  average  time  of  3.8  days  lost  due 
to  illness  as  against  7.4  days  of  work -loss  by  the 
average  .American  man. 


82 


Virginia  Medical  Monthly 


Post-Cholecystectomy  Symptoms 


CHARLES  BRUCE  MORTON,  II,  M.I). 
Charlottesville,  Virginia 


'"T^HE  PERSISTENCE  or  recurrence  of  symptoms 
after  cholecystectomy  will  usually  cause  the 
patient  great  distress  and  the  surgeon  ecjually  great 
chagrin.  In  a discussion  of  this  matter,  however, 
one  should  at  the  outset  pointedly  differentiate  two 
groujrs  of  patients.  Patients  in  the  first  group  have 
symptoms  never  referable  to  the  biliary  tract  in  the 
first  place.  Patients  in  tire  second  group  have  symp- 
toms because  the  operation  did  not  deal  adequately 
or  properly  with  the  original  biliary  tract  disease  or 
dyscrasia  or  because  the  operation  introduced  .some 
new  factor  or  factors  responsible  for  biliary  tract 
S3’mptomatology.  Obviously  the  problems  in  the  two 
groups  are  vastly  different. 

The  first  group  of  patients  theoretically  should  not 
exist.  But  it  does  exist  and  we  must  try  to  diminish 
its  size.  That  entails  taking  all  possible  steps  to 
establish  a positive  preoperative  diagnosis  on  the 
one  hand  and  on  the  other  hand  to  rule  out  other 
conditions  that  may  simulate  biliary  tract  symptoms. 
A corollary  consideration,  of  course,  is  the  effort  to 
find  and  the  ability  to  recognize  at  the  time  of 
operation  not  only  abnormalities  of  the  biliary  tract 
but  abnormalities  of  other  organs  or  systems  that 
may  be  the  source  of  symptoms  simulating  those  of 
biliary  tract  origin.  In  short,  the  first  group  of  pa- 
tients consists  of  those  in  whom  an  incorrect  diag- 
nosis has  been  made  and  improper  treatment  admin- 
istered if  an  operation  on  the  biliary  tract  has  been 
performed. 

The  solution  of  this  aspect  of  the  i)roblem  lies 
for  the  most  part  in  the  field  of  diagnosis.  In  these 
days  of  super-science  the  physician  and  the  surgeon 
may  rely  all  too  often  on  what  might  be  called 
“push-button  diagnosis”.  He  fails  to  learn  from 
the  patient  the  character  and  the  circumstances  of 
the  symptoms,  what  modifies  them,  what  relieves  or 
aggravates  them.  He  fails  to  painstakingly  examine 
the  patient.  Instead,  he  conducts  the  patient  through 
a maze  of  laboratory  and  x-ray  procedures  and  fi- 
nally commits  the  crowning  error  of  failing  to  use 
intelligence  and  discrimination  in  interpreting  and 
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correlating  the  various  facts  and  factors  involved  in 
the  case.  It  is  of  course  equally  dangerous  to  rely 
too  much  on  what  some  like  to  call  “clinical  judg- 
ment”. All  tco  often  it  is  less  judgment  than  guess 
or  hunch.  True  clinical  judgment  represents  intel- 
ligent estimation  based  on  digested  experience.  There 
should  be  no  conflict  in  importance  between  the  clin- 
ical, the  laboratory,  and  the  x-ray  features  of  a case. 
Each  one  should  complement  and  supplement  and 
facilitate  the  other.  If  that  were  more  often  the 
case  the  result  would  be  fewer  missed  diagnoses  and 
fewer  gallbladders  removed  when  the  actual  trouble 
might  be  peptic  ulcer,  urinary  tract  stone,  pyloro- 
spasm  or  other  functional  or  organic  troubles. 

It  goes  without  saying  that  not  all  patients  with 
biliary  tract  disease  will  have  typical  histories  and 
jjhysical,  laboratory  and  x-ray  findings  and  it  is  of 
course  obvious  that  sometimes  the  diagnosis  of  biliary 
tract  disease  must  be  made  and  operation  performed 
without  all  the  findings  being  typical  and  without 
all  other  possible  systems  sources  of  symjitoms  hav- 
ing been  specifically  ruled  out.  Just  how  far  to  go 
in  diagnostic  procedures  must  be  left  to  clinical 
judgment  exercised  carefully,  honestly,  and  with 
the  best  interest  and  safety  of  the  patient  the  primary 
considerations. 

The  second  group  of  patients  is  composed  of  those 
who  had  and  still  have  symptoms  referable  to  the 
biliary  tract  although  they  have  had  the  gallbladder 
removed,  h'or  some  reason  dysfunction  or  organic 
trouble  remains  and  causes  the  patient  trouble.  The 
source  of  the  symptoms  may  be  the  liver,  the  ducts, 
the  common  bile  duct  sphincter,  or  related  disease 
of  the  pancreas.  Eor  the  purposes  of  this  discussion 
they  may  be  tabulated  as  follows : 

1 . Liver 

a.  Cholangitis 

b.  Hepatitis 

2.  Extrahepatic  Bile  Ducts 

a.  Cvstic  Duct  Remnant 

b.  Stone  in  Common  Duct 

c.  Stricture  of  Common  Duct 

.3.  Sphincter  of  Common  Bile  Duct 

a.  Stenosis 

b.  Spasm  (Biliary  Dyskinesia) 
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-I.  Related  Disease 
a.  Pancreatitis 

As  for  the  liver,  cholangitis  and  hejnititis  repre- 
sent a small  and  usually  a relatively  unimportant 
part  of  the  problem.  Diagnosis  is  not  too  difficult 
and  treatment  by  general  measures  and  antibiotics 
will  bring  about  resolution  in  most  instances  fairly 
promptly.  Surgery  is  rarely  indicated. 

'I'rcuble  in  the  e.xtrahepatic  bile  ducts,  however, 
accounts  for  the  majority  of  post-cholecystectomy 
symjAoms.  While  up  to  a relatively  few  years  ago 
few  considered  it  important  to  remove  the  cystic  duct 
with  the  gallbladder,  now  more  and  more  surgeons 
are  learning  that  a cystic  duct  or  part  of  it  remaining 
after  cholecystectomy  will  not  always  but  undoubted- 
ly will  in  some  instances  cause  symptoms.  The 
S}-mptoms  are  essentially  the  same  as  those  from  a 
diseased  gallbladder  and  they  may  occur  as  a per- 
sistence after  operation  of  the  preoperative  symptoms 
or  they  may  represent  a recurrence  of  those  symptoms 
weeks,  months,  or  even  years  after  operation. 

In  a little  less  than  a 20  year  period,  31  patients 
have  been  operated  upon  by  the  essayist  for  post- 
cholecystectomy symptoms  apparently  due  to  cystic 
duct  remnant.  Seven  were  reported  in  1948^,  an 
additional  13  in  1954^  and  11  have  been  encountered 
since  then.  A similar  group  of  35  patients  was 
reported  by  Glenn  and  Johnson  in  1955.^ 

Curiously  enough  no  cystic  duct  remnants  with  or 
without  symptoms  have  been  encountered  in  patients 
whose  gallbladders  were  removed  by  the  essa}'ist 
althcugh  it  is  certain  that  in  early  }ears  cystic  duct 
remnants  were  left  from  time  to  time.  On  his  private 
service  in  the  same  20  year  period  referred  to  above, 
1937-1956  inclusive,  607  cholecystectomies  were 
performed.  In  the  ten  preceding  years  114  cholecyst- 
ectomies were  performed.  As  far  as  is  known  no 
instance  of  symptoms  from  a cystic  duct  remnant 
has  come  to  light  in  the  total  721  patients. 

Localization  of  the  post-cholecystectomy  symjjtoms 
to  the  extrahepatic  biliary  duct  system  may  or  may 
not  be  easy.  First  it  will  be  wise  to  rule  out,  as  far 
as  j)ossible,  other  organ  and  system  sources  of  the 
sym{)toms.  The  diagnosis  of  cystic  duct  remnant  as 
the  cause  of  post-cholecystectomy  symptoms  fre- 
quently cannot  be  made  with  certainty  though  some- 
times the  remnant  may  be  visualized  in  x-rays  made 
after  the  administration  of  cholografin.  The  per- 
sistence of  or  the  recurrence  of  typical  biliary  tract 
symptoms  after  cholecystectomy,  however,  should 
lead  one  to  suspect  the  probability  of  either  a cystic 
duct  remnant  or  a stone  in  the  common  duct  w a 


stricture  of  the  common  duct  as  the  three  most  likely 
Ijossibilities  and  should  cause  one  tO’  explore  tlie 
abdomen.  The  possibility  of  duct  anomalies  should 
always  be  kept  in  mind  at  the  time  of  exploration. 

What  jKirt  is  played  by  the  common  bile  duct 
sphincter  in  post-cholecystectcmy  symjAoms  is  hard 
to  determine.  Of  course  it  is  common  knowledge  that 
damming  of  bile  by  duct  obstruction  due  to  a stone 
causes  pain  and  other  symjjtoms.  Duct  obstruction 
due  to  sphincter  stenosis  or  spasm,  while  not  as  great, 
may  be  sufficient  to  cause  pain  and  other  symptoms. 
Womack  and  Crider"’  on  the  basis  of  finding  neu- 
romas along  the  common  duct  in  some  cases  after 
cholecyslectcm)-,  suggested  that  there  might  be  a neu- 
rogenic factor  responsible  for  interference  with  nor- 
mal sphincter  relaxation  and  emjjyting  of  the  duct, 
hence  responsible  for  post-cholecystectcmy  biliary 
dyskinesia,  the  abnormal  kinetics  or  mechanics  of 
emjetying  the  biliary  tract.  It  is  on  this  basis  that 
sphincterotomy,  division  of  the  sphincter  of  Oddi, 
has  been  advised.  Good  results  have  been  reported 
by  some.^ 

The  association  between  biliary  and  jjancreatic 
disease  is  not  uncommon.  Undoubtedly  some  post- 
cholecystectomy symjAoms  due  originally,  in  part  at 
least,  to  biliary  tract  disease  must  be  attributed  to  the 
related  and  persistent  pancreatitis.  To  e.xplore  that 
aspect  of  the  subject  fully  would  entail  a full  dis- 
cussion of  pancreatitis  and  that  is  out  of  the  question 
at  this  time.  But  it  is  important  to  realize  that  a 
full  consideration  of  j)ancreatitis  may  be  a necessity 
in  solving  the  problem  of  a definite  number  of  pa- 
tients with  persistent  or  recurrent  symptoms  after 
cholecystectomy. 

In  treating  the  patient  with  post-cholecystectomy 
symptoms  one’s  first  aim  should  be,  as  already  men- 
tioned, to  make  sure  that  the  sjmptoms  may  not 
have  come  from  some  other  source  than  the  biliary 
tract  in  the  first  place.  A])propriate  diagnostic  pro- 
cedures, clinical,  x-ray,  and  laboratory,  should  be 
re.sorted  to;  antispasmotic  drugs,  antibiotics  and  care- 
ful observation  over  a period  of  time  may  be  helpful 
diagnostic  as  well  as  therapeutic  measures. 

Failing  in  these  measures  to  .secure  the  patient’s 
relief,  operation  must  be  resorted  to.  The  operation 
is  best  {)erformed  under  the  perfect  relaxation  af- 
forded by  subarachnoid  block  anesthesia.  Vertical 
or  transverse  incisions  at  the  right  costal  margin 
provide  satisfactory  exposure.  First,  the  liver  edge 
must  be  identified  and  the  undersurface  of  the  liver 
followed  downward  l)y  sharp  knife  dissection  to  the 
hilus  of  the  liver  and  the  common  bile  duct.  The 
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presence  or  absence  of  a cystic  duct  lemnant  or  any 
neuroma-like  scarring  can  be  readily  determined  and 
the  hepatic  and  common  bile  ducts  examined  and 
explored  so  that  a stone  or  a stricture  may  be  dis- 
covered. Passage  of  probe  dilators  (Bakes)  will  give 
reasonably  good  clues  in  regard  to  the  state  of  the 
sphincter  of  the  common  duct,  whether  there  may 
be  organic  stenosis  or  functional  spasm.  Inspection 
of  the  adjacent  pancreas  will  determine  whether 
pancreatitis  or  a previously  missed  tumor  of  the 
pancreas  may  be  present.  Duodenotomy  may  be 
desirable  for  visualization  of  the  sphincter  and 
papilla.  Retrograde  probing  of  the  duct  may  be 
useful  and  if  division  of  the  sphincter  should  be 
desirable  it  can  be  done  at  this  time. 

Cystic  duct  remnants  commonly  lie  within  the 
adventitious  outer  layers  of  the  common  duct  itself 
so  that  careful  sharp  knife  dissection  is  necessary 
to  avoid  damage  to  the  common  duct  but  at  the  same 
time  free  all  the  cystic  duct  remnant  for  removal. 
Common  duct  stones  are  notoriously  difficult  to  iden- 
tify in  some  instances.  Forceful  irrigation  of  the 
duct  between  the  j)assage  of  the  various  sizes  of 
dilators  offers  one  of  the  surest  methods  of  finding 
and  removing  the  stone  or  stones.  Cholangicgrams 
made  on  the  operating  table  are  subject  to  the  same 
errors  as  those  made  postoperatively  and  while  help- 
ful in  the  hands  of  some  probably  do  net  lend 
themselves  very  well  to  general  use  at  present.  Com- 
mon duct  strictures  usually  necessitate  either  some 
plastic  procedure  on  the  duct,  or  resection  and  anas- 
tomosis or  re-implantation  of  the  duct.  If  pancreatitis 
is  found  the  surgeon  must  deal  with  it  as  best  he 


can  and  1 need  not  remind  you  here  of  the  difficult 
and  frecjnently  unsatisfactory  elements  in  liandling 
pancreatitis. 

In  a brief  discussion  such  as  this  it  is  imjjossilde 
to  cover  all  aspects  of  the  problem  of  post-cholecyst- 
ectomy symptoms.  Nevertheless,  I should  like  to 
reiterate,  its  incidence  will  be  minimized  to  the  degree 
that  care  is  exercised  in  preoperative  diagnosis  and 
skill  is  employed  in  operative  technique.  Once  de- 
developed,  however,  if  its  possible  causes  are  kept 
in  mind,  a reasonably  accurate  diagnosis  of  its  source 
may  be  made.  If  an  operation  is  undertaken  for  the 
relief  of  post-cholecystectomy  symptoms  the  utmost 
experience  and  care  and  skill  on  the  part  of  the 
surgeon  are  necessary  if  still  further  or  possibly 
even  worse  trouble  are  to  be  avoided. 
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Hormone  Injections  Solving  Obstetrical  Problem 


common  obstetrical  problem  is  being  solved  by 
the  use  of  a new  combination  of  harmones.  Breast 
enlargement  and  milk  flow  in  women  who  do  not 
wish  to  nurse  their  babies  can  be  inhibited  by  the 
injection  of  the  hormone  combination  during  or 
immediately  after  delivery.  The  preparation,  called 
Deladumone  (trade  name),  is  composed  of  a male 
hormone  and  a female  hormone. 

Drs.  Benjamin  Lo  Presto  and  Erol  Y.  Caypinar, 
Brooklyn,  said  in  the  January  17  Journal  of  the 
American  Medical  Association  that  classic  methods 
(fluid  limitation,  breast  binders,  ice  packs,  or  seda- 
tion) have  rarely  been  successful  in  eliminating  the 
discomfort  in  non-nursing  mothers.  The  individual 


use  of  the  two  hormones  also  has  not  been  too  suc- 
cessful. 

They  treated  197  women  with  Deladumone  and 
found  it  to  be  most  effective  when  given  as  a single 
injection  immediately  after  the  first  stage  of  labor. 
It  was  “notably  free”  of  unwanted  effects. 

Three  Binghampton  physicians  (Drs.  Joseph  B. 
Watrous,  Jr.;  Robert  E.  Ahearn,  and  Milton  A. 
Carvalho)  gave  single  injections  to  132  women. 
They  found  it  to  be  most  successful  when  given 
within  one  hour  after  delivery.  The  only  undesir- 
able effect  that  occurred  was  a slight  to  moderate 
reddening  and  swelling  at  the  site  of  injection. 
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Emotional  Influences  of  Vocal  Cord  Abuse 


■pOST-OPERATIVE  ^E\XAGE^1EXT  of  a case 
of  carcincma  of  the  larynx  entails  not  only  the 
post-operative  period  until  the  patient  leaves  the 
hosj)ital,  but,  of  necessity,  entails  observation  and 
treatment  for  associated  conditions  which  occur  dur- 
ing a five  year  period  post-operatively.  Successful 
management  thus  not  only  includes  treatment  for 
associated  diseases,  which  are  organic,  but  sometimes 
diseases  which  are  functional  in  nature. 

Of  late  there  have  been  reports  appearing  in  the 
literature  bv  those  authors  who  are  interested  in 
stress,  who  have  theorized  that  there  is  organ  selec- 
tivitv  in  disease.  In  addition,  there  have  been  reports 
of  differences  of  pitch  and  tone  of  the  voice  which 
are  called  pathognomonic  of  emotional  tensions. 
Those  interested  in  the  training  and  redevelopment 
of  normal  production  of  speech  by  rehabilitation  of 
the  various  associated  organs  have  listed  in  detail 
the  abnormalities  which  depend  on  conscious  or 
unconscious  emotional  inadequacies  as  the  cause  of 
initiating  effect.  These  theories  have  been  derived 
from  a solid  basis  of  fact,  which  has  been  established 
bv  years  of  standard  psychological  testing. 

In  facing  the  challenge  of  adequate  post-opera- 
tive management  of  some  of  the  recalcitrant  indi- 
viduals who  have  cancer  of  the  larynx,  the  author 
selected  two  standard  psychological  projective  tests 
to  develop  his  insight  into  the  unconscious  attitudes 
of  these  patients.  An  adequate  understanding  will 
thus  let  the  physician  more  easily  guide  the  patient 
to  a more  comfortable  result.  It  lets  him  know 
whether  the  patient  may  regard  him  as  a friend  or 
enemy,  and  it  saves  much  time  during  his  post- 
operative management  period.  ' 

CASE  HISTORY 

Mrs.  M.  E.  C.  This  white  female,  age  41,  tall, 
asthentic  and  nervous  was  first  examined  on  October 
21,  1955,  with  a history  of  long  standing  roughness 
of  the  voice,  with  occasional  aphonia  at  time's  of 
familial  disagreements.  She  worked  as  a bookkeeper 
in  one  of  the  department  stores  and  felt  that  she 
was  the  only  source  of  family  income.  Her  husband 
was  retired  due  to  a heart  condition  several  years 
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before.  Alihough  she  owned  some  prcpertv,  man- 
agement of  this  caused  great  strain.  It  was  my  im- 
pression that  she  was  fearful  of  financial  stress 
affecting  the  family,  if  she  were  forced  to  quit  work. 
Voice  tones  were  tight  and  rasping,  and  she  exhibited 
mild  to  moderate  anxiety.  Examination  of  the  larynx 
showed  the  glottis  to  be  chronically  inflamed.  The 
cords  were  equal  in  size,  position,  and  movement, 
but  the  color  varied  from  normal  to  deep  red.  There 
was  edema  present  in  the  lower  part  of  the  epiglottis 
and  the  anterior  commissure.  There  was  no  visible 
lesion.  Her  initial  instructions  requested  that  she 
stop  smoking,  engage  in  voice  rest,  take  steam  inhala- 
tions, and  treatment  for  a mild  upper  respirator}- 
infection. 

On  October  29th,  examination  of  the  larynx 
showed  improvement  and  a lessening  of  the  inflam- 
mation. It  was  ascertained  that  she  had  not  followed 
her  instructions  as  to  steam,  voice  rest  or  medication 
satisfactorily,  for  she  stated  this  procedure  would 
have  inconvenienced  her.  She  exhibited  disdain  par- 
ticularly for  voice  rest  and  steam,  and  refused  to  stop 
smoking.  It  was  decided  that  we  would  handle  her 
negatively  with  regard  to  her  sex,  and  I appealed 
to  her  as  the  head  of  the  family  to  protect  her  income. 
This  approach  was  found  to  be  more  effective,  and 
although  she  denied  the  need  for  immediate  opera- 
tion, she  did  follow  her  classical  routine  more  fully. 
On  the  third  visit  on  blovember  4th,  the  inflamma- 
tion had  entirely  left  the  larynx,  but  the  area  of 
edema  in  the  anterior  commissure  still  remained. 
Then  she  yielded,  with  regard  to  the  necessity  of 
larvngoscopy  and  biopsy.  She  admitted  that  she  had 
been  developing  a growing  horror  of  what  was 
apparently  coming,  and  she  had  not  been  acting 
reasonably.  On  X^ovember  10,  1955,  laryngoscopy 
was  done,  and  when  the  edematous  area  was  put  on 
a stretch,  a small  papilloma  was  found  arising  from 
the  junction  of  the  right  cord  and  the  anterior  com- 
missure. This  was  removed  and  reported  as  “Car- 
cinoma, Grade  3”,  and  at  the  unhappy  interview  at 
which  she  was  told  that  a larger  operation  was  to 
be  done  on  her,  she  became  mildly  hysterical.  For- 
tunately, the  charge  nurse  was  present,  and  between 
the  two  of  us,  we  prevented  her  from  leaving  her  bed 
to  jump  out  of  the  window.  She  exhibited  intense 
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anxiety,  tremors  and  a moderate  maniacal  reaction, 
exposing  her  multiple  fears  of  family  dissolution, 
particularly  that  of  her  earnest  desire  to  help  her 
son  finish  college.  She  noted  that  her  19  year  old 
daughter  already  had  one  unhappy  marriage  and 
divorce  behind  her,  and  was  facing  another  similar 
marriage  wliich  would  probably  be  as  unsatisfactory^. 
She  told  us  that  her  husband  was  of  no  help  to  her 
in  his  behavior,  conduct  or  cooperation,  and  she  sin- 
cerely believed  that  if  a laryngectomy  was  done  on 
her,  she  would  commit  suicide.  At  the  conclusion 
of  this  unhappy  interview,  I promised  her  that  if 
at  all  possible,  a portion  of  her  vocal  cords  would 
be  left  in  place,  so  she  would  not  have  to  learn  to 
use  esophageal  speech. 

laryngo-fissure  was  done  on  November  16th. 
'I'he  whole  of  the  right  cord,  the  anterior  commissure 
and  the  anterior  third  of  the  left  cord  was  removed. 
All  tissues  remaining  were  thoroughly  cauterized 
with  the  electro-surgical  knife.  No  spillage  of  the 
lesion  occurred.  She  had  an  uneventful  course,  post- 
operatively,  and  the  tracheotomy  tube  was  removed 
on  November  24th.  She  was  discharged  on  the  26th. 

After  she  had  left  the  hospital,  the  pathologist 
reported  that  the  section  demonstrated  a cord  of  cells 
at  the  edge  of  the  section,  approximating  the  posterior 
remainder  of  the  right  cord. 

Thus,  I was  faced  with  a “fielder’s  choice”.  I 
could  treat  the  tumor  and  disregard  the  wishes  of 
the  patient,  or  treat  the  patient,  and  within  reason- 
able limits,  control  the  disease. 

Under  these  conditions,  I chose  the  latter  and 
insisted  that  she  receive  x-ray  therapy.  This  was 
started  on  approximately  December  15,  1955,  through 
two  portals,  under  the  auspices  of  the  American 
Cancer  Society,  and  by  January  10,  1956,  she  had 
received  2500  units.  By  this  time  also,  she  had 
developed  a huge  node  in  the  right  side  of  her  neck, 
which  measured  2x3  fingers  breadth  in  diameter. 
Continuation  of  x-ray  therapy  after  the  node  ap- 
peared, caused  a diminution  in  the  size,  but  not  a 
disappearance.  Consultation  was  sought  with  Dr. 
Robinett  of  Portsmouth,  and  he  agreed  that  a right 
radical  neck  resection  was  indicated.  This  was  done 
on  1-12-56  by  both  of  us.  The  patient  made  an 
uneventful  recovery  from  this  operation.  The  initial 
pathological  studies  showed  the  presence  of  “tuber- 
culous adenitis”  in  the  glands  of  her  neck,  and  a 
full  and  extensive  review  of  all  surgical  tissue  was 
made  by  the  pathologist,  with  the  final  report  that 
there  was  no  cancer  tissue  in  this  side  of  the  neck, 
but  the  nodules  found  were  those  of  tuberculosis.  She 


was  given  careful  follow  up  treatment,  and  after  she 
was  discharged  from  the  hospital  on  February  2nd, 
she  was  treated  as  an  out-patient,  with  Districin 
1 gram,  intramuscularly,  weekly,  and  INH  100  mg 
three  times  a day,  times  7.  She  returned  to  work 
on  approximately  the  first  of  March  1956,  and  has 
been  seen  at  regular  intervals  since  that  time. 

On  October  3,  1956,  the  larynx  showed  a greatly 
shortened  aperture,  but  no  lesion  was  present.  The 
healed  scars  in  the  position  of  the  previous  scars 
had  developed  enough  bulk  to  give  her  an  audible 
voice. 

During  the  fall  of  1956,  she  joined  the  American 
Cancer  Society  sponsored  laryngectomee  club,  and 
took  a great  interest  in  its  activities.  Although  she 
was  not  truly  a laryngectomee,  her  distorted  voice, 
her  scars  and  her  interest  made  her  a welcome  mem- 
ber. Yet,  although  she  performed  her  duties  credit- 
ably, she  was  very  unhappy  and  moderately  de- 
pressed, and  exhibited  much  concern.  During  the 
spring  of  1957,  the  Norfolk  Chapter  of  the  American 
Cancer  Society  started  their  initial  experiments  with 
speech  therapy  for  the  laryngectomees.  She  became 
an  enthusiastic  member  of  the  group  in  the  begin- 
ning. Yet,  the  therapist  found  that  she  w’ould  not 
willingly  engage  in  any  exercise  or  any  voice  or 
speech  controls  which  he  set  up  for  her,  in  order  to 
produce  a greater  resonance  and  more  effective  qual- 
ity to  her  voice.  He  found  that  she  became  quite 
witlidrawn  when  criticized  and  was  at  a loss  to  know 
how  to  handle  her  objectively.  During  the  summer 
of  1957,  she  was  asked  to  take  projective  testing,  in 
order  that  we  would  be  better  able  to  understand 
her.  Any  gain  to  her  was  denied,  so  that  the  only 
reason  for  her  doing  this  was  because  of  the  rapport 
maintained  by  tlie  author. 

In  this  regard,  projective  testing  is  so  presented 
to  the  patient  that  he  instills  himself  and  what  he 
thinks,  into  his  answers.  There  are  many  tests,  and 
the  two  selected  here  for  this  study  were  the  Ror- 
schach and  the  House-Tree-Person  test.  The  clin- 
ical psychologist’s  report  is  as  follows: 

The  activity  level  is  poor.  The  productivity  is 
retarded.  The  inner  drive  is  impoverished,  due 
to  projection.  Emotional  type  is  immature  and 
reactive.  The  Ego  type  is  conflictful,  but  leading 
to  introversion.  Anxiety  is  present,  both  free- 
floating  and  specific.  Depression,  severe  reactive 
{secondary  type).  Ego  image  is  impoverished  {poor 
attitudes  toward  self).  Is  dependent.  The  reality 
contact  is  poor  and  artificialized.  There  is  pro- 
jected hostility.  Is  dependent  on  the  female  au- 
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thority  figure,  but  anxious  in  regressive  state. 
There  is  hostile  pretest  to  the  male  authority  figure, 
but  appearing  as  a reaction  formation,  in  the  need 
fer  identification  with  her  father. 

Translated  into  English  which  an  average  clinician 
can  understand,  these  tests  indicate  that  the  patient 
is  in  continual  conflict  concerning  the  authority 
figures.  Since  much  of  her  inner  drive  is  dissipated 
into  other  channels,  she  has  little  creative  produc- 
tivity Since  she  is  emotionally  immature,  scenes  of 
family  disagreement  are  controlled  by  withdrawal, 
either  actual  or  passive.  The  aphonia  and  dyspnea 
suggest  organic  reaction  to  the  functional  disorder. 
When  she  feels  actual  aggression,  she  becomes  pas- 
sive and  openly  dependent  upon  the  aggressor.  When 
she  can  dominate  the  situation,  she  does  so,  as  evi- 
denced in  her  efforts  to  continue  as  the  family  bread- 
winner. When  she  assumes  the  dependent  role,  her 
projected  hostility  prevents  her  from  changing  her 
intention  to  resume  the  aggressive  role  when  it 
l)ecomes  possible.  Since  the  anxiety  and  secondary 
depression  arise  from  deep-seated  conflicts,  these 
moods  are  not  easily  eliminated.  Since  she  has  a 
poor  attitude  towards  herself,  fleeting  ideas  of  self- 
destruction  are  not  unusual. 

This  psychological  report  and  its  translation  were 
not  taken  at  face  value  however,  in  the  management 
of  Mrs.  E.  C.  Using  it  as  a guide,  we  could 
understand  why  the  male  figure  in  the  family  failed 


to  impress  her,  and  why  the  male  speech  therapist 
had  been  unable  to  get  her  to  cooperate  whole  heart- 
edly.  W e could  accept  her  immature  emotional  pat- 
tern and  understand  the  passive-aggressive  attitude. 
Since  the  social  relationship  reality  contact  was  poor, 
we  could  understand  her  inability  to  make  lasting 
friendships.  We  suspected  that  some  of  her  daugh- 
ter's marital  disturbances  had  been  caused  by  her 
interventions,  and  that  some  of  it  was  due  to  the 
daughter's  immaturity. 

Following  my  assimiliation  of  these  results,  I 
found  that  her  specific  anxiety  in  relation  to  her 
health,  made  her  cooperate  more  fully  with  voice 
rest,  steam  inhalations  and  other  medical  advice, 
when  an  episode  of  hoarseness  occurred. 

Periodic  re-examinations  have  been  done  now  for 
2J4  years,  but  they  are  conducted  in  a restrained 
manner,  and  little  time  is  needed  for  reassurance. 
She  has  found  that  her  appearance  and  changed 
audible  voice  have  given  her  a new  accepted  author- 
ity in  her  home,  job  and  social  relationships. 

SUMMARY 

Post-operative  management  of  vocal  abuse  be- 
comes more  efficient  if  the  unconscious  emotional 
attitudes  of  the  patient  are  taken  into  consideration. 
A demonstrative  case  has  been  discussed. 
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Nose  Surgery  in  Childhood 


Xose  surgery  before  a child  is  14  should  be  kept 
to  an  absolute  minimum,  according  to  two  Eastern 
otolaryngologists. 

Surger}-  to  correct  nasal  deviations  should  be  de- 
layed whenever  possible  until  the  nose  has  reached 
its  full  growth  between  the  ages  of  14  and  17,  the 
doctors  said  in  the  December  Archives  of  Otolaryn- 
gology, j)ublished  by  the  American  Medical  Associa- 
tion. 

Surgery  in  the  early  years  may  interfere  with  the 
nose's  growth  and  result  in  further  deviation.  Sur- 
gery should  be  performed  only  in  situations  where 


the  deviation  interferes  with  the  passage  of  air. 

The  doctors  also  reported  a new  operation  for 
repairing  the  bone  that  divides  the  nose  into  two 
chambers.  It  is  better  to  make  several  small  vertical 
incisions  near  any  buckled  area  of  cartilage  than  to 
make  one  long  incision.  This  is  recommended  so 
that  only  a minimum  of  cartilage  will  be  removed  and 
that  only  a minimum  of  interference  with  the  nutri- 
tion of  the  remaining  cartilage  will  occur. 

The  authors  are  Dr.  Joseph  G.  Gilbert,  Roslyn 
Heights,  X.Y.,  and  Dr.  Samuel  Segal  Jr.,  Spring- 
field,  Mass. 
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The  Treatment  of  Spontaneous  Pneumothorax 
by  Thoracoscopy,  Poudrage  and 
Intra-pleural  Suction 


TREATMENT  of  “spontaneous  pneumo- 
thorax”  has  been  greatly  altered  in  the  past 
decade,  and  there  is  some  confusion  and  disagreement 
concerning  the  proper  management  of  this  condition. 
It  is  not  the  purpose  of  this  paper  to  present  a sta- 
tistical analysis  of  74  cases  treated  by  thoracoscopy, 
and  intra-pleural  suction,  with  and  without  poudrage, 
but  to  define  the  condition  which  may  be  successfully 
treated  by  this  method,  describe  the  technique  em- 
ployed, and  to  comment  on  some  concepts  relative  to 
the  procedure. 

Spontaneous  pneumothorax  was  recognized  as  a 
clinical  entity  when  Laennec  first  made  the  diagnosis 
in  a living  patient  in  1819.  As  recently  as  twenty 
years  ago,  it  was  generally  believed  that  spontaneous 
pneumothorax  was  indicative  of  pulmonary  tuber- 
culosis. Tuberculosis,  percentage-wise,  is  a rather 
uncommon  cause  and,  although  it  may  seem  fre- 
quent in  the  tuberculous  population,  it  is  no  greater 
than  in  the  population  as  a whole. ^ 

The  etiology  varies  and  includes  trauma,  diseased 
pleura  or  adjacent  lung,  tuberculosis,  acute  bacterial 
infections,  neoplasms,  pulmonary  emphysema  (both 
localized  and  diffuse),  mediastinal  emphysema,  and 
the  so-called  “idiopathic”  cases,  in  which  no  disease 
is  demonstrable.  The  role  of  rupture  of  pleural,  or 
sub-pleural,  blebs  or  bullae,  either  congenital  or 
acquired,  was  first  described  by  Hayashi  in  1915.^ 
This  cause  accounts  for  about  80%  of  the  cases  of 
spontaneous  pneumothorax,  and  it  is  this  particular 
syndrome  with  which  this  discussion  is  specifically 
concerned. 

The  incidence  of  occurrence  shows  no  predom- 
inance in  either  sex,  and  both  sides  of  the  chest  are 
affected  equally.  Most  cases  occur  in  the  third  and 
fourth  decade.  Bilateral  pneumothorax  is  not  rare. 
Approximately  50%  of  the  patients  have  greater 
than  50%  collapse,  and  recurrent  collapse  varies 

Presented  at  the  combined  meeting  of  the  Virginia  and 
Kentucky  Surgical  Societies  at  the  Greenbrier,  White  Sul- 
phur Springs,  West  Virginia,  April  11-12,  1958. 
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from  16%  to  30%  in  published  reports.  Vigorous 
physical  exertion  does  not  appear  to  predispose  to, 
nor  precipitate  the  pneumothorax,  and  so  called 
“healthy”  subjects  are  usually  affected.  Fatalities 
are  not  uncommon  with  simultaneous  bilateral  spon- 
taneous pneumothorax,  and  severe,  untreated,  uni- 
lateral tension  pneumothorax.^ 

Symptoms  include  sharp  pleuritic  chest  pain 
(usually  anterior),  dyspnea,  and  non-productive 
cough.  In  general,  the  symptoms  are  more  pro- 
nounced if  the  collapse  is  50%  or  greater,  but  the 
extent  of  the  collapse  at  the  time  of  admission  has 
no  significant  correlation  with  the  duration  of  symp- 
toms. The  diagnosis  may  be  confused  with  myo- 
cardial ischemia,  dissecting  aortic  aneurysm,  or 
spontaneous  rupture  of  the  esophagus.^  Many  rap- 
idly fatal  cases  are  misdiagnosed  as  heart  disease.^ 

Complications  of  this  condition  include  bloody 
pleural  effusion,  empyema,  tension  pneumothorax, 
residual  atelectasis,  and  the  failure  to  re-expand  (the 
so-called  “captive  lung”),  due  to  broncho-pleural 
fistula,  pleural  membrane,  or  fibrothorax.  Recur- 
rent collapse  should  be  considered  a major  compli- 
cation. In  spite  of  the  frequent  complications,  spon- 
taneous pneumothorax  is  considered  by  many  to  l>e 
“benign”. 

In  the  management  of  spontaneous  pneumothorax, 
several  important  questions  must  be  considered  be- 
fore treatment  is  instituted.  Is  it  an  initial,  uncom- 
plicated episode?  Is  it  a recurrent  or  complicated 
colla])se,  or  both?  Is  it  a chronic  collapse  with  a 
pleural  membrane?  Is  there  known  or  demonstrable 
disease  in  the  involved  lung?  Does  the  method 
selected  offer  the  safest  means  of  treatment  with  the 
least  economic  loss  to  the  jjatient  in  terms  of  length 
of  time  hospitalized  and  time  lost  from  work? 

Methods  of  treatment  include,  singly  and  in  com- 
bination, bed  rest  and  restriction  of  activity,  needle 
aspiration  of  air,  closed  thoracotomy,  open  thor- 
acotomy, closed  pneumolysis,  pleurodesis,  and  a 
combination  of  thoracoscopy,  poudrage,  and  intra- 
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pleural  suction.  Bronchoscopy  is  a valuable  addi- 
tional therapeutic  measure  when  there  is  delay  in 
re-expansion  due  to  a mucous  plug. 

^^’ith  any  method  of  treatment  the  primary  aim 
is  to  restore  cardio-respiratory  physiology  as  quickly 
and  safely  as  possible,  and  to  return  the  patient  to 
productive  activity  with  a minimum  loss  of  time. 
Rapid  obliteration  of  the  pneumothorax  will  also 
reduce  the  complications. 

The  expectant,  or  conservative,  method  of  treat- 
ment embracing  bed  rest  and  restriction  of  activity 
usually  results  in  long  periods  of  disability.  Kircher 
and  Swartzel,  by  employing  a formula  utilizing  the 
percentage  of  collapse  and  the  hemi-thorax  volume, 
have  calculated  the  rate  of  re-expansion  at  1.25%  per 
day.^  The  conservative  method  of  treatment  may 
be  considered  the  method  of  choice,  and  usually 
employed,  if  the  pneumothorax  is  less  than  20%  and 
uncomplicated.  However,  if  the  degree  of  collapse 
is  greater  than  20%,  successful  treatment  by  this 
method,  as  reflected  in  published  reports,  imposes 
22  to  47  days  disability.^  This  prolonged  disability, 
and  frequent  complications  warrant  the  considera- 
tion of  other  forms  of  treatment  in  most  patients. 

Regarding  open  thoracotomy,  it  must  be  said  that 
this  method  of  treatment  is  certainly  indicated  for 
those  cases  that  do  not  qualify  for  treatment  by  the 
method  to  be  described,  namely,  those  with  giant 
or  diffuse  large  bullae,  pleural  membranes,  or  well 
established  broncho-pleural  fistula.  The  other  meth- 
ods of  treatment  previously  mentioned  will  not  be 
discussed. 

Hawkins,  in  1948,  first  reported  the  successful 
use  of  thoracoscoj)}’,  poudrage,  and  intra-pleural  suc- 
tion in  the  treatment  of  spontaneous  pneumothorax. 
This  was  followed  by  a report  of  ten  cases  by 
Kreutzer  in  1952.^  Since  then,  published  reports 
reflect  a re-expansion  time  of  24-48  hours,  with 
disability  ranging  from  3 to  5 days. 

In  employing  the  thoracoscopy,  poudrage,  and 
intra-pleural  suction  method  of  treatment,  it  has 
become  the  practice  to  treat  all  cases  with  a diagnosis 
of  spontaneous  pneumothorax  as  surgical  emergen- 
cies. 

After  confirming  the  clinical  diagnosis  of  lung 
collapse  by  x-ray  examination,  the  patient  is  taken 
to  the  operating  room,  having  previously  been  given 
nembutal  and  demerol.  Using  local  procaine  anes- 
thesia, a trochar  and  cannula  are  introduced  into 
the  pleural  space  through  the  2nd,  3rd,  or  4th  inter- 
costal space,  either  in  the  anterior  or  mid-axillary 
line.  I prefer  the  4th  interspace  in  the  anterior 


axillary  line,  as  it  permits  a wider  field  of  thora- 
coscopy and  uniform  distribution  of  the  poudrage. 
The  trochar  is  removed  and  the  thoracoscope  is 
withdrawn,  and  sterile  talc  is  insufflated,  by  means 
of  a long-stemmed  powder  blower,  so  as  to  thoroughly 
cover  the  pleural  surfaces.  A #16  or  #18  F.  red- 
rubber  catheter  is  then  inserted  into  the  intra-pleural 
space  through  the  cannula,  and  the  cannula  with- 
drawn. A Foley  catheter  is  not  used,  because  the 
balloon  prevents  approximation  of  the  pleural  sur- 
faces. Active,  under-water  seal  suction,  at  a negative 
pressure  of  15-20  cm.  of  water  is  begun,  and  allowed 
to  remain  active  for  approximately  10  minutes  before 
moving  the  patient  from  the  operating  room. 

The  patient  is  then  returned  to  his  room  by-way 
of  x-ray  where  a chest  film  is  obtained.  This  usually 
shows  re-expansion,  or  near  re-expansion,  of  the 
lung.  Active  suction  is  maintained  for  18  to  24 
hours,  and  then  simple  under-water  seal  drainage  is 
instituted  and  maintained  for  24  hours  longer.  If 
the  x-ray  examination  then  shows  the  lung  to  remain 
re-expanded,  the  catheter  is  removed. 

Pre-operatively,  the  chest  films  must  be  carefully 
studied  for  evidence  of  tuberculosis  or  other  com- 
plicating pathology.  In  addition,  at  the  time  of 
thoracoscopy,  the  pleural  surfaces  must  be  carefully 
inspected  for  subpleural  tubercles  and  other  pathol- 
ogy. When  complicating  pathology  is  noted,  pou- 
drage should  not  be  done.  Thoracoscopy  is  a rela- 
tively benign  procedure,  which  not  only  aids  in  de- 
termining the  underlying  pathology,  but  may  permit 
the  avoidance  of  an  unnecessary  thoracotomy. 

It  is  not  uncommon  for  a small  amount  of  serous 
fluid  to  be  withdrawn  through  the  catheter.  This 
represents  a response  to  the  irritating  properties  of 
the  talc.  Since  it  is  withdrawn  as  rapidly  as  it  forms, 
there  is  no  development  of  an  intrapleural  fluid  col- 
lection, and  it  is  not  necessar}-  to  do  a thoracentesis 
following  removal  of  the  catheter. 

There  is  need  to  introduce  foreign  material  to 
stimulate  an  immediate  inflammatory  reaction  and 
[)romote  pleural  sym{)hysis.  Such  substances  as 
fresh  whole  blood,  hypertonic  glucose  solution,  kao- 
lin, turpentine,  silver  nitrate,  asbestos,  and  mag- 
nesium silicate  (talc)  have  been  used.  Silver  nitrate 
and  hypertonic  glucose  solutions  are  not  desirable 
Ijecause  they  usually  produce  rather  severe  pain 
and  a high  febrile  response,  .\sbestos  may  produce 
a marked  granulomatous  reaction.  Talc,  if  pure,  is 
less  irritating  and  produces  adequate  pleural 
symphysis,  with  a low  incidence  of  granuloma  forma- 
tion. -At  the  time  of  discharge,  patients  receiving 
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talc  show  sharp  costophrenic  angles  and  the  pleural 
reaction  is  usually  not  visible  on  chest  x-ray  film. 
Also,  it  has  been  shown  by  the  follow-up  studies  of 
Knowles,  Gorlin  and  others,  that  there  is  no  loss 
of  pulmonary  function  after  talc  poudrage.® 

The  intra-pleural  suction  should  not  exceed  20 
cm.  water.  If  the  negative  pressure  is  excessive,  there 
may  be  alarming  cardio-vascular-pulmonary  signs 
and  symptoms,  due  to  the  sudden  shift  of  the  dis- 
placed mediastinum  to  normal  position. 

It  is  advisable  to  give  penicillin,  or  other  anti- 
biotic, during  the  period  of  catheter  suction  and 
drainage  to  prevent  the  complications  of  empyema. 

The  rapidity  with  which  the  ruptured  blebs  become 
sealed  by  removing  the  entrapped  air  and  re-expand- 
ing  the  lung  is  the  primary  factor  responsible  for 
the  high  degree  of  success  of  this  method  of  treat- 
ment. 

The  failure  of  this  method  of  treatment  is  pri- 
marily due  to  the  improper  selection  of  cases,  i.e., 
those  not  due  to  ruptured  blebs,  those  with  pleural 
membranes  or  well  established  broncho-pleural 


fistula,  and  those  that  developed  emp}’ema.  It  must 
also  be  kept  in  mind  that  this  method  of  treatment 
is  not  immune  to  the  danger  of  producing  hemo- 
thorax, broncho-pleural  fistula,  empyema,  or  air 
embolus. 
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Immunization  Schedules  for  Adults 


Immunization  schedules  for  adults  were  outlined 
in  the  December  27  Journal  of  the  American  Medi- 
cal Association. 

Answering  a query  from  a Michigan  physician, 
one  of  the  900  physician  consultants  to  the  Journal 
said  the  “optimum  intervals”  for  adult  immuniza- 
tion, assuming  that  an  adequate  initial  immuniza- 
tion series  has  been  given,  are  as  follows: 

— Smallpox.  Vaccination  is  needed  every  three 
years. 

■ — Diphtheria.  Immunization  is  not  recommended 
for  adults  except  in  cases  where  the  person  shows 
no  immunity  after  exposure  to  special  risks. 

— Tetanus.  A booster  dose  should  be  given  at  the 
time  of  each  injury  where  the  danger  of  tetanus 
exists,  with  reinjection  in  the  absence  of  an  injury 
at  intervals  of  no  longer  than  five  years. 


• — -Typhoid.  Reinforcing  injections  are  necessary 
every  three  years. 

— Influenza.  Injections  should  be  given  every  year 
to  “risk  cases,”  such  as  old  or  chronically  ill  persons. 

— Poliomyelitis.  Not  enough  time  has  elapsed 
yet  to  learn  about  the  duration  of  protection  conferred 
by  the  Salk  vaccine,  but  a fourth  dose,  given  not 
earlier  than  one  year  after  the  third  dose,  could  be 
administered  to  individuals  exposed  to  special  risks. 

The  consultant  noted  that  these  are  general  guiding 
schedules  which  vary  according  to  circumstances.  P’or 
instance,  for  persons  traveling  to  areas  where  small- 
jK>x  is  prevalent,  revaccination  at  intervals  as  short 
as  six  months  may  be  desirable.  The  same  is  true 
for  persons  living  in  areas  where  typhoid  is  common. 
They  should  get  a booster  dose  every  year. 
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A Symposium— Jaundice  in  the  Newborn 


I.  Bilirubin  Metabolism 


' I 'WO  FORMS  of  bilirui)in  were  demonstrated  by 
van  den  Bergh.  His  original  reaction  on  normal 
plasma  developed  the  color  in  an  alcoholic  medium 
in  which  both  bilirubin  and  diazctizing  reagent  are 
soluble.  He  later  found  that  bile  would  give  the 
color  without  alcohol,  and  plasma  from  biliary  ob- 
struction would  also  give  such  a direct  reaction. 
Plasma  in  hemolytic  anemia  required  alcohol  for 
color  development  and  this  reaction  was  termed 
indirect. 

The  liver  obviously  altered  the  indirect — reacting 
bilirubin  so  that  it  could  be  excreted  into  the  bile  as 
direct-reacting  pigment.  It  was  believed  that  the 
indirect  bilirubin  was  protein-bound  and  that  the 
liver  split  off  the  protein  forming  “free”  bilirubin. 
The  indirect  reaction  was  attributed  to  alcohol  break- 
ing the  protein  linkage. 

In  195,1  Cole  and  Lathe  showed  by  chroma- 
tography that  neither  direct  nor  indirect  pigment 
contained  protein.  In  1956  Billing  and  Lathe  in 
England,  Schmid  at  the  National  Institutes  of 
Health,  and  Talafant  in  Czechoslovakia  found  that 
the  direct  van  den  Bergh  reaction  was  due  to  two 
closely  related,  fast  moving  water  soluble  fractions, 
pigment  I and  i)igment  11.  The  indirect  reaction 
was  due  to  bilimbin  which  was  slower  moving  and 
fat  soluble.  Pigment  II  is  dominant  in  bile;  pig- 
ments I,  II  ‘ind  bilirubin  are  present  in  the  serum 
of  regurgitation  jaundice,  while  bilirubin  is  almost 
the  only  pigment  in  hemolytic  anemia. 


Editorial  Xote:  This  symposium  was  presented 
to  the  Medical  Staff  of  the  ^lary  Washington  Hos- 
pital by  the  Department  of  Pediatrics  ( Drs.  Grimes, 
Liddle  and  Painter)  and  the  Department  of  Pathol- 
ogy (Dr.  Barnett).  It  was  decided  to  submit  it  for 
put)licaticn  not  only  Ijecause  of  the  intrinsic  worth 
of  the  material  in  bringing  the  general  physician 
current  in  a complex  and  vital  field,  Imt  also  to  dem- 
onstrate again  the  feasibility  of  the  scientific  ap- 
proach to  medical  practice  in  places  distant  from  the 
towering  centers.  C.V.C. 


C.  P.  BARNETT,  M.D. 

Fredericksburg.  Virginia 

When  these  pigments  are  treated  with  the  coupling 
reagent,  pigment  II  forms  only  azo-pigment  B;  bili- 
rubin, azo-pigment  A;  and  pigment  I,  azo-pigments 
-A.  and  B.  Pigment  II  is  a diglucuronide  of  bilirubin, 
and  pigment  I is  a monoglucuronide.  Since  pigment 
I is  a monoglucuronide  it  yields  both  azo-pigment 
and  azo-pigment  B.  (Fig.  I) 

Figure  1 


Khicuronide 


The  liver  appears  to  conjugate  bilirubin  with  one 
or  two  molecules  of  glucuronic  acid  to  form  pigment 
I and  jngment  IT  The  change  occurs  in  the  hepatic 
cells  mediated  by  an  enzyme  glucuronyl  transferase. 

In  regurgitation  jaundice  there  is  a predominance 
of  direct  reacting  pigment,  although  indirect-reacting 
pigment  is  also  increased.  That  jiigment  I gives  rise 
to  both  azo-pigments  A and  B would  help  explain 
this  finding.  Pigment  I is  higher  in  hepatitis  and 
pigment  II  is  higher  in  obstructive  jaundice.  Even 
in  massive  hepatic  necrosis  direct-reacting  pigment 
is  present,  possibly  because  of  extra-hepatic  con- 
jugation, the  site  of  which  is  uncertain.  In  hemohdic 
anemia  the  reaction  is  indirect  since  the  liver  is  not 
primarily  involved.  However,  the  jjresence  of  small 
quantities  of  pigments  I and  II  suggests  some  de.gree 
of  liver  impairment. 

The  indirect  van  den  Bergh  reaction  is  due  to  the 
use  of  a medium,  alcohol,  in  which  both  fat  soluble 
bilirubin  and  aqueous  coupling  reagent  are  miscible. 

Jaundice  in  the  newborn  and  premature  infant,  in 
the  absence  of  iso-immunization,  is  referred  to  as 
jihysiologic  jaundice.  The  bilirubin  is  all  indirect- 
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reacting,  usuall)’  at  low  levels  and  need  not  be  asso- 
ciated with  excess  bilirubin  production.  The  liver 
of  the  jaundiced  newborn  has  marked  reduction  in 
ability  to  conjugate  bilirubin  with  glucuronate  and 
it  is  postulated  that  physiologic  jaundice  is  due  to 
failure  to  conjugate  and  excrete  bilirubin  with  a 
resultant  increase  in  indirect-reacting  pigment.  The 
fall  in  bilirubin  a week  after  birth  is  presumably  due 
to  the  development  of  an  efficient  glucuronyl  trans- 
ferase system. 

Hemolytic  disease  of  the  newborn  combines  exces- 
sive bilirubin  production  with  deficient  conjugation 
and  e.xcretion.  The  bilirubin,  all  indirect,  may  reach 
very  high  levels.  Although  obstructed  adults  may 
reach  comparable  total  bilirubin  levels  the  indirect 
fraction  is  relatively  low  since  conjugation  continues 
either  in  the  liver  or  in  extra-hepatic  sites. 

Congenital  non-hemolytic  hyperbilirubinemia  may 
be  due  to  an  hereditary  deficiency  of  glucuronyl  trans- 
ferase. 

Kernicterus  is  directly  related  to  the  level  of  serum 
bilirubin.  Cerebral  staining  usually  does  not  occur 
below  20  mg.  per  100  ml.  serum.  Brain  tissue  is  not 
stained  by  conjugated  bilirubin  and  it  seems  prob- 

Health 

In  three  out  of  every  five  American  families,  each 
member  of  the  family  is  protected  by  health  insur- 
ance, according  to  the  Health  Insurance  Institute. 
This  information  was  based  on  a nationwide  con- 
sumer survey  of  health  insurance,  conducted  by  Na- 
tional Analysts,  Philadelidua,  Pa.,  just  published 
by  the  Institute. 

Of  the  nation’s  55  million  families,  which  in- 
cludes persons  who  live  alone,  about  60%,  or  33 
million,  have  ever}’  member  of  the  family  with  some 
form  of  health  insurance.  Another  13%  have  some 
but  not  all  of  their  members  insured.  Thus,  in  73% 
of  American  families,  numbering  40  million,  at  least 
one  member  of  the  family  has  health  insurance.  In 
the  other  27%,  no  member  is  insured. 

The  Institute  survey  shows  that  urban  residents 
are  more  often  insured  than  rural  persons.  Geo- 
graphically, the  Northeastern  states  lead  the  North- 
Central  and  Western  states,  and  the  Southern  states 
in  health  insurance  coverage. 

Some  75%  of  urban  persons  have  health  insurance 
in  contrast  to  58%  for  those  in  rural  areas.  In 
67%  of  urban  families,  all  members  have  health 
insurance,  and  an  additional  12%  of  families  include 
at  least  one  member  with  such  protection,  making  a 
total  of  79%,  of  urban  families  with  at  least  one 


able  that  it  is  the  unconjugated  fat  solulde  nature 
of  the  pigment  that  is  largely  responsible  for  kernic- 
terus. -Another  factor  is  the  greater  permeability  of 
the  blood — brain  barrier  in  infancy.  Icteric  sjnnal 
fluid  is  common  in  infants  but  in  the  adults  only 
occurs  at  rather  high,  prolonged  levels  of  bilirubin. 
Kernicterus  is  not  seen  in  adults  since  indirect  bili- 
rubin is  usually  below  the  critical  level  and  the 
blood-brain  barrier  may  be  less  permeable. 

Kernicterus  is  not  confined  to  erythroblastotic 
infants  but  may  be  seen  in  newborn  infants  with 
marked  hyperbilirubinemia  due  to  defective  conju- 
gation and  excretion  of  bilirubin. 
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Insurance 

member  insured.  -Among  rural  families,  51%  had 
all  members  insured  and  13%  were  partially  insured 
for  a total  of  64%. 

One  of  the  factors  involved  in  the  insurance 
coverage  differences  between  urban  and  rural  per- 
sons is  the  greater  industrialization  in  city  areas,  and 
hence  the  greater  availability  of  group  insurance 
programs. 

-As  a result  of  greater  opportunity  for  industrial 
employment,  some  56%  of  urban  residents  have 
group  health  insurance  coverage  as  compared  to 
39%  of  rural  persons.  There  is  little  difference, 
however,  in  the  percentage  of  persons  covered  by 
individual  policies  as  broken  down  into  urban  and 
rural  residences.  -About  23%  of  urban  residents 
have  individual  policies,  as  opposed  to  21%  of 
rural  persons-  Some  persons,  of  course,  have  group 
and  individual  coverage. 

Nationally,  the  number  of  -Americans  protected 
against  the  cost  of  hospital  and  doctor  bills  through 
insurance  company  programs.  Blue  Cross-Blue  Shield 
and  other  health  care  plans,  was  estimated  at  121 
million  at  the  end  of  1958.  Some  70%  of  the 
nation’s  population  now  have  some  form  of  health 
insurance  coverage. 
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II.  Clinical  Manifestations  And  Evaluation 


TX  lA  ALUATIXG  JAUNDICE  in  the  newborn 

we  are  confronted  witli  a unique  j)roblem  in 
that  neonatal  jaundice  is  a physiologic  characteristic 
Virtually  all  infants  have  some  elevation  of  serum 
bilirubin  at  birth,  and  as  many  as  50%  of  term 
babies,  and  an  even  higher  percentage  of  prematures, 
will  show  clinical  jaundice  during  the  first  week  of 
life.  The  degree  of  apparent  jaundice  will  depend 
on  many  factors  such  as  the  pigmentation  and  cir- 
culation of  the  skin,  the  light  in  which  the  infant 
is  viewed,  and  the  astuteness  of  the  observer.  There 
are  probably  several  factors  involved  in  the  etiology 
of  icterus  neonatorum,  including  an  excess  of  pig- 
ments derived  from  the  breakdown  of  red  cells  which 
are  no  longer  needed  after  birth,  and  the  relative 
immaturity  of  the  liver  cells  which  impedes  the 
normal  elimination  of  these  pigments. 

Icterus  neonatorum  has  been  generally  regarded 
as  a completely  benign  condition,  and  for  the  most 
jjart  this  is  true.  Jaundice  usually  apjjears  between 
the  second  and  fourth  days,  and  has  begun  to  fade 
by  the  end  of  the  first  week.  Some  babies  appear 
rather  lethargic  and  may  do  poorly  during  the  period 
of  jaundice  but  as  a rule  there  are  no  ill  effects. 

Nevertheless,  we  are  concerned  about  the  develop- 
ment of  jaundice  in  a newborn  because  we  now  know 
that,  whatever  the  cause  of  the  jaundice,  there  is  a 
critical  level  of  serum  bilirubin,  (in  the  neighbor- 
hood of  20  mg.%),  above  which  a large  percentage 
of  babies  will  develop  kernicterus  with  resultant 
death  or  severe  brain  damage.  It  seems  probable 
that  it  is  the  indirect  bilirubin  which  is  responsible 
for  the  development  of  kernicterus,  but  this  remains 
to  be  proved.  At  any  rate  the  correlation  between  the 
level  of  indirect  bilirubin  and  the  development  of 
kernicterus  seems  unquestionable. 

It  has  been  found  recently  that  some  j:)rematures 
develop  kernicterus  in  association  with,  and  pre- 
sumably as  a result  of,  |)bysiologic  jaundice.  Also, 
the  use  of  certain  drugs  in  premature  infants  may 
aggravate  the  problem.  Large  doses  of  the  vitamin  K 
preparation,  Synkavite®,  appear  to  increase  the 
hyperbilirubinemia  of  physiologic  jaundice^--.  Vita- 
min K,  of  course,  is  an  imj)ortant  drug  in  the  man- 
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agement  of  prematures,  but  since  a single  injection 
of  1-2  mg.  appears  adequate  to  prevent  hypopro- 
thrombinemia,  it  would  seem  advisable  to  avoid 
larger  doses.  The  use  of  sulfioxazole  (Gantrisin®) 
in  prematures  appears  to  be  associated  with  an  in- 
creased incidence  of  kernicterus®,  even  though  it  does 
not  affect  the  serum  bilirubin.  Perhaps  other  drugs 
are  capable  of  producing  similar  undesirable  reac- 
tions, and  we  should  bear  this  in  mind  when  pre- 
scribing medication  for  prematures. 

In  attempting  to  decide  whether  jaundice  in  a 
given  infant  is  normal  or  pathological,  there  are  a 
number  of  factors  to  be  considered.  If,  in  association 
with  the  jaundice  we  find  signs  of  severe  anemia, 
hemorrhagic  manifestations,  or  enlargement  of  the 
liver  and  spleen,  we  are  obviously  dealing  with  a sick 
liaby  and  would  .«et  about  to  define  the  exact  nature 
of  the  disease  by  appropriate  laboratory  studies. 
Often,  however,  we  are  confronted  with  a jaundiced 
baby  and  little  or  nothing  else  in  the  way  of  clinical 
signs.  In  this  case,  the  time  of  appearance  of  jaun- 
dice is  most  important.  Physiologic  jaundice  rarely 
appears  before  the  second  day  of  life,  and  therefore 
jaundice  in  the  first  24  hours  of  life  must  be  regarded 
as  abnormal  and  demands  immediate  investigation. 
The  great  majority  of  infants  showing  obvious  jaun- 
dice on  the  first  day  of  life  will  prove  to  have  ery- 
throblastosis fetalis  due  to  .\BO  or  Rh  incompati- 
bility. Jaundice  apj>earing  later  in  the  first  week 
sliould  certainly  be  followed  closely  by  clinical 
observation,  and  if  its  intensity  is  more  than  slight, 
probably  shs  uld  be  fcllcwed  with  serial  determina- 
tions cf  the  serum  biliruljin. 
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III.  Causes  of  Neonatal  Jaundice 


\V.  D.  LIDDLE,  Jr.,  M.D. 
P'redericksburg,  Virginia 


T)  H VSIOLOGICAL  J.\UNDICE  is  the  most  com- 
men  cause  of  neonatal  jaundice.  It  is,  to  some 
degree,  an  e.xclusion  diagnosis  and  herein  lies  its 
danger  as  a diagnostic  pitfall.  This  condition  has 
been  well  discussed  above. 

Hemolytic  disease  of  the  newborn,  or  as  it  is  better 
known,  erythroblastosis  fetalis,  is  the  disease  to  be 
considered  first  when  a baby  becomes  icteric  before 
the  third  day  of  life.  Its  presence  is  usually  easy 
to  determine  by  laboratory  means  but  one  should 
keej)  in  mind  tluit  as  many  as  five  per  cent  of  babies 
with  this  disease  may  have  a negative  Coomb’s  test. 
This  condition  will  be  discussed  below. 

Septicemia  is  one  of  the  principal  pathological 
causes  of  jaundice  in  the  newborn.  The  liver  and 
spleen  are  more  often  enlarged  than  not  and  hemoly- 
tic anemia  may  also  be  present  in  the  more  serious 
cases  (“Winckel’s  disease”).  Other  common  findings 
are  poor  feeding,  listlessness,  a persistent  loss  of 
weight  or  failure  to  gain,  and  a subnormal  tempera- 
ture. Fever  may  be  found  but  hypothermia  is  more 
common,  especially  in  the  less  mature  infants.  The 
infection  may  Ije  acquired  in  utero  from  a maternal 
bacteremia  or  after  prolonged  premature  rupture 
of  the  membranes.  It  may  be  acquired  during  the 
birth  process  or  in  early  neonatal  life  through  skin 
and  mucous  membrane  abrasions,  the  umbilical 
stump,  or  a circumcision  wound.  It  may  also  be 
acquired  tlirough  the  respiratory,  digestive,  or  geni- 
tourinary tracts.  The  most  often  found  causative 
bacteria  are  the  staphylococcus,  E.  coli,  and  the 
streptococcus.  Since  other  organisms,  such  as  B. 
Proteus  and  Pseudomonas  are  also  occasionally  in- 
volved, one  should  not  empirically  begin  treating 
a suspected  septicemia  until  after  blood  cultures 
have  been  drawn  since  positive  blood  cultures  are  the 
only  basis  of  a positive  diagnosis.  Since  meningeal 
involvement  is  often  present  with  a septicemia,  ex- 
amination of  the  cerebrospinal  fluid  is  mandatory 
when  a septicemia  is  suspected  or  has  been  proved 
to  be  present. 

Obstruction  of  the  biliary  tract,  whether  intra- 
hepatic  or  extrahepatic,  may  rarely  cause  jaundice 
in  the  first  few  days  of  life  but  jaundice  resulting 
from  mechanical  obstruction  more  often  appears 
later,  or  as  an  extention  of  icterus  neonatorum. 


Congenital  syphilis  may,  along  with  other  mani- 
festations, first  appear  as  jaundice  and  hepatospleno- 
megaly.  We  fortunately  see  little  of  this  disease  in 
the  present  newborn  but  we  should  always  consider 
it  in  attempting  to  diagnose  the  cause  of  jaundice 
when  erythroblastosis  has  been  ruled  out  fully. 

Generalized  cytomegalic  inclusion  disease  of  the 
newborn  is  an  uncommon  disease  and  one  which  has 
been  diagnosed  before  death  only  during  the  past 
few  years. ^ The  cells  which  are  typical  of  the  dis- 
ease have  been  found  at  autopsy  as  an  incidental 
finding  in  the  salivary  glands;  disseminated  through- 
out the  Irody  in  children  and  some  adults  dying  of 
various  chronic  diseases;  and  in  newborn  infants 
dying  of  the  disease.  The  diagnosis  during  life 
depends  on  finding  the  cells  in  centrifuged  specimens 
of  body  fluids  such  as  the  urine,  gastric  washings, 
or  even  in  the  aqueous  humor  from  which  also  there 
has  been  grown  on  tissue  culture  a virus  indistin- 
guishable from  the  salivary-gland  virus. ^ It  is  be- 
lieved that  the  salivary-gland  virus  is  the  etiological 
agent  in  this  disease.  The  clinical  manifestations  in 
the  newborn  infant  consist  of  hemolytic  anemia, 
jaundice,  hepatosplenomegaly,  and  thrombocytopenic 
purpura.  The  diagnosis  is  best  made  by  the  finding 
of  tubular  epithelial  cells  with  the  characteristic 
inclusions  in  the  urinary  sediment.  It  should  be 
emphasized  that  these  cells  may  not  apj>car  early 
and  it  may  take  several  days,  and  repeated  examina- 
tions of  the  urine,  before  they  are  seen.  Little  is 
known  concerning  the  treatment  of  this  disease. 
Steroids  have  been  used  by  several  writers  and  cor- 
tisone was  used  in  the  treatment  of  the  only  case 
yet  reported  who  recovered  without  sequelae.^  In  those 
who  survive,  cerebral  calcifications  are  often  present, 
together  with  evidence  of  severe  cerebral  damage. 

Congenital  Toxoplasmosis  is  another  intrauterine 
infection  which  may  l>e  apparent  at  birth  or  after 
several  days,  manifesting  with  fever,  maculopapular 
rash,  jaundice,  lymphadenopathy,  hepatosplenomeg- 
aly, and  central  nervous  system  deformities.  This 
disease  may  earh’  terminate  witli  the  death  of  the 
baby  or  it  may  resolve  leaving  varying  degrees  of 
ocular  or  nervous  system  deformities. 

Generalized  herpes  of  the  newborn,  with  or  without 
herjjetic  lesions  of  the  skin,  is  a very  serious  disease. 
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The  mothers  of  affected  infants  usually  have  a con- 
comitant herpes  simplex  infection  and  the  babies,  at 
birth,  usually  have  skin  petechiae,  hepatospleno- 
megaly,  and  extreme  toxicity. 

Xeouatal  hepatitis,  probably  of  viral  origin,  can 
be  a cause  of  jaundice  which  appears  shortly  after 
birth.  In  many  of  these  cases,  giant  cell  transforma- 
tion of  the  hepatic  parenchyma  occurs  but  similar 
hepatic  changes  are  also  present  in  oO^r  of  cases 
of  biliary  atresia.^ 

Galactosemia  rarely  manifests  as  jaundice  until 
after  a week  or  so.  This  rare  condition,  a metabolic 
disease,  is  quite  simple  to  treat  if  diagnosed  early, 
and  the  diagnosis  depends  on  finding  a urinary 
sugar  that  causes  a color  change  with  Benedict's 
solution  but  proves  not  to  be  glucose  on  the  fermenta- 
tion tests. 

Hereditary  spherocytosis  and  congenital  nonsphero- 
cystic  hemolytic  anemia  are  occasional  causes  of  neo- 
natal jaundice  and  the  diagnosis  of  these  is  aided 
by  a positive  family  history,  a high  index  of  sus- 
picion, and  appropriate  laboratory  studies.  A pre- 
sumptive diagnosis  of  both  may  be  made  by  careful 
examination  of  blood  smears. 

Familial  nonhemolytic  jaundice,  a condition  which 
does  not  conform  to  the  usual  pattern  of  hepatocel- 
lular jaundice,  is  thought  to  result  from  inability 
of  hepatic  cells  to  metabolize  and  excrete  bilirubin 
normally.®  It  may  be  a cause  of  neonatal  jaundice, 
even  severe  enough  to  cause  central  nervous  system 
damage.®  The  bilirubin  may  rise  to  as  high  as 
40  mg./lOO  ml.  Liver  function  tests  are  all  normal 
except  for  bilirubin  tolerance  tests  which  show  reten- 
tion. Liver  biopsies  show  some  accumulation  of 
bilirubin  in  bile  canaliculi  and  periportal  fibrosis. 

Congenital  thyrotoxicosis,  in  infants  born  of 


mothers  who  have  been  subjected  to  thyroidectomv 
for  Grave's  disease,  has  been  the  cause  of  jaundice, 
hepatosplenomegaly,  and  eventually  death  in  two 
infants." 

In  viewing  this  list  of  conditions,  one  notes  that 
there  are  many  causes  of  jaundice  in  the  newborn. 
One  also  notes  that  most  of  these  conditions  are 
seldom  seen  but  they  should  always  be  kept  in  mind 
while  evaluating  an  icteric  infant.  Even  after  con- 
sidering all  of  the  conditions  in  this  rather  formid- 
able list  of  possibilities,  one  is  occasionally  forced 
to  diagnose  a jaundiced  infant  as  having  “neonatal 
hyperbilirubinemia,  cause  not  known",  thus  demon- 
strating to  us  further  that  we  are  still  far  from 
knowing  all  about  the  baby  who  is  jaundiced. 
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Heart  Disease  Research 


Over  100  research  programs  devoted  to  heart  dis- 
ease have  been  supported  during  the  year  by  the 
Life  Insurance  Medical  Research  Fund,  according 
to  the  fund’s  annual  report.  Over  $1,086,000  have 
been  allocated  to  continue  this  support. 

Research  aided  by  the  fund  is  concerned  with  all 
{larts  of  the  heart  and  blood  vessels.  In  1957-58  it 
was  performed  in  75  research  centers  widely  dis- 
tributed in  the  United  States  and  Canada. 

Progress  in  work  on  heart  problems  has  been 
most  encouraging.  Investigators  now  have  an  atti- 


tude of  confidence  in  their  ultimate  solution,  whereas 
a few  years  ago  the  outlook  seemed  hopeless. 

The  fund  also  supported  22  research  fellowships 
in  1957-58.  These  were  held  by  young  men  and 
women  in  training  for  research  in  the  heart  field. 

The  fund  is  supported  by  144  life  insurance  com- 
panies large  and  small.  Its  resources  are  devoted 
entirely  to  heart  research.  Since  the  fund's  organiza- 
tion in  1945,  over  $10,300,000  has  been  contributed 
to  this  vital  work. 
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IV.  The  Treatment  of  Hyperbilirubinemia 
at  Mary  Washington  Hospital 


HE  FIRST  EXCHANGE  TRANSFUSION 
was  carried  out  at  the  Mary  Washington  Hos- 
pital on  June  6,  1956,  and  since  that  time  twenty- 
one  other  infants  have  been  treated  by  this  method. 
There  were  two  deaths.  One  death  resulted  from  a 
delay  in  diagnosing  an  Rh  incompatibility  in  a 48- 
hour  premature  white  female,  and  the  other  from 
giant  cell  hepatitis.  Both  infants  were  exchanged  even 
though  their  clinical  conditions  were  stormy.  Fol- 
lowdng  the  exchange  transfusion,  both  infants  seemed 
to  improve  for  a period  of  approximately  18  hours, 
but  then  expired.  Each  infant  was  autopsied. 

There  were  twelve  infants  exchanged  because  of 
Rh  incompatibility,  four  males  and  eight  females, 
and  there  were  seven  infants  exchanged  because  of 
hyperbilirubinemia  due  to  ABO  incompatibility, 
three  males  and  four  females.  (See  Table  I).  Those 


Table  I 

Incompatability  According  to  Race  and  Sex 


I NCOMPATABILITY' 

Male 

Female 

Totals 

W 

C 

W 

c 

Rh 

4 

0 

8 

0 

12 

ABO 

2 

1 

1 

3 

7 

“Others” 

1 

0 

1 

1 

3 

Totals 

7 

1 

10 

4 

22 

classified  as  “Others”  constituted  the  above-men- 
tioned giant  cell  hepatitis  with  hyperbilirubinemia, 
an  infant  with  erythroblastosis  due  to  the  “C”  fac- 
tor, and  a case  of  hyperbilirubinemia  of  undetermined 
etiology.  The  latter  two  were  successfully  treated 
by  the  exchange  transfusion  method. 

Our  criteria  for  the  exchange  transfusion  are 
essentially  a combination  of  clinical  and  laboratory 
findings. 

1)  A cord  hemoglobin  of  13  grams  or  less,  or  a 
capillary  hemoglobin  of  15  grams  ox  less,  with 
a piositive  Coomb’s  test. 


J.  W.  PAINTER,  M.D. 

Fredericksburg,  Virginia 

2)  A cord  bilirubin  of  5 mg.  % or  above  calls 
for  immediate  care.  Likewise,  a rising  serum 
bilirubin  is  a danger  signal. 

3)  Any  infant,  5 lbs.  and  8 oz.,  or  under,  with 
a positive  Coomb’s  and  a rising  serum  bili- 
rubin to  15  mg.  % is  an  indication  for  an 
exchange  transfusion. 

4)  A history  of  a previous  sibling  with  jaundice 
or  central  nervous  system  involvement  war- 
rants immediate  investigation. 

5)  A maternal  anti-Rh  antibody  titer  of  1:64  or 
greater  during  pregnancy,  or  with  a rising  titer, 
is  an  indication  to  be  prepared  for  an  exchange 
transfusion. 

^^’e  feel  that  erythroblastosis  can  be  managed 
successfully  in  a hospital  of  this  size  by  using  these 
criteria.  W’e  have  not  used  new  fresh  blood  as  yet 
due  to  the  lack  of  proper  donors.  However,  our 
transfusions  have  been  successful  thus  far  by  using 
properly  typed  Red  Cross  blood  from  the  supply  in 
our  laborator}’  blood  bank.  We  do  attempt  to  use  the 
latest  dated  blood  possible,  and,  in  all  of  our  cases, 
blood  under  72  hours  old  was  used.  Prior  to  starting 
the  exchange  transfusion,  the  blood  is  warmed,  then 
draped  in  hot  water  bottles  to  maintain  the  warmth 
during  the  procedure.  Three  of  our  cases,  we  feel, 
would  not  have  had  time  to  wait  for  fresh  donor 
blood  because  of  their  critical  condition  at  birth. 

From  our  small  study,  we  recommend  that  a cord 
blood  be  drawn  for  a Coomb's  test  on  all  infants 
whose  mothers  did  not  receive  prenatal  care,  and  that 
a “jaundice  card”  be  placed  on  the  cribs  of  all  new- 
born babies  (Fig.  1) 

The  technique  of  exchange  transfusion  most  com- 
monly used  in  our  hospital  is  the  insertion  of  a #8 
feeding  tube  into  the  umbilical  vein.  However,  when 
it  was  not  technically  feasible  to  use  the  umbilical 
vein,  the  long  saphenous  vein  was  used  in  one  infant, 
the  femoral  artery  was  used  in  another,  and,  in  two 
others,  the  technique  of  making  an  incision  just  above 
the  umbilicus  and  cannulizing  the  umbilical  vein 
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Figure  I 


N lime 


Date  of  Birth 

Hour 

Time  .laiindice 

Stool 

Urine 

1st  24  hrs. 

2iul  24  hrs. 

“Jaundice  Card’’ 


was  quite  successful.  Use  of  a 10  cc.  syringe  appears 
to  keep  the  baby  more  comfortable  during  the  ex- 
change than  a 20  cc.  The  post-exchange  results  have 
lieen  just  as  satisfactory. 

SUMMARY 

1)  The  pathological,  physiological,  and  differen- 


tial diagnosis  related  to  jaundice  of  the  newborn 
is  presented. 

2)  There  have  been  twenty-two  cases  of  hyper- 
bilirubinemia tieated  by  exchange  transfusion  at 
Mary  \\'ashington  Hospital  over  a period  of  two 
years,  with  two  deaths.  One  death  resulted  from 
erythroblastosis  fetalis  in  a 48-hour  premature 
white  infant.  This  might  have  been  prevented  had 
there  been  prenatal  data  or  at  least  a cord  blood 
Coomb's  test.  The  other  death  was  due  to  hepatitis. 

.1)  The  use  of  the  “jaundice  card”  has  been  help- 
ful in  detecting  early  jaundice. 

4)  The  technique  of  a ventral  approach  to  the 
umbilical  vein  is  being  used  at  this  hospital  when 
the  usual  cannulization  of  the  umbilical  vein  is  not 
technically  possible. 

5)  Red  Cross  blood  is  being  used  successfully  in 
our  hospital. 


Medical  Arts  Building 
Fredericksburg,  Virginia 


Men  More  Successful  At  Dieting 


Men  are  more  successful  at  losing  weight  than 
women,  a new  review  of  medical  reports  shows. 
Writing  in  the  January  Archives  of  Internal  Medi- 
cine, published  by  the  American  IMedical  Association, 
Dr.  Albert  Stunkard  and  IMavis  McLaren-Hume, 
M.S.,  said,  “Sex  of  the  patients  has  not,  to  our 
knowledge,  been  previously  suggested  as  a possible 
factor  in  the  success  of  efforts  at  weight  reduction. 
We  were,  therefore,  surprised  to  discover  that  when- 
ever results  of  treatment  have  been  reported  accord- 
ing to  sex  of  the  jjatient,  men  have  been  shown 
to  be  more  successful  than  women.” 

In  three  separate  studies  “a  far  higher  percentage 
of  men  than  women  were  able  to  achieve  the  modest 
success  of  a 20-pound  weight  loss.”  The  discrepancy 
between  the  results  of  treatment  for  men  and  for 
women  is  even  more  pronounced  if  40  pounds  is 
considered  as  a criterion  of  success.  At  least  three 
other  possible  criteria  for  predicting  success  have 
been  suggested.  They  are  the  presence  of  the  “night- 
eating syndrome,”  in  which  the  patient  eats  at  night; 
the  outcome  of  previous  attempts  at  dieting,  and  the 
amount  of  anxiety  in  the  patient. 


The  authors  found  in  a review  of  the  literature  and 
in  a study  of  100  patients  at  New  York  Hospital  that 
none  of  these  had  any  validity  as  indications  of 
success  at  weight  reduction. 

“In  recent  years  the  ill  effects  ascribed  to  excessive 
body  weight  have  received  wide  attention,  as  have 
the  benefits  to  be  achieved  by  weight  reduction.  As 
a result  many  physicians  and  their  patients,  who 
had  formerly  looked  upon  weight  reduction  as  a 
cosmetic  conceit,  have  come  to  consider  it  a thera- 
peutic imperative.  A variety  of  lay  institutions, 
notably  the  magazines  for  women,  has  seized  upon 
this  growing  interest  in  weight  reduction  and  has 
helped  to  magnify  it  to  the  proportions  of  a national 
neurosis.” 

A\'hen  treatment  for  cbesit}'  is  undertaken,  it  must 
be  conducted  by  a qualified  ph\sician  and  not  by 
nonmedical  persons. 

Dr.  Stunkard  is  a psychiatrist  at  the  University  of 
Pennsylvania  School  of  Medicine,  who  has  exten- 
sively studied  the  problems  of  obesity  treatment.  iMiss 
McLaren-Hume  is  a member  of  the  staff  of  the 
department  of  nutrition  at  the  Xew  York  Hospital. 
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An  Appeal  to  Reason 


ROBERT  P.  IRONS,  M.D. 
Lexington,  Virginia 


PROBLEM  of  automotive  mayhem  has  been 
forcefully  presented  to  the  general  public  through 
the  various  media  of  newspapers,  radio,  and  televi- 
sion and  in  more  technical  terms  to  the  members  of 
the  medical  profession  by  additional  scientific  re- 
ports. At  the  risk  of  being  repetitious  and  even 
pedigogical,  I wish  to  present  the  results  of  a major 
tragedy  along  with  some  observations  which  I feel 
pertinent  to  future  prevention  of  such  occurrences. 


Figure  1 

— Rockbridge  County  News 


On  January  4,  1957,  a Scenicruiser  Greyhound 
Bus,  complete  with  driver  and  forty-two  passengers 
crashed  head-on  into  the  rear  of  a large  trailer- 
truck  loaded  with  cast  iron  pipe.  Three  passengers 
and  the  driver  apparently  died  instantly.  Two  more 
died  on  admission  to  local  hospitals.  The  seventh 
died  less  than  seventy-two  hours  later  of  multiple 
injuries.  The  remaining  thirty-six  passengers  were 
given  emergency  treatment  with  the  exception  of  four 
who  denied  receipt  of  any  injury.  Sixteen  of  these 
required  hospitalization  with  their  length  of  stay 
ranging  from  one  to  one  hundred  fifty-nine  days  with 
a total  period  of  four  hundred  fifty-one  patient  days. 

Thus  a total  of  thirty-eight  of  the  passengers  sus- 
tained injuries,  or  88.37%  for  the  bus  as  a whole, 
a mortality  rate  of  16.27%  and  a morbidity  of 
88.88%  for  those  surviving. 

A total  of  one  hundred  twenty-six  separate  injuries 
was  suffered  by  all  and  these  have  been  catagorized 
into  seven  major  areas  or  regions  (see  chart  B).  The 
detailed  injury  and  its  magnitude  cannot  be  described 
with  any  adequacy  due  to  the  limited  scope  of  this 
report  and  so  although  each  was  studied  thoroughly. 


it  has  been  recorded  here  only  by  notation  of  tlie 
region  of  injury  with  additional  reflection  in  the 
resultant  morbidity  or  mortality.  Study  of  the  types 
of  injuries  sustained  and  the  apparent  causative 
mechanisms  has  proved  not  only  interesting  but  in- 
formative in  the  conclusions  drawn.  These  serve 
further  to  substantiate  the  recommendations  noted 
later  relative  to  safety  measures  concerning  all  vehicles 
now  using  our  highways.  Many  of  these  injured  have 
now  recovered  completely  (thirteen  months  later) 
but  several  still  require  medical  care  and  rehabilita- 
tion and  a few  will  never  recover  completely. 

The  severity  and  degree  of  injury  sustained  in 
this  case  are  partially  reflected  by  the  seating  ar- 
rangement of  the  passengers  (see  chart  A).  As  one 


CHART  'A* 
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readily  observes,  those  on  the  lower  deck  were  crushed 
by  direct  contact  with  the  pipe-laden  trailer,  but 
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CHART  ‘B 
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with  the  omission  of  those  killed  as  a result  of  direct 
forces  we  have  left  thirty-two  others  who  sustained 
a total  of  eighty-eight  injuries.  If  one  further  ana- 
lyzes the  charts,  it  will  l)e  apparent  that  the  vast 
majority  of  these  could  have  been  prevented  or  at 
least  greatly  minimized  by  the  use  of  two  simple 
measures:  namely,  seat  belts  and  crash  pads  affixed 
to  the  back  of  each  seat.  In  practically  every  case, 
injury  was  sustained  as  a result  of  being  thrown 
from  the  seat  into  the  aisle  or  against  the  rear  of  the 
seat  directly  in  front.  One  can  further  postulate  that 


with  the  use  of  such  safety  measures  others  who  died 
might  have  survived  even  though  sustaining  serious 
injuries  not  preventable  in  their  entirety. 

Braunstein  et.  aB  in  their  well  documented  studies 
have  demonstrated  graphically  the  value  of  such 
safety  measures  in  automotive  design  especially  v.'ith 
reference  to  the  seat  belt.  Where  these  were  used, 
there  was  a sixty  per  cent  range  of  improvement  in 
injuries  observed. 

Thus,  if  these  percentages  can  be  translated  into 
terms  of  those  derived  from  the  accident  described, 
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— Waynesboro  Neavs-rlrffinian 
Figure  2 


one  finds  that  ajjproxiniately  nineteen  of  the  thirty- 
two  passengers  who  suffered  non-fatal  injuries  would 
have  escaped  with  less  severe  and  possibly  minimal 
trauma  and  five  of  those  killed  might  have  escaj>ed 
with  serious  but  nevertheless  non-fatal  injury.  Sta- 
tistics relative  to  injuries  of  the  head  and  face  are 
of  additional  special  interest  since  they  comprise 
such  a large  percentage  of  the  total  injuries  received; 
namely  fifty-eight  of  the  one  hundred  twenty-six.  In 
this  region  in  particular,  the  use  of  crash  pads  and 
seat  belts  are  almost  totally  protective. 


— Rockbridge  County  N enus 
Figure  3 


These  statistics  are  startling  and  compelling  and 
refusal  to  heed  their  message  must  weigh  on  the 
conscience  of  those  who  know  but  disregard  them. 
The  time  to  bring  about  wide-spread  use  of  safety 
measures  is  NOW  and  the  need  is  urgent.  If  the 
public  could  know  completely  the  causes  of  this 
needless  loss  of  life  and  years  of  subsequent  suffer- 
ing they  would  demand  preventive  measures.  Auto- 
motive designers,  engineers  and  manufacturers  must 


be  convinced  of  their  responsilfility  in  this  campaign 
and  if  necessary  required  by  law  to  make  available 
as  standard  equipment  basic  safety  features  in  every 
vehicle.  This  certainly  could  be  carried  out  in  the 
common  carriers  where  on  the  spot  supervision  is 
available  at  all  times.  It  is  ([uite  true  that  enforce- 
ment of  the  use  of  safet}-  features  by  the  individual 
will  prove  more  difficult  but  this  can  be  improved 
through  properly  designed  legislation.  Evidence  of 
non-utilization  of  these  features  by  anyone  involved 
in  an  accident  should  bring  about  forfeiture  of  his 
driving  permit.  In  this  way,  both  manufacturer  and 
consumer  would  profit  from  the  lives  saved  by  jme- 
ventative  laws.  Is  this  any  different  in  nature  from 
our  public  health  laws  and  existing  traffic  laws?  I 
think  not,  and  I further  believe  that  the  general 
public  would  accept  them  once  it  understood  the 
benefits  inherent  in  such  laws. 

An  excellent  beginning  has  been  made  through  the 
work  of  committees  of  dedicated  members  of  the 
medical  profession  working  with  recejfiive  representa- 
tives of  the  automobile  manufacturers.  The  anti- 


— W aynesboro  N enus-Virginian 
Figure  4 


bodies  of  safety  are  known.  Recognition  of  safety 
features  and  the  desirability  of  their  employment  by 
others  while  refusing  to  face-up  to  one’s  own  defi- 
ciencies and  laxity  will  no  longer  suffice.  We  have 
the  means  and  the  duty  to  our  fellowman  to  explain 
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their  value  and  then  convince  them  to  make  full  use 
of  all  their  benefits. 

Reference 
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Heredity  in  Multiple  Sclerosis 


■A  hereditary  factor  was  termed  "a  distinct  pos- 
sibility” as  a cause  of  multiple  sclerosis  after  a 
new  study  of  twins  suffering  from  the  disease.  He- 
redity has  long  been  considered  as  possibly  playing 
a role  in  multiple  sclerosis,  a disease  of  the  central 
nervous  system. 

.\  preliminarj-  report  of  the  study — one  of  the  first 
conducted  among  twins  and  their  relatives — was 
made  by  two  Chicago  scientists  in  the  December 
.\rchives  of  Neurology-  and  Psychiatry,  published 
by  the  .\merican  Medical  Association. 

The  study  involved  6,1  sets  of  twins,  of  whom  54 
sets  were  completely  studied  and  nine  of  whom  are 
still  being  studied.  They  were  selected  through  the 
National  Multiple  Sclerosis  Society  who  advertised 
for  twins  in  whom  at  least  one  had  multiple  sclerosis. 

The  study  showed  that  among  identical  twins, 
there  were  two  sets  in  whom  both  meml)ers  definitely 
had  the  disease;  five  sets  in  whom  it  appeared  that 
both  had  the  disease,  and  22  sets  in  whom  only 
one  twin  had  the  disease. 

.\mong  the  non-identical  twins,  there  was  one  set 
in  whom  both  twins  had  the  disease;  three  in  whom 
it  a]jpeared  that  both  had  the  disease,  and  21  in 
whom  only  one  twin  had  it. 

Using  “the  most  rigid  diagnostic  standards,”  both 
members  of  only  three  sets  definitely  had  multiple 
sclerosis;  however,  with  less  rigid  standards,  11  sets 
could  be  considered  as  having  “concordant”  disease. 
They  noted  that  it  is  sometimes  difficult  to  tell  def- 
initely if  a nervous  disorder  is  multiple  sclerosis, 
and  that  there  are  cases  in  which  the  disease  process 


“burns  out"  before  it  presents  the  standard  symp- 
toms. 

It  is  possible  that  more  concordant  cases  may 
appear  in  future  years,  since  there  is  great  varia- 
bility in  the  age  of  onset  of  disease.  In  addition, 
the  {jartial  symptoms  presented  by  many  of  the  twins 
“will  probably  flower  into  the  full  clinical  picture 
in  many  of  them,  while  others  now  quite  free  may 
come  to  show  the  full-blown  disease.” 

It  seems  most  unlikely  that  multiple  sclerosis  is 
of  purely  genetic  origin.  “There  must  be  more  than 
one  cause  if  genetic  factors  play  any  role  at  all.  Thus 
it  is  possible  that  a genetic  factor  may  require  the 
addition  of  an  environmental  agent  before  the  disease 
can  develop.  Concordance  in  identical  twins  may 
thus  fail  to  develop  because  one  of  the  pair  has 
not  yet  encountered  the  unknown  environmental  fac- 
tor necessary  to  produce  the  disease.” 

Studies  of  more  than  one  thousand  relatives  of 
these  twins  showed  a prevalence  of  the  disease  rang- 
ing from  20  to  33  times  that  found  in  the  general 
population.  This  finding — similar  to  those  of  other 
studies — “strongly  suggests  a genetic  factor  as  one 
agent  in  the  causation  of  multiple  sclerosis,”  and 
makes  the  “equivocal  genetic  evidence”  disclosed  in 
the  study  of  twins  less  equivocal  and  more  favorable 
to  the  genetic  hypothesis. 

“Follow-up  studies  of  these  twins  and  their  rela- 
tives, planned  for  5 and  10  years  from  now,  will 
either  confirm  our  predictions  or  modify  our  conclu- 
sions to  more  final  ones.” 

The  authors  are  Roland  P.  iMackay,  M.D.,  and 
Ntinos  C.  Myriantho])oulos,  Ph.D.,  both  of  the 
University  of  Illinois  College  of  [Medicine. 
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Classical  vs.  Reactive  Schizophrenia 

Among  the  earliest  students  of  the  Schizophrenic 
psychosis  there  arose  a question  as  to  whether  Schizo- 
phrenia was  a single  disease  entity  or  not.  While 
tlie  end  product  of  the  disease,  the  symptoms,  were 
similar  enough,  the  course  and  onset  of  the  disease 
was  often  so  dissimilar  as  to  raise  the  question  of 
existence  of  several  diseases  with  similar  symptoms 
but  different  predisposing  and  precipitating  factors. 

Out  of  this  confusion  arose  two  schools  of  thought. 
One  school  supircrted  by  Kraepelin’s  work  of  the 
early  1900’s  held  firm  to  the  opinion  that  schizo- 
phrenia was  a single  disease  entity  whereas  the 
works  of  Meyer  in  1906  and  1910  held  to  the  view 
that  schizophrenia  was  an  abnormal  reaction  to  ex- 
periences rather  than  a disease  entity. 

Existence  of  this  dichotomy  was  supported  by  the 
work  of  Langfeldt  published  in  1951.  He  did  a six 
to  ten  year  follow  up  of  100  cases  diagnosed  as 
“typical”  schizophrenia  wherein  the  classical  symp- 
tom complex  was  exhibited,  and  a group  of  “doubt- 
ful” schizophrenics  wherein  schizophrenic  symptoms 
were  shown,  but  deviations  from  the  classical  picture 
were  sufficient  to  raise  doubt  as  to  whether  these 
patients  exhibited  a schizophrenic  disease  or  a reac- 
tive state.  The  follow-up  indicated  not  only  con- 
siderable differences  as  to  various  etiologic  and 
symptomatologic  factors,  but  a wide  and  statistically 
significant  difference  as  to  prognosis  in  the  two 
groups  in  favor  of  the  “doubtful”  schizophrenics. 

The  two  groups  proved  to  have  the  following 
differences:  the  classical  schizophrenic,  i.e.,  poor 
prognosis  case,  was  typified  by  a shy,  unduly  seclu- 
sive  childhood  with  few  outside  interests  and  little 
desire  for  contact  with  others.  Aspirations  were  low 
and  onset  was  insidious  with  affective  reactions 
lacking  or  at  an  extreme  minimum  and  with  prom- 
inent disturbance  of  thought  on  admission  to  the 
hospital. 

The  doubtful,  or  reactive  schizophrenic  exhibited 
a normal  childhood  without  undue  seclusion  or  de- 
structive unruliness.  He  was  a happy,  bright  child 
and  interest  in  people  was  not  diminished.  This 
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group  exhibited  intense  and  over-compensatory  as- 
pirations and  onset  was  acute  with  hyperemotional 
reactions  and  lack  of  prominent  thought  disturbances 
upon  admission. 

The  prime  interest  of  this  present  study  was  to 
ascertain  the  nature  of  differences  in  the  way  these 
two  groups  consciously  viewed  themselves  and  how 
they  reacted  to  frustration.  A developmental  theory 
was  set  up  drawing  from  the  work  of  Arieti,  which 
in  this  author’s  eyes  offered  a rationale  for  the  differ- 
ent roads  of  psychological  development  indicated  by 
the  classical  schizophrenic  and  the  reactive  schizo- 
phrenic. Postulates  based  upon  this  theory  were 
tested. 

Briefly,  Arieti ’s  theory  states  that  at  least  two 
types  of  jjremorbid  personality  types  exist  in  schizo- 
phrenics. In  the  schizoid  type  which  this  author 
feels  resembles  the  classical  schizophrenic,  the  child 
very  early  in  life  accepts  a picture  of  himself  as  a 
bad  child  and  withdraws  from  contact  with  others 
to  preserve  what  little  acceptance  of  himself  that  he 
has  left.  As  he  grows  he  is  forced  to  withdraw  more 
and  more  because  he  doesn’t  mature  to  begin  with 
and  he  has  to  deny  even  more  strongly  the  criticisms 
of  the  environment.  In  this  case  there  is  not  much 
regard  for  the  environment  and  if  the  patient  wants 
to  think  of  himself  as  Napoleon  or  God  to  make 
himself  feel  powerful  he  can.  He  enters  the  state 
hospital  not  because  there  is  an  acute  breakdown 
of  his  psychological  defenses  but  because  they  are 
working  too  well.  He  becomes  more  and  more  re- 
moved from  reality  and  he  appears  “riueer”  and  is 
hospitalized.  Because  his  defenses  do  not  break 
down  there  is  none  of  the  turmoil  and  agitation 
typical  of  the  reactive  group  which  break  under 
strong  pressure. 

The  stormy  personality  which  is  akin  to  the  re- 
active schizojjhrenic,  in  childhood  exhibits  a differ- 
ent pattern  than  the  schizoid.  Rather  than  accept 
the  notion  of  himself  as  a bad  or  unacceptable  child 
he  tries  to  change  and  to  please  the  environment. 
As  he  grows  he  becomes  a chameleon  changing  his 
personality  with  the  situation  he  meets. 

He  seems  to  have  many  friends  for  he  merges 
with  every  group  he  meets. 

The  problem  with  this  person  is  that  he  never 
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develops  a sound,  consistent  personality  and  rather 
than  deny  the  environment  as  the  schizoid  does,  he 
denies  himself.  Under  pressure  this  defense  breaks 
down  and  for  once  the  individual  is  faced  with  his 
lack  of  consistency  and  a turmoil  develops. 

Postulates  based  upon  the  two  personality  pic- 
tures described  above  were  tested  as  follows;  Two 
groups  of  functional  schizophrenics,  (25  subjects 
in  each  group)  were  selected  by  three  psychologists 
who  rated  case  histories  independently.  Selection 
depended  upon  complete  agreement  by  all  three 
judges  and  statistics  demonstrated  a significant  abil- 
ity for  these  judges  to  agree  upon  the  criteria  used 
for  selection.  Groups  were  matched  for  intelligence, 
age,  length  of  hospital  stay  and  were  all  first  admis- 
sions between  20  and  45  years  of  age  with  no 
demonstrable  CXS  lesions. 

Paper  and  pencil  tests  were  used  to  determine 
what  the  patients  thought  of  themselves,  what  they 
would  wish  to  be  like,  and  how  they  felt  about  the 
kind  of  people  they  were.  In  addition,  their  reactions 
to  frustration  were  also  determined  through  use  of 
paper  and  pencil  tests. 

Results  indicated  that  the  reactive  group,  in  keep- 
ing with  their  desire  to  please  the  environment,  dem- 
onstrated a significantly  stronger  need  to  better 
themselves  and  to  structure  a highly  idealized  self 
image  than  the  classical  group. 

There  was  no  significant  difference  between  the 


two  groups  in  degree  of  accepting  the  way  they  were, 
though  there  was  a tendency  for  the  reactive  group 
to  be  more  accepting  of  self. 

In  reaction  to  frustration,  the  classical  group  was 
typically  “floored’’  by  the  frustration  and  showed 
no  behavior  designed  to  cope  with  it.  Instead,  they 
would  insistently  point  it  out  with  no  positively 
oriented  behavior.  This  is  understandable  in  light 
of  their  usual  reaction  of  withdrawing  from  the 
problems  of  the  environment.  The  reactive  group, 
on  the  other  hand,  exhibited  a significant  orientation 
towards  coping  with  the  frustration,  a good  reason 
for  their  better  prognosis. 

This  being  “floored”  by  the  frustrating  object  with 
no  adequate  coping  mechanisms  in  the  classical 
schizophrenic  may  well  account  for  the  s}Tnptoms  of 
CXS  damage  (perserveration,  “stickiness”,  concre- 
tism,  etc.)  so  often  seen  in  the  schizophrenic. 

.\mong  other  findings,  it  is  indicative  that  in 
the  author’s  experience  as  well  as  others  he  has 
spoken  to,  reactive  schizophrenics  comprise  approxi- 
mately one  third  of  the  total  schizophrenic  popula- 
tion in  any  hospital.  As  recovery  rates  run  about 
one  third  of  hospital  populations,  it  may  well  be  that 
the  reactive  cases  account  for  the  released-as-cured 
statistics  and  that  the  classical  cases  are  incurable 
by  present  standards.  This  bears  further  investiga- 
tion. 


Potato  Caloric  Value 


Thin  potato  peelings  have  always  been  the  sign 
— and  the  aim — of  an  economical  housewife. 

But  there  may  be  at  least  one  situation  when  a 
thick  peel  is  desirable,  according  to  Dr.  William 
W.  Bolton,  associate  editor  of  Today’s  Health,  an 
•American  Medical  .\ssociation  publication. 

In  answer  to  an  overweight,  potato-loving  reader 
asking  how  potatoes  can  be  prepared  so  they  will  be 
less  weight-building,  Dr.  Bolton  said  the  starch  that 
provides  most  of  a potato’s  caloric  value  is  near  the 
skin.  Thus  he  recommended  that  the  skin  be  cut 
away  in  a thick  peel. 

He  added,  however,  “We  cannot  give  you  any 


assurance  that  caloric  intake  will  be  greatly  reduced, 
but  at  least  it  would  be  lowered  some.  . . .” 

He  also  recommended  that  cream  sauces  be  avoided 
and  that  butter  and  margarine  be  kept  to  a mini- 
mum. .\nd  baked  potatoes  are  “surely  off  limits.” 

Dr.  Bolton  noted  that  potatoes  are  not  just  starch. 
An  average-sized  potato  provides  85  calories  and 
has  a water  content  of  77.8  per  cent.  Vitamins  A 
and  C are  present  in  appreciable  amounts  as  are 
calcium  and  phosphorus.  There  are  trace  amounts 
of  iron  and  vitamin  B fractions. 

His  comments  appeared  in  the  December  Today's 
Health. 
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The  New  York  State  Journal  of  Medicine  recently  published  a series  of  articles 
about  Blue  Shield  which  were  written  by  Louis  H.  Bauer,  M.D.,  the  Chairman  of  the 
Board  of  the  New  York  City  Plan.  The  last  of  the  series,  with  Dr.  Bauer’s  permission, 
is  reprinted  below;  it  explains  why  Blue  Shield  warrants  the  exclusive  loyalty  of 
the  medical  profession,  why  enlightened  self-interest  attests  that  the  profession  should 
support  only  its  own  community-oriented  Blue  Shield  program.  Dr.  Bauer  has  a most 
distinguished  background,  one  which  lends  credence  to  the  accuracy  of  his  observations. 
He  has  been  active  in  Blue  Shield  development,  not  only  in  New  York  City,  but 
nationally,  too.  He  has  been  Chairman  of  the  Medical  Service  Committee,  Chairman 
of  the  Board  of  Trustees,  and  President  (1952-53)  of  the  American  Medical  Associa- 
tion. Since  1948  he  has  been  Secretary-General  of  the  World  Medical  Association. 
While  devotedly  serving  organized  medicine,  Dr.  Bauer  somehow  finds  time  to  serve 
patients;  a fellow  of  the  American  College  of  Physicians,  Dr.  Bauer  is  the  consulting 
cardiologist  for  five  hospitals  in  Nassau  County. 

R.  J.  A. 


The  Future  of  Blue  Shield 

LOUIS  H.  BAUER,  ^I.D. 

New  York,  New  York 

Consider  the  structure  of  Blue  Shield:  It  was 
devised  primarily  to  take  care  of  the  low-income 
groups.  It  did  this  by  combining  the  higher  risk 
of  illness  of  low-income  groups  with  medium-income 
groups  having  a lower  illness  rate.  An  average  or 
community  illness  rate  was  the  result,  and  both 
income  groups  were  charged  an  identical  premium, 
a premium  both  could  easily  afford. 

To  keep  this  rate  from  rising  now,  Blue  Shield 
must  maintain  an  average  enrollment  of  healthy  and 
unhealthy  persons.  It  must  continue  to  attract  per- 
sons from  all  walks  of  life  and  with  average  and 
above-average  health  as  well  as  persons  who  are  poor 
health  risks.  This  is  the  philosophy  that  participat- 
ing physicians  in  Blue  Shield  originated  and  continue 
to  support. 

But  what  happens  when  Blue  Shield  allegiance  is 
shared  with  a private  insurance  company  or  a closed 
panel?  Remember  that  private  insurers  do  not  try 
to  insure  the  unhealthy.  They  are  interested  pri- 
marily in  large  groups  with  excellent  health  experi- 
ences. Therefore,  they  can  offer  insurance  at  a lower 
premium.  As  a result  they  attract  from  Blue  Shield 
the  very  good  health  population  Blue  Shield  needs 


in  order  to  survive.  The  above  explains  why  the 
problem  cannot  be  turned  over  to  the  private  insur- 
ance companies  as  some  doctors  advise.  To  meet 
the  needs  of  the  public,  one  must  provide  a com- 
munity plan.  Many  private  companies  also  cancel 
policies  for  age  or  frequent  utilization,  which  Blue 
Shield  does  not. 

Next,  consider  a union’s  clinic  or  a medical  panel. 
A union  will  of  necessity  devote  its  money  toward 
protecting  its  active  members.  This  leaves  the  re- 
tired, the  aged,  the  unemployed,  and  many  dejrendents 
out  of  union  plans.  These  people  are  also  the  poor 
health  risks.  They  are  thrown  onto  the  community 
to  seek  care  wherever  they  can.  The  only  place  they 
can  find  prepayment  protection  is  in  Blue  Shield. 
If,  however,  Blue  Shield  is  put  in  a position  where 
it  must  continually  take  in  poor  risks  without  at 
the  same  time  balancing  that  intake  with  healthier 
persons,  then  Blue  Shield  rates  must  soar,  and  even- 
tually they  will  rise  so  high  that  the  persons  who 
need  protection  most  will  not  be  able  to  pay  for  it. 
They  will  look  elsewhere  for  care,  and  they  will 
get  that  care  from  charity,  the  doctors,  or  the 
government.  The  opportune  moment  for  which  the 
politicians  are  always  looking  will  have  arrived. 

If,  in  other  words,  this  double-sided  game  is 
continued  to  be  played  by  means  of  supporting  one 
plan  on  Monday  and  a second  on  Tuesday,  the  doc- 
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tors'  own  plan,  Blue  Shield,  will  disappear  from  the 
scene  and  the  doctor  will  find  himself  under  the 
complete  control  of  agencies  over  which  he  has  no 
influence.  It  requires  little  imagination  to  see  that 
if  Blue  Shield  fails,  compulsory  health  insurance  will 
follow  swiftly. 

This  foolish  competition  in  which  doctors  are  now 
engaged  is  a clear  indication  of  the  disunity  that 
is  the  present  sad  characteristic  of  the  .American 
medical  profession.  It  is  a disunity  that  bears  a 
frightening  resemblance  to  the  lack  of  harmony  that 
prevailed  in  foreign  countries  that  saw  government 
medicine  swept  in.  Only  in  countries  where  the 
physicians  have  remained  united  have  voluntary 
methods  and  traditional  practices  been  retained. 

Blue  Shield  could  insure  against  all  kinds  of 
medical  e.xpense,  but  doctors  must  be  realistic  enough 
to  know  that  the  premium  may  be  so  high  as  to  price 


it  out  of  the  market.  1 o obtain  what  is  desired  may 
require  some  sacrifice  on  the  doctor's  part.  The 
alternative  to  sacrifice  now  may  be  a system  in  the 
future  that  will  resemble  England’s,  with  its  doctor 
income  governed  by  politicians. 

If  the  doctors  desire  a fee-for-service,  free  choice 
of  doctor  plan  and  want  it  to  compete  successfully 
with  other  plans,  then  they  had  better  stand  directly 
behind  their  own  plan,  control  it,  and  see  that  it 
meets  the  needs  of  the  community  and  not  just  a 
favored  few.  Competition  usually  affords  stimula- 
tion, often  progress,  but  one  does  not  compete  against 
oneself.  In  the  last  analysis,  we  are  all  competing 
against  government-run  medicine,  and  we  need  united 
strength  because  the  enemy  is  formidable. 

^^'e  cannot  win  the  battle  by  fighting  each  other 
or  by  frittering  away  our  strength  in  independent 
groups  working  at  cross  purposes. 


Food  Supplements  Unnecessary  During  Pregnancy 


Expectant  mothers  generally  do  not  have  to  resort 
to  food  supplements  to  obtain  all  the  vitamins,  min- 
erals, and  other  nutrients  needed  during  pregnancy. 

These  nutritional  essentials  are  readily  available 
from  normal  food  sources,  according  to  three  Van- 
derbilt University  researchers.  Their  conclusions  are 
based  on  a study  of  2,388  pregnant  women  and  are 
reported  in  the  December  20  Journal  of  the  .\meri- 
can  Medical  Association. 

.\s  a result  of  their  study,  William  J.  iSIcGanity, 
M.D.,  Edwin  B.  Bridgforth,  .\.B.,  and  William  J. 
Darby,  ^I.D.,  all  of  Nashville,  Tenn.,  questioned  the 
wide  use  of  food  supplements  in  the  diets  of  ex- 
pectant mothers.  Their  study  indicates  no  significant 
difference  in  the  incidence  of  maternal  or  fetal 
abnomalities  in  women  receiving  supplements  and 
those  on  a standard  diet.  The  only  exception  was 


among  women  with  iron  deficiency  anemia.  These 
women  generally  need  supplementary  iron. 

If  a doctor  feels  his  patient  is  not  obtaining  the 
necessary  amounts  of  minerals  or  vitamins  he  should 
recommend  dietary  corrections  before  resorting  to 
supplements.  Such  supplementation  should  be  used 
only  to  bring  the  patient  up  to  accepted  nutritional 
levels. 

Their  study  does  not  provide  evidence  to  indicate 
that  dietary  intakes  greater  than  the  allowances  of 
the  Food  and  Nutrition  Board  of  the  National 
Research  Council,  ^^'’ashington,  will  bestow  protec- 
tive benefits  during  pregnancy. 

diet  that  will  provide  the  recommended  levels 
of  nutrients  is  readily  attainable  from  food  sources 
in  all  sections  of  the  country  without  the  need  of 
supplementation.” 
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Staphylococcal  Infections  in  Hospitals 

'I'lie  problem  of  staph}’lococcal  infections  in  hos- 
pitals is  as  old  as  the  hospitals  themselves.  A new 
development  is  antibiotic  resistance  on  the  part  of 
the  organisms  with  resulting  specific  epidemic  strains 
which  threaten  both  hospital  populations  and  com- 
munities at  large.  It  is  only  within  the  past  few 
years  that  infections  of  this  type  have  become  a 
problem  of  national,  even  international,  significance. 
Our  colleagues  in  Great  Britain,  Canada,  and  Aus- 
tralia were  the  first  to  isolate  antibiotic  strains  in 
hospital  populations,  to  demonstrate  epidemiologic 
patterns  of  hospital-acquired  staphylococcal  disease, 
and  to  develop  bacterioj)hage  typing  as  a new  tool 
in  staphylococcal  research. 

In  February  1956,  a Symposium  on  Staphylococcal 
Infections  was  sponsored  by  the  New  York  Academy 
of  Science.  Shortly  after  this,  epidemiologic  studies 
began  to  be  reported  in  this  country  showing  nation- 
wide prevalence  of  resistant  strains  in  hospital  popu- 
lations and  spread  of  such  infections  to  local  com- 
munities. In  October  1957,  the  State  and  Terri- 
torial Health  Officers  Association  recommended  that 
the  Public  Health  Service  seek  funds  to  expand 
its  technical  assistance  to  the  states  to  deal  with  their 
respective  staphylococcal  j)roblems.  In  November, 
1957,  the  American  Medical  Association  and  the 
American  Public  Health  Association  sponsored  in- 
dependent meetings  on  successive  days — the  former 
to  consider  the  problems  of  staphylococcal  infections 
in  hospitals,  with  recommendations  for  both  hospital 
and  community  action,  while  the  latter  group  con- 
centrated on  the  epidemiology.  In  December  of  the 
same  year,  the  American  Hospital  Association  ap- 
pointed a Committee  on  Infections  Within  Hospitals. 
Early  in  1958,  the  .American  .Academy  of  Pediatrics 
issued  a supplement  calling  for  special  attention  to 
staphylococcal  infections  to  its  standards  for  man- 
agement of  premature  and  newborn  nurseries.  In 
May  1958,  the  Committee  on  Infections  Within 
Hospitals,  the  newly  appointed  committee  of  the 
.\merican  Hospital  Association,  after  con.sultation 
with  the  Joint  Committee  on  Accreditation  of  Hos- 
pitals and  the  United  States  Public  Health  Service, 
issued  a bulletin  recommending  action  in  hospitals 


and  local  communities  to  combat  staphylococcal  in- 
fections. In  September  1958,  the  Public  Health 
Service — Communicable  Disease  Center  and  the  Na- 
tional .\cademy  of  Sciences — National  Research 
Council  sponsored  a National  Conference  on  Hos- 
pital-.A.cquired  Disease.  As  a result  of  this  confer- 
ence, Regional  Conferences  and,  in  turn.  State  and 
Local  Conferences  have  been  held  to  develoj)  prac- 
tical plans  and  to  stimulate  action  to  control  sta])h)  - 
lococcal  infections.  The  State  Department  of  Health 
held  such  a conference  on  November  10,  1958. 

It  is  the  duty  of  every  health  agency,  every  hos- 
pital, every  profession  having  any  power  in  this  con- 
nection to  unite  to  halt  the  invasion  of  hospital- 
acquired  staphylococcal  disease.  The  routes  of 
infection  are  numerous  and  often  obscure,  the  pre- 
cautions needed  are  many  and  often  difficult.  Our 
preventive  measures  must  be  directed  toward  min- 
imizing the  endemic  level,  preventing  the  develop- 
ment of  epidemics,  and  terminating  epidemics  when 
they  occur. 

This  is  partially  a man-made  problem.  Prac- 
tically all  the  staphylococci  responsible  for  epidemics 
are  resistant  to  penicillin  and  most  are  resistant  to 
other  antibiotics  as  well.  Resistance  probably  devel- 
ops by  selection  of  resistant  mutants  through  ex- 
posure to  drugs.  Once  resistant,  they  are  selec- 
tively retained  in  the  environment  through  con- 
tinued exposure  to  the  antibiotics.  Thought  has  been 
given  to  the  possibility  that  the  resistant  strains  may 
have  been  resistant  from  the  lieginning  and  that 
destruction  of  non-resistant  forms  may  have  allowed 
resistant  ones  to  grow  in  almndance.  Effective  con- 
trol must  be  based  on  an  understanding  of  the  epi- 
demiology of  the  disease.  The  relative  importance 
of  the  carrier  vs  environmental  sources  in  the  trans- 
mission and  maintenance  of  staphylococcal  disease 
within  the  hospital  is  an  issue  which  is  Ijeing  vigor- 
ously debated  by  epidemiologists.  It  is  becoming 
clear  that  both  sources  are  important.  Transmission 
of  antibiotic-resistant  strains  directly  to  patients  may 
be  responsible  for  endemic  disease  and  for  the  initia- 
tion of  an  epidemic  situation  through  mass  contam- 
ination of  a number  of  patients  or  of  the  environment, 
or  of  both. 
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'I'here  are  three  jilaces  within  the  hospital  to  which 
special  attention  must  be  directed : the  newborn 
nurseries,  the  surgical  services,  and  the  general 
medical  services.  These  will  be  considered  in  order. 

Staphylococcal  Infections  in  Xewborn  Nurseries. 
Crowding  conditions  in  most  nurseries  lead  to  an 
increased  ratio  of  personnel  to  units  of  space  and 
cause  undue  proximity  of  bassinets.  Furthermore, 
it  appears  that  newborns  are  more  susceptilde  to 
bacterial  colonization  of  the  nasal  mucosa  and  that 
later,  after  the  decline  of  the  ])assive  immunity  they 
have  acquired  from  their  mothers,  the>’  become  more 
susceptible  to  infection.  The  principal  staphylococcal 
infections  among  newl)orns  have  been  conjunctivitis 
and  pyoderma.  When  milder  manifestations  increase, 
more  serious  infections,  such  as  breast  abscess,  cellu- 
litis, pneumonia,  empyema,  septicemia,  and  osteo- 
myelitis, begin  to  appear  in  the  nursery  populations. 
Breast  abscesses  in  infants  are  unusual  except  in 
epidemics  of  staphylococcal  infections.  The  high 
rate  of  colonization  during  the  first  week  of  life  can 
be  curbed  by  rigid  aseptic  techniques,  routine  bath- 
ing with  a detergent  containing  hexachlorophene,  and 
sending  the  infant  home  by  the  third  day  (when 
advisable)  before  colonization  takes  place.  The  long 
latent  period  without  manifestation  of  disease  has 
serious  public  health  implications  because  of  dis- 
semination from  hospital  to  community  of  antibiotic- 
resistant  strains.  It  is  necessary  to  carry  on  sur- 
veillance of  mothers  and  infants  after  they  leave 
the  hospital  to  determine  the  development  of  staphy- 
lococcal disease. 

Good  hygienic  practices,  such  as  proper  hand- 
washing, control  of  dust  and  lint,  the  handling  of 
garments,  bed  clothes,  and  surgical  dressings,  de- 


portment of  personnel  with  respect  to  coughing, 
laughing,  touching  face  and  nose,  use  of  cloth 
handkerchiefs,  proper  use  of  gowns  and  masks, 
influence  the  amount  of  dissemination  of  staphylo- 
cocci to  patients  and  from  infected  patients  to  other 
patients  and  personnel.  Mothers  are  practically  never 
the  source  of  these  organisms  acquired  by  their 
infants. 

We  should  try  to  identify  iDy  nasopharyngeal  cul- 
ture all  carriers  of  strains  known  in  our  community 
to  be  pathogenic  for  newborn  infants  before  assign- 
ing an  individual  to  duty  in  the  maternity  service. 
Surveys  should  be  made  monthly  thereafter.  Carriers 
of  “hot”  strains  should  be  removed  from  the  nursery. 

{To  he  continued) 

Ref.:  Hospital-Acquired  Staphylococcal  Disease.  Pro- 
ceedings of  the  National  Conference,  September  1958, 
sponsored  by  the  U.  S.  Public  Health  Service  and  the  Na- 
tional Academy  of  Sciences. 


Monthly  Report  of  Bure.au  of  Communic.able 
Dise.ase  Control 


Jan.- 

Jan.- 

Dec. 

Dec. 

Dec. 

Dec. 

1958 

1957 

1958 

1957 

Brucellosis 

0 

0 

22 

22 

Diphtheria 

2 

2 

33 

22 

Hepatitis 

23 

16 

286 

426 

Measles 

. _ 569 

213 

22,420 

5,226 

Meningococcal  Infections 

7 

14 

94 

84 

Meningitis  (Other) 

14 

14 

269 

420 

Poliomyelitis 

15 

4 

159 

107 

Rabies  (In  Animals) 

1 1 

16 

252 

318 

Rocky  Mt.  Spotted  Fever 

0 

0 

32 

31 

Streptococcal  Infections 

661 

457 

7,105 

6,850 

Tularemia 

3 

5 

35 

36 

Typhoid  Fever 

1 

0 

42 

42 

“Profile”  of  Average  Physician 


What's  the  average  doctor  like?  From  the  results 
of  its  study,  “Patterns”  ( Prepared  l)v  Parke,  Davis 
&:  Company)  lias  as.semlfled  a composite  “profile” 
of  him.  He  is  44  years  old,  5 feet  10  inches  tall  and 
weighs  1 73  pounds.  He  works  54  hours  a week,  plays 


seven  hours,  and  takes  two-and-a-half  weeks’  vaca- 
tion a year.  His  health  record,  at  least  in  terms  of 
his  working  schedule,  is  a good  one.  He  only  lost 
a fraction  of  a day  from  work  last  year,  and  has 
had  one  illness  in  the  past  five  years. 
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President _ Mrs.  Charles  A.  Easley,  Danville 

President-Elect Mrs.  Walter  A.  Porter,  Hillsville 

Vice-Presidents Mrs.  George  K.  Brooks,  Richmond 

Mrs.  James  M.  Moss,  Alexandria 
Mrs.  W.  A.  Eskridge,  Parksley 
Recording  Secretary . Mrs.  Robert  B.  Keeling,  South  Hill 


Corresponding  Secretary Mrs.  J.  J.  Neal,  Danville 

Treasurer Mrs.  Wyndham  B.  Blanton,  Richmond 

Publication  Chairman  Mrs.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  J.  R.  St.  George,  Portsmouth 

Mrs.  Lee  S.  Liggan,  Irvington 
Mrs.  Maynard  Emlaw,  Richmond 


Annual  Meeting. 


The  thirty  si.xth  annual  meeting  of  the  Woman’s 
Auxiliary  to  The  Medical  Society  of  Virginia  con- 
vened in  the  Flemish  Room,  Hotel  Jefferson,  Rich- 
mond, on  October  14,  1958,  with  Mrs.  John  R.  St. 
George  of  Portsmouth,  presiding. 

The  meeting  was  called  to  order  by  Mrs.  St. 
George.  The  Invocation  was  given  by  Mrs.  Hawes 
Campbell  after  which  the  pledge  of  Loyalty  to  the 
Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation was  said  in  unison. 

The  Address  of  Welcome  was  given  by  Mrs.  Wil- 
liam Grigg,  Jr.,  President  of  the  Woman’s  Auxiliary 
to  the  Richmond  Academy  of  Medicine.  Mrs.  Kal- 
ford  W.  Howard  of  Portsmouth  gave  the  Response. 

The  roll  was  called  by  the  secretary.  There  were 
19  officers  and  committee  chairmen  present.  Repre- 
sentatives from  the  County  Auxiliaries  were: 


Alexandria  2 

Alleghany  Bath  1 

Arlington  4 

Danville-Pittsylvania  2 
Fairfax  0 

Hopewell  0 

Lynchburg  0 

Mid-Tidewater  0 

Norfolk  6 

Northampton-Accomac  3 
Northern  Neck  7 


Old  Belt  2 

Petersburg  0 

Portsmouth  2 

Richmond  15 

Rockingham  1 

Smyth  1 

Southwestern  8 

Tazewell  0 

Tri-County  3 

Warwick-Newport  News  2 
Wise  0 


Motion  was  made,  seconded  and  carried  that  the 
reading  of  the  minutes  of  the  1957  Convention  be 
dispensed  with  and  that  they  be  accepted  as  approved 
by  the  Reading  Committee  appointed  at  the  1957 
Pre-Convention  Board  Meeting. 

Mrs.  St.  George  introduced  Mr.  Robert  Howard, 
Executive  Secretary  of  The  Medical  Society  of  Vir- 
ginia who  presented  Dr.  Harry  C.  Bates,  Jr.,  Presi- 
dent. Dr.  Bates  brought  greetings  from  the  Medical 


Society  and  thanks  for  the  splendid  job  done  by  the 
Auxiliary. 

Mrs.  Lee  S.  Liggan  conducted  a most  impressive 
In  Memorium  service  for  Mrs.  W.  G.  Parscl,  Mrs. 
James  Baetou  and  Mrs.  Meade  Edmunds.  Mrs.  St. 
George  complimented  the  County  Presidents  for  the 
Exhibit  set  up  at  tbe  Convention.  The  Officers  and 
Committee  Chairmen  were  asked  to  stand  and  be 
recognized  for  their  work  during  the  past  year. 

A rising  vote  of  thanks  was  given  Mrs.  St.  George 
for  outstanding  leadership  as  President  of  the  Aux- 
iliary. 

Mrs.  ^^■yndham  B.  Blanton,  Jr.,  Treasurer,  reported 
a balance  on  hand  of  $1,176.46.  Mrs.  Maynard  R. 
Emlaw  gave  the  Courtesy  Resolutions. 

Mrs.  Kalford  W.  Howard,  Chairman  of  the  Fi- 
nance Committee,  presented  the  proposed  budget  for 
1958-59.  A motion  was  made,  seconded  and  carried 
that  the  Budget  be  accepted. 

Mrs.  A.  B.  Gravatt,  Chairman  of  the  Nomination 
Committee,  presented  the  following  slate  of  officers 
for  1958-59. 

President-Elect — Mrs.  Walter  A.  Porter 

1st  Vice  President — Mrs.  George  K.  Brooks 

2nd  Vice  President — Mrs.  W.  A.  Eskridge 

Recording  Secretary — Mrs.  Robert  D.  Keeling 

Corresponding  Secretary — Mrs.  J.  J.  Neal 

Treasurer — Mrs.  Wyndham  B.  Blanton,  Jr. 

Directors — Mrs.  John  R.  St.  George 
Mrs.  Lee  S.  Liggan 
Mrs.  Maynard  R.  Emlaw 

By  motion,  the  ballot  was  accepted  as  presented. 

Mrs.  Paul  Erdman,  representative  of  the  Crippled 
Children’s  Hospital  in  Richmond,  thanked  the  Aux- 
iliary for  their  contribution  to  the  Hospital  during 
the  past  year. 

Mrs.  William  F.  Grigg,  Jr.,  Mrs.  Sheppard  Ames 
and  Mrs.  James  M.  Moss  gave  reports  of  the  Annual 
Convention  of  the  Auxiliary  to  the  American  Med- 
ical Association  held  in  San  Francisco,  California, 
June  23-27. 

Mrs.  St.  George  introduced  our  guest  speakers. 
Mrs.  Walder  L.  Curtis,  President  of  the  Woman’s 
Auxiliary  to  the  Southern  Medical  Association  spoke 
on  “A  Silhouette  of  the  Doctor’s  Wife”.  Mrs.  Arthur 
Underwood,  President  of  the  Woman’s  Auxiliary  to 
the  American  IMedical  Association  spoke  on  “Fidelity 
to  the  Duty  of  the  Day”. 

The  meeting  was  recessed  at  11:15  a.m.  to  recon- 
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vene  at  12:30  p.m.  for  the  Inaugural  Luncheon  at 
tlie  Commonwealth  Club. 

Mrs.  Hawes  Campbell  gave  the  Invocation. 

Mrs.  E.  Underwood  installed  the  officers  for 
1958-59. 

The  President’s  pin  and  gavel  were  presented  to 
Mrs.  Charles  Easley  by  Mrs.  John  R.  St.  George. 


Mrs.  Lee  S.  Liggan  presented  Mrs.  St.  George 
the  Past-President’s  pin. 

A beautiful  Fashion  Show  was  staged  by  iMon- 
taldo’s. 

The  meeting  was  declared  adjourned  at  2:30  p.m. 

Alma  R.  Grinels 
Recording  Secretary. 


Vitamin  Supplements 


\'itamin  supplementation  is  unnecessary  for  nor- 
mal persons  following  an  adequate  diet,  according  to 
the  American  2sledical  Association’s  Council  on 
Foods  and  Nutrition.  "Vitamins  are  essential  nu- 
trients, and  their  usual  source  is  food,”  the  council 
said  in  a report  in  the  January  3 A.M.A.  Journal. 
.\11  the  nutrients  essential  to  the  maintenance  of 
health  in  the  normal  individual  are  supplied  by  an 
adecjuate  diet — one  that  meets  the  Recommended 
Dietary  Allowances  developed  by  the  Food  and  Nu- 
trition Board  of  the  National  Research  Council. 
These  recommended  levels  of  nutrients  are  believed 
to  be  adequate  for  maintaining  good  nutrition 
throughout  life  and  supplementation  by  vitamin  prep- 
arations is  in  most  instances  unnecessary. 

It  criticized  certain  nutritional  surveys  which  have 
indicated  that  “a  variable  fraction  of  certain  seg- 
ments of  the  population"  is  not  receiving  sufficient 
varieties  of  foods  to  supply  the  necessarc-  vitamins. 
Commenting  on  the  surveys,  the  council  said  “gen- 
eralization of  these  findings  as  a basis  for  vitamin 
supplementation  of  healthy  individuals  is  not  ra- 
tional. The  metlicdclcgy  employed  in  these  surveys 
and  the  standards  used  for  interpretation  have  varied 
considerably.  It  is  necessary  for  the  {fiiysicians  to 
evaluate  each  person  individually.” 

I'he  council  agreed,  however,  that  there  are  some 
situations  where  vitamin  supplementation  is  both 
necessary  and  desirable. 

For  instance,  it  may  be  useful  “during  periods  of 
illness  or  a deranged  mode  of  life  which  may  result 
in  im})airment  of  absorption  of  nutrients  or  deteri- 
oration of  dietary  quality."  It  may  be  of  value  to 
the  individual  who  “through  ignorance,  poor  eating 
habits,  or  emotional  or  physical  illness  does  not  eat 
an  adequate  diet.”  For  these  ])atients,  the  physician’s 
jjrimary  responsibility  is  to  trc-  to  remove  the  dis- 
turbing factor.  Until  this  can  be  done,  supplementar}- 
vitamins  are  valuable  in  assuring  an  adequate  intake. 

The  council  noted  that  infants  should  receive 
supplements  of  vitamins  C and  D if  their  diets  do 


not  supply  30  milligrams  of  vitamin  C and  400 
U.S.P.  units  of  vitamin  D,  the  recommended  daily 
amounts. 

Healthy  children  fed  adequate  amounts  of  whole- 
some foods  need  no  supplemental  vitamins  except 
vitamin  D.  Even  here,  vitamin  preparations  are 
unnecessary,  since  the  vitamin  D can  be  obtained 
by  drinking  vitamin  D-fortified  homogenized  milk. 

Adults  who  must  follow  restricted  diets  because 
of  an  illness,  such  as  diabetes  or  stomach  ulcer,  may 
need  specific  vitamin  supplementation.  The  charac- 
ter of  the  supplementation  will  depend  on  the  diet, 
the  nutrients  given,  and  the  length  of  time  the  rou- 
tine must  be  maintained. 

In  addition,  healthy  persons  may  benefit  from 
supplementar)-  vitamins  at  certain  special  periods 
of  life,  such  as  during  pregnancy  and  lactation. 

Concerning  multivitamin  combinations,  such  prep- 
arations should  contain  only  those  vitamins  shown 
to  be  essential  in  human  nutrition  or  metabolism. 
The  unit  quantities  of  vitamins  included  in  mix- 
tures should  furnish  no  more  than  those  amounts 
necessary  to  fulfill  the  Recommended  Daily  Allow- 
ances. 

The  ph}’slcian  should  be  careful  that  his  recom- 
mendations are  not  increased  in  amount  and  that 
his  patients  do  not  follow  the  precept  that  greater 
concentrations  of  vitamins  are  justified  in  light  of 
the  little  additional  cost. 

It  is  not  true  that  “if  a little  is  good,  more  would 
I)e  better.”  In  fact,  an  overdosage  of  vitamins  A 
or  D can  be  harmful. 

There  is  no  good  reason  for  the  inclusion  of  min- 
erals with  vitamins,  except  perhaps  in  the  case  of 
iron  and  calcium.  Tliese  would  then  be  used  in  such 
situations  as  pregnancy  or  lactation. 

In  conclusion,  “public  health  will  be  served  best 
by  insistence  on  a factual  basis  for  vitamin  supple- 
mentation and  therapy.  It  is  sound  judgment  to 
emphasize  repeatedly  that  properly  selected  diets  are 
the  primary  basis  for  good  nutrition.” 
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President’s  Message . . . . 


O Y THE  'I'lAIE  you  receive  this  Monthly  the  New  Year  will  be  well  under  w'ay. 

Don’t  be  complacent  about  the  year  1959.  This  is  a changing  age.  Unless  we 
physicians  guide  changes  they  may  not  turn  out  to  the  satisfaction  of  our  patients  and 
practice. 

iSIany  unsolved  problems  need  thought  and  guidance  by  physicians,  and  not  by 
others  having  various  motives.  New  problems  arise  daily.  We  know  too  well  those 
connected  with  hospital  insurance  plans,  old  age  medicine,  third  party  medicine,  social 
security  for  physicians.  Medicare,  the  special  disease  lay  societies,  and  AMEF  col- 
lection. These  are  only  a few. 

Now  is  the  time  for  each  of  us  to  lend  a hand  to  our  Society  Committees  and  their 
Chairmen.  They  have  already  been  meeting  and  planning.  Most  of  us  are  not  on 
committees,  but  committee  problems  are  nevertheless  ours.  They  are  part  and  parcel 
of  our  Annual  Meeting.  Each  one  of  us  must  have  some  thought  as  well  as  some 
experience  in  these  many  questions.  Your  ideas  should  not  die.  New  approaches  can 
often  change  or  solve  a problem.  Your  plan  of  approach  to  many  such  matters  could 
help  a committee  in  its  report  and  thereby  aid  your  Society  greatly. 

This  is  a call  for  action  now  in  these  matters.  Committee  Chairmen  will  appreciate 
your  ideas  and  let  you  know  what  action  can  be  forthcoming.  Address  our  Secretary 
if  the  Chairman’s  name  and  address  are  not  known  to  you.  Do  this  now.  In  this  way 
you  can  participate  in  and  help  your  Society. 

With  continued  best  wishes  throughout  the  New  Year. 


President 
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Editorial 


Winter-time  Hazards  of  the  Aged 

w E DW  ELLERS  have  now  reached  the  season  when  the  city  fathers 

remind  us  that  local  ordinances  require  the  removal  of  snow  from  the  front 
pavement  within  a certain  number  of  hours  after  it  has  fallen  or  a penalty  will  be 
forthcoming.  This,  no  doubt,  is  all  very  right  and  proper  but  a postscript  should  be 
added  to  the  effect  that  this  task  should  not  be  undertaken  by  the  aged  or  by  those  known 
to  have  heart  disease. 

All  too  often  the  sequence  of  events  fall  into  a familiar  pattern.  An  elderly  pen- 
sioner, frequently  living  with  a son  or  daughter,  feels  that  the  least  he  can  do  to 
justify  his  presence  is  to  clear  the  sidewalk  and  this  he  undertakes  with  vigor.  The 
worker  usually  is  bundled  up  with  excess  clothing  which  restricts  his  movements, 
increases  his  labor  and  serves  as  a larger  target  for  the  brisk  wind  which  often  accom- 
panies the  snow.  The  dry  crisp  air  is  exliilarating.  Every  shovelful  of  snow  he  removes 
leaves  a bare  spot  that  gives  a sense  of  accomplishment  unlike  that  experienced  in 
other  forms  of  human  endeavor.  It  is  far  more  satisfying  than  bailing  out  a boat  and 
each  shovelful  leads  to  another. 

.•\11  of  this  sets  the  stage  for  a coronan.’  occlusion  or  more  likely  an  attack  of  con- 
gestive heart  failure.  The  moral  is  evident:  snow  removal,  like  war,  is  a young  man’s 
game  and  should  not  be  attempted  by  the  aged  and  infirm. 

Another  hazard  these  pneumonia-prone  citizens  are  subject  to  arises  from  their  con- 
scientious attendance  at  winter-time  funerals.  Cemeteries  are  usually  located  on  bleak 
and  wind-swept  hillsides.  The  health  of  these  elderly  people  is  at  its  lowest  ebb  during 
the  winter  months.  The  frequent  demise  of  their  friends  give  them  ample  opportunities 
to  attend  these  melancholy  functions  under  the  most  unfavorable  climatic  conditions, 

well  attended  funeral  during  the  first  cold  spell  in  the  fall  may  start  a chain  reaction 
which  will  carry  far  into  the  spring. 

If  we  could  persuade  these  fragile  old  men  to  keej)  their  hats  on  in  wintry  weather 
it  would  lessen  the  morbidity  resulting  from  such  exposure.  If  we  could  dissuade 
them  from  attending  funerals  altogether  it  would  be  even  more  sensible. 

H.  J.  W. 
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Society  Proceedings 


Roanoke  Academy  of  Medicine. 

The  regular  monthly  meeting  of  the  Academy 
was  held  on  December  1st.  This  was  a dinner  meet- 
ing held  at  the  Hotel  Roanoke.  Dr.  Leighton  E. 
Cluff,  Associate  Professor  of  Medicine  of  Johns 
Hopkins  University  was  guest  speaker.  His  subject 
was  The  Syndrome  of  Chronic  Brucellosis. 

Dr.  Alexander  McCausland  is  president  of  the 
■Academy  and  Dr.  R.  F.  Bondurant,  secretary-treas- 
urer. 

The  Lynchburg  Academy  of  Medicine 

Held  its  regular  meeting  on  December  8th.  Mr. 
J.  L.  Davidson  addressed  the  Academy  on  the 
importance  of  the  United  Fund  and  its  failure  to 
reach  its  campaign  goal. 

The  Academy  voted  to  conduct  a poll  of  all  Vir- 
ginia physicians  as  to  whether  or  not  they  are  in 
favor  of  physician  participation  in  Social  Security. 
Details  of  this  poll  are  to  be  worked  out  by  a special 
committee. 

Following  the  business  meeting,  a movie  on  Diag- 
nosis and  Treatment  of  Hyperparathyroidism  was 
shown. 

Southwestern  Virginia  Medical  Society. 

The  Spring  Semi-Annual  meeting  of  this  Society 
will  be  held  in  Marion  on  April  16th. 

Halifax  County  Medical  Society. 

Dr.  George  Lee  Wilkinson,  South  Boston,  has 
been  elected  president  of  this  Society.  Dr.  Warren 
C.  Hagood,  Clover,  was  named  vice-president,  and 
Dr.  Lucien  D.  Roberts,  South  Boston,  secretary- 
treasurer.  Dr.  William  R.  Watkins,  South  Boston, 
is  the  retiring  president. 

Fairfax  County  Medical  Society. 

Dr.  Thomas  O’Brien  was  installed  as  president 
of  this  Society  on  January  13th.  Dr.  Carl  P.  Parker, 
Jr.,  is  president-elect;  Dr.  Peter  Soyster,  vice-presi- 
dent; Dr.  John  Prominski,  secretary;  and  Dr. 
Frances  Ayres,  treasurer.  All  officers  are  from  Falls 
Church. 

Dr.  T.  B.  McCord,  Fairfax,  and  Dr.  Robert 
O’Donnell,  Culmore,  have  been  named  members  at 
large  of  the  executive  committee. 

Dr.  Thomas  Haggerty,  Falls  Church,  is  the  retir- 
ing president. 


Medical  Society  of  Northern  Virginia. 

The  regular  meeting  of  this  Society  was  held  on 
December  9th  at  the  Virginia  Gentlemen  Restaurant 
in  Front  Royal.  Dr.  Fred  Maphis,  Strasburg,  presi- 
dent, presided. 

Case  reports  were  presented  as  follows;  C.P.C. 
for  Abdominal  Lesion  by  Drs.  E.  B.  Sherman  and 
W.  C.  Humphries;  Gas  Gangrene  by  Dr.  Dennis  P. 
McCarty;  and  Pregnancy  Complicated  by  Dissem- 
inated Lupus  Er}’thematosis  by  Dr.  W.  A.  Gergen. 
The  guest  speaker  was  Dr.  John  P.  Adams,  chief 
of  service  in  Orthopedic  Surgery  of  the  George 
Washington  University  Hospital,  Washington,  D.  C. 
His  subject  was  Common  Orthopedic  Problems  in 
Children  Involving  the  Lower  Extremities. 

Dr.  George  Waterman,  Woodford,  was  elected 
president;  Dr.  Bradford  Bennett,  Winchester,  vice- 
president;  and  Dr.  Dennis  P.  McCarty,  Front  Royal, 
re-elected  secretary-treasurer. 

Williamsburg- James  City  Medical  Society. 

.'\t  the  meeting  of  this  Society  on  December  10th, 
Dr.  and  Mrs.  W.  Linwood  Ball,  Richmond,  were 
guests  of  honor.  Dr.  Ball  is  a delegate  to  the  Amer- 
ican Medical  Association  from  The  Medical  Society 
of  Virginia  and  was  recently  elected  vice-president 
and  a member  of  the  Board  of  Trustees  of  the 
American  Medical  Association. 

Virginia  Society  of  Pathology. 

Dr.  Robert  J.  Faulconer,  Norfolk,  has  been  in- 
stalled as  president  of  this  Society.  Dr.  David  E. 
Smith,  Charlottesville,  is  president-elect,  and  Dr. 
George  J.  Carroll,  Suffolk,  secretary-treasurer.  Dr. 
John  W.  Hooker,  Danville,  has  been  reappointed 
as  delegate  to  the  Council  of  the  American  College  of 
Pathology. 

Arlington  County  Medical  Society. 

Dr.  Stephen  J.  Sheeny  was  installed  as  president 
of  this  Society  at  the  January  meeting.  Dr.  Robert 
L.  Norment  is  president-elect;  Dr.  Michael  A.  Pu- 
zak,  vice-president;  Dr.  Howard  O.  Mott,  secretary; 
and  Dr.  James  H.  Stallings,  treasurer.  Dr.  Thomas 
A.  Gavin,  who  was  the  1958  president,  has  been 
named  as  member-at-large. 


Volume  86,  February,  1959 


113 


News  Notes 


New  Members. 

Since  the  list  published  in  the  January  issue  of 
the  Monthly,  the  following  new  members  have  been 
admitted  into  The  Medical  Society  of  Virginia: 

Leslie  T.  Gondor,  M.D.,  Alexandria 

Frank  F.  Merker,  M.D.,  Roanoke 

William  M.  Trible,  M.D.,  Arlington 

Committee  of  Arrangements. 

The  Roanoke  .\cademy  of  ^ledicine  announces 
the  following  apjxjintments  for  the  local  committee 
on  arrangements  for  the  annual  meeting  of  The 
Medical  Society  of  Virginia  in  Roanoke,  October 
4-7.  1959: 

General  Chairman — Robert  S.  Hutcheson,  Jr., 
M.D. 

Scientific  Exhibits — Michael  J.  Moore,  ^I.D. 

Technical  Exhibits — Richard  H.  Fisher,  M.D. 

Entertainment — Houston  L.  Bell,  IM.D. 

Hotels  and  Halls — Peter  Wallenborn,  M.D. 

Press  and  Publicity — Charles  A.  Hefner,  M.D. 

Golf — Harry  Yates,  M.D. 

Woman's  Auxiliary — IMrs.  William  Kaufman. 
Erratum. 

The  article  by  Dr.  Harr}-  Pariser  on  The  Use  of 
Triamcinolone  (Aristocort)  in  Dermatolog}-,  pub- 
lished in  the  December  1958  issue  of  the  ^Monthly, 
contains  an  error  in  punctuation.  On  page  647,  line 
1 1 , this  sentence  was  broken  into  two  separate 
clauses,  one  of  which  does  not  make  a complete 
sentence.  It  should  read  ‘A\’hen  good  initial  sup- 
pressive effect  was  obtained,  further  involution  was 
noted  even  though  the  dose  was  further  reduced.” 

The  J.  Shelton  Horsley  Award 

For  outstanding  work  in  cancer  control  in  Virginia 
has  been  presented  to  Dr.  .Alfred  P.  Jones  of  Roa- 
noke. This  is  the  eleventh  time  the  award  has  been 
given.  It  was  presented  during  a meeting  of  the 
Board  of  Directors  meeting  of  the  Virginia  Division 
of  the  American  Cancer  Society.  Dr.  Jones  is  a 
member  of  the  staff  of  Jefferson  Hospital  and  has 
long  been  active  in  cancer  control.  He  is  a former 
president  of  the  Virginia  Division  of  the  Cancer 
Society. 


Dr.  Pendleton  Honored. 

The  citizens  of  Louisa  County  have  dedicated  a 
picnic  area  in  honor  of  Dr.  E.  Barbour  Pendleton, 
the  county's  oldest  practicing  physician.  The  area 
is  called  “Pendleton  Wayside”,  and  is  on  U.  S. 
Route  33.  It  fronts  350  feet  on  the  highway  and 
extends  100  feet  into  the  surrounding  woods.  Trees, 
shrubs  and  a stone  marker  and  plaque  have  been 
placed  there. 

Hospital  Staff  Appointments. 

Dr.  Benjamin  W.  Rawles,  Jr.,  has  been  elected 
chief  of  staff  at  Richmond  Memorial  Hospital,  suc- 
ceeding Dr.  Henry  W.  Decker.  Vice  chief  of  staff 
is  Dr.  iSIeyer  Vitsky  and  secretar}-  is  Dr.  Fleming 
Gill.  New  division  chiefs  are:  Dr.  William  Young, 
general  practice;  Dr.  Emmett  Mathews,  medicine; 
Dr.  \\'.  Hughes  Evans,  obstetrics  and  gynecology; 
Dr.  W.  M.  Monroe,  pathology;  Dr.  Donald  P.  King, 
radiology;  Dr.  Rawles,  surgery.  Chiefs  of  services 
are:  Dr.  T.  W.  Murrell,  Jr.,  dermatology;  Dr.  James 
B.  Black,  internal  medicine;  Dr.  George  K.  Brooks, 
Jr.,  neuropsychiatry;  Dr.  H.  T.  Dougan,  pediatrics; 
Dr.  Thomas  Walker,  anesthesiology;  Dr.  S.  E.  Bear, 
oral  surgery;  Dr.  John  S.  .\rcher,  otorhinolaryn- 
gology; Dr.  B.  H.  Martin,  Jr.,  ophthalmolog}- ; and 
Dr.  Frank  P.  Coleman,  general  surger}-. 


Dr.  Charles  Hudson  is  president  of  the  .Alex- 
andria Hospital  Medical  Staff',  succeeding  Dr. 
.Adrian  J.  Delaney.  Dr.  George  Speck  is  president- 
elect, and  Dr.  James  D.  Alills,  secretary-treasurer. 
Drs.  Charles  -Amole,  John  Watson  and  Thistle  McKee 
have  been  named  to  the  executive  committee.  Dr.  S. 
H.  Williams  has  been  elected  chief  of  the  depart- 
ment of  medicine;  Dr.  Robert  H.  .Anderson  chief  of 
the  department  of  pediatrics;  Dr.  Carson  Lee  Fifer 
chief  of  the  surgical  service,  with  Dr.  Herbert  D. 
^^'olff,  Jr.,  as  vice  chief;  and  Dr.  Harrison  Picot 
chief  of  obstetrics  and  gynecology. 


Dr.  William  P.  Frazer,  Hamilton,  has  been  elected 
chief  of  staff  of  the  Loudoun  Hospital,  succeeding 
Dr.  Joseph  M.  Rogers.  Dr.  Keith  AI.  Oliver,  Pur- 
cellville,  is  vice  chief  and  Dr.  Earl  E.  Ah'rts,  Jr., 
Leesburg,  secretary. 
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Dr.  R.  L.  Rrickhouse  has  l)een  elected  })resident 
of  the  Virginia  Baptist  Hosj)ital,  Lynchburg;  Dr. 
Earl  T.  Owen,  vice  president,  and  Dr.  Edwin  B. 
Vaden,  secretary.  Others  named  to  the  e.xecutive 
committee  are  Drs.  H.  L.  Riley,  Jr.,  John  C.  Risher, 
L.  R.  O'Brian,  Jr.,  J.  E.  Warren,  L.  M.  Howard, 
Jr.,  and  T.  W.  Stewart. 


Dr.  Andrew  Shajjiro  has  been  installed  as  presi- 
dent of  the  Jefferson  Hospital  board  of  directors, 
Roanoke,  succeeding  Dr.  A.  M.  McCausland.  Dr. 
William  Tice  is  vice  president  and  Dr.  Lee  Shaffer 
secretary-treasurer.  Dr.  Charles  Peterson  is  a three- 
vear  director. 


Dr.  Thomas  Jennings  has  been  elected  president 
of  the  Bedford  County  Memorial  Hospital,  succeed- 
ing Dr.  Glenn  Hardy.  Dr.  Jesse  M.  Tucker,  Jr., 
is  vice-president  and  Dr.  Dennis  H.  Robinson,  sec- 
retary. 

The  Annual  Clinical  Conference 

Of  the  Louise  Obici  Memorial  Hospital,  Suffolk, 
will  be  held  on  March  4th.  The  program  is  as 
follows;  Oral  Manifestations  of  Endocrine  Dys- 
function and  Certain  Metabolic  Diseases  by  Dr. 
Harold  M.  Syrop,  Associate  Professor  of  Oral  Diag- 
nosis, Medical  College  of  Virginia;  The  Manage- 
ment of  Dehydration  by  Dr.  T.  Franklin  Williams, 
Assistant  Professor  of  Medicine  and  Preventive 
Medicine,  The  University  of  North  Carolina;  The 
Management  of  Vascular  Disease — Panel  Discussion 
with  Dr.  David  Hume,  Professor  of  Surgery,  Med- 
ical College  of  Virginia,  as  moderator,  and  Dr. 
Gerald  Pratt,  Attending  Surgeon,  Chief  Cardio- 
vascular Service,  Department  of  Surgery,  St.  Vin- 
cents Hospital,  and  Associate  Clinical  Professor  of 
Surgery,  New  York  University  College  of  Medicine; 
Dr.  Andrew  Prandoni,  George  Washington  Univer- 
sity School  of  Medicine,  Washington;  and  Dr.  F. 
Bemheim,  Professor  of  Pharmacology,  Duke  Uni- 
versity, School  of  Medicine.  At  the  evening  session, 
the  dinner  speaker  will  be  Colonel  Carl  F.  Tessmer, 
Chief  of  Radiological  Injury,  Radio-biology  Section, 
.•^rmed  Forces  Institute  of  Pathology.  His  subject 
will  be  Late  Effects  of  Radiation. 

Further  information  may  be  secured  from  Dr. 
George  J.  Carroll,  Suffolk,  who  is  chairman  of  the 
Program  Committee. 


Heart  Fund  Campaign. 

.•\s  medical  science  continues  to  open  doors  on 
the  mysteries  of  the  causes  and  possible  cures  for 
diseases  of  the  heart  and  circulatory  system,  the 
Virginia  Heart  Association  and  its  affiliates  are 
preparing  to  launch  their  annual  Heart  Fund  cam- 
paign to  finance  ]>rcgrams  of  heart  research,  lay  and 
jnofessional  education,  and  community  service. 

This  campaign,  under  the  leadership  of  Major 
General  John  T.  Sprague  (U.  S.  Air  Force,  Ret.), 
1959  Heart  Fund  Campaign  Chairman,  will  be  con- 
ducted during  February — Heart  Month. 

Figures  compiled  by  the  Virginia  Bureau  of  Vital 
Statistics  show  that  there  were  32,994  deaths  in 
Virginia  in  1957.  Of  this  number,  17,038  or  51.64 
per  cent  of  all  deaths  were  caused  by  diseases  of 
the  heart  and  circulatory  system. 

In  1957,  the  latest  year  for  which  total  national 
figures  have  been  compiled,  more  than  877,000 
Americans  died  of  heart  and  blood  vessel  diseases. 
Close  to  246,000  of  these  victims  were  in  the  most 
prcxluctive  years  of  their  lives — less  than  65  years 
old. 

While  the  heart  diseases  are  still  the  leading 
cause  of  death  in  the  United  States,  great  progress 
has  been  made  in  the  ])ast  several  years  in  controlling 
many  heart  ailments.  Wle  are  witnessing  impressive 
benefits  from  the  research,  education,  and  community 
service  programs  of  the  Heart  Association.  Medical 
scientists,  aided  by  Heart  Association  research 
grants,  have  created  remarkable  new  techniques  for 
performing  heart-saving  surgery,  devised  new  tools 
for  accurately  diagnosing  heart  and  blood  vessel 
disorders,  and  developed  new  methods  for  treating 
and  controlling  the  heart  diseases  more  effectively. 

Physicians  have  been  kept  informed  of  research 
progress  through  American  Heart  Association  pub- 
lications, through  teaching  materials  and  through 
scientific  meetings.  And,  in  cities  and  towns  through- 
out the  nation,  they  have  applied  this  new  knowledge 
for  the  benefit  of  all  patients. 

Since  1950,  Virginia  Heart  -Association  and  its 
chapters  have  spent  $308,937.11  in  research  and 
medical  education  fellowships.  Of  this  amount, 
$70,862.60  was  spent  at  the  University  of  Virginia 
School  of  Medicine,  $63,793.22,  at  the  Medical  Col- 
lege of  Virginia,  and  $174,281.29  was  pooled  with 
-American  Heart  dollars  in  the  support  of  research 
at  various  other  institutions  throughout  the  United 
States.  Research  anywhere  helps  hearts  everc’where. 

In  the  past  10  years,  more  than  32  million  Heart 
Funds  dollars,  contributed  throughout  the  United 
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States,  have  been  channeled  into  cardiovascular 
research. 

Without  these  coordinated  efforts  of  the  public 
and  medical  science,  so  much  progress  could  never 
have  been  made  in  so  short  a time.  With  the  help 
of  the  Heart  Fund,  this  partnership  will  produce 
even  greater  advances  in  the  years  to  come. 

Dr.  Leta  J.  White, 

Formerly  of  Petersburg,  is  now  located  in  Gaffney, 
South  Carolina,  for  the  practice  of  pediatrics.  In 
•August,  1957,  she  went  to  Nigeria  for  six  weeks 
work  at  the  Baptist  Mission  Hospitals.  Soon  after 
arriving,  she  received  an  urgent  invitation  to  remain 
for  a year  due  to  the  terrific  shortage  of  doctors. 
She  worked  in  a number  of  the  mission  hospitals  in 
Nigeria  and  also  visited  PresbHerian  Mission  Hos- 
pitals in  the  Belgian  Congo  and  Dr.  Schweitzer’s 
Hospital  in  French  Equatorial  Africa. 

Dr.  Bradford  Retires. 

Dr.  Kenneth  Bradford,  Staunton,  retired  from 
active  practice  the  first  of  December.  In  addition 
to  his  private  practice  for  more  than  fifty  years,  he 
served  for  years  as  health  officer  and  gave  his  serv- 
ices to  many  free  clinics.  An  editorial  in  The  Staun- 
ton Leader  stated:  “He  has  nobly  exemplified  the 
high  principles  of  his  profession,  of  citizenship  and 
churchmanship,  and  his  hundreds  of  friends  and 
admirers  unite  in  best  wishes  for  many  years  of 
hapjnness  in  his  home  and  in  travel  to  see  his  chil- 
dren and  grandchildren  and  parts  of  -America  and 
perhaps  of  the  world  for  which  he  has  had  all  too 
little  time.” 

American  Congress  of  Physical  Medicine  and 

Rehabilitation. 

The  .S7th  annual  scientific  and  clinical  session  of 


the  Congress  will  be  held  -August  30-September  4, 
1959,  inclusive,  at  the  Hotel  Leamington,  Minne- 
apolis. -All  sessions  will  be  open  to  members  of  the 
medical  profession  in  good  standing  with  the  -Amer- 
ican Medical  -Association  and/or  state  or  county 
medical  association. 

Full  information  may  be  obtained  from  the  Execu- 
tive Secretar)-,  Dorothea  C.  .Augustin,  30  North 
Michigan  .Avenue,  Chicago  2,  Illinois. 

American  College  of  Allergists. 

The  graduate  instructional  course  and  annual 
congress  will  be  held  March  15-20,  at  the  Mark 
Hopkins  Hotel,  San  Erancisco.  Eurther  information 
may  be  obtained  from  Dr.  John  D.  Gillaspie,  treas- 
urer, 2049  Broadway,  Boulder,  Colorado. 

Licensure  Examination  for  Physical  Thera- 
pists. 

The  Aurginia  Board  of  Aledical  Examiners  has 
scheduled  the  next  examination  for  physical  thera- 
pists for  February  14th.  The  examination  will  be 
held  at  the  Medical  College  of  A'irginia,  3rd  floor 
Memorial  Hall,  and  will  begin  promptly  at  8:30 
A.M. 

Candidates  must  make  application  to  the  Board 
prior  to  sitting  for  the  examination.  For  further 
information,  write  State  Board  of  Aledical  Exam- 
iner, 631  First  Street,  Southwest,  Roanoke,  Vir- 
ginia. 

Wanted. 

A'oung  male  psychiatrist,  Diplomate  or  Board 
eligible.  To  direct  privately  operated  cut-patient 
clinic.  Salary  $16,000  to  $18,000,  plus  commission 
factor.  Write  #600,  care  the  Ahrginia  Aledical 
Alonthly,  4205  Dover  Road,  Richmond  21,  Virginia. 
( A dv. ) 
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THE  PROGRAM  COMMITTEE  has  recently  requested  those  members  wishing  to 
present  papers  during  the  1959  Annual  Meeting  (Roanoke,  October  4-7)  to  submit 
100  word  abstracts  by  March  15.  Abstracts  may  be  sent  directly  to  the  State  Office. 

THE  DOCTOR  DRAFT  ACT,  with  its  amendment  for  calling  up  physicians  under 
age  3 5,  will  expire  next  June  30.  It  is  expected  that  the  Department  of  Defense  will 
ask  Congress  to  extend  the  regular  draft  and  the  physician  amendment.  Although 
the  Doctor  Draft  has  not  been  invoked  during  the  past  two  years,  the  Defense  Depart- 
ment believes  it  will  be  needed  Jiext  year. 

PRESIDENT  EISENHOWER  will  soon  name  a committee  of  educators  and  repre- 
sentatives of  the  professions,  labor,  management,  finance  "and  every  other  kind  of  use- 
ful activity”  to  set  long  range  goals  for  the  nation.  According  to  the  President,  the 
committee  will  be  concerned  with  living  standards,  health  and  education  and  better 
assurance  of  life  and  liberty.  The  committee  will  also  attempt  to  point  out  methods 
to  meet  such  goals,  and  to  indicate  which  levels  of  government — local,  state  or  federal 
— should  assume  responsibility. 

The  President,  in  his  State  of  the  Union  Message,  said  that  such  a committee  could  "ef- 
fectively participate  in  making  the  necessary  appraisal  of  the  potentials  of  our  future. 
The  result  would  be  established  national  goals  that  would  not  only  reflect  the  brightness 
of  our  finest  dreams,  but  would  meet  the  stern  tests  of  practicality.” 

THE  WORLD’S  POPULATION  increased  by  47,000,000  during  195  8,  according  to  a 
report  by  the  Population  Reference  Bureau.  This  growth  exceeds  the  total  population 
of  all  New  England  states,  plus  those  of  New  York,  New  Jersey,  Pennsylvania  and  Mary- 
land. The  Bureau  reports  that  if  the  present  birth  rate  continues,  the  world  population 
in  1980  will  be  more  than  four  billion.  It  is  anticipated  that  a great  percentage  will  then 
be  living  in  what  are  now  known  as  underdeveloped  countries. 

THE  LATEST  HILL-BURTON  REPORT  from  the  Washington  Office  of  the  AMA 
indicates  that  three  new  Virginia  projects,  totalling  $1,778,400  were  approved  during 
December.  It  also  shows  that  73  projects,  supplying  2,793  beds  at  a total  cost  of  $52,- 
916,052  have  been  completed.  Twenty-four  projects  are  under  construction  and  ten 
others  will  soon  be  started. 


THE  85  MEDICAL  SCHOOLS  in  the  United  States  are  the  well-spring  from  which  all 
attack  on  disease,  and  all  solutions  of  health  problems  come.  Not  only  do  they  furnish 
us  with  physicians,  trained  workers  and  medical  scientists,  but  they  also  carry  on  a 
majority  of  the  research  activities  that  have  contributed  to  great  advances  in  medical 
knowledge  so  apparent  in  our  time.  This  is  what  our  medical  schools  do  today: 

TEACH  29,334  undergraduate  medical  students,  of  whom  approximately  7,000  will 
graduate. 

INSTRUCT  62,964  other  students — that  is,  interns,  residents,  practicing  physicians, 
research  scientists  and  dental,  pharmacy  and  nursing  students. 

SERVE  approximately  37,000  family  doctors,  health  officers,  hospital  staff  members, 
specialists  and  other  practitioners  through  short  courses, 

PROVIDE  2,400,000  men,  women  and  children  with  free  medical  care  valued  at 
$120,000,000,  through  associated  teaching  hospitals  and  clinics. 

CONDUCT  research  projects  costing  more  than  $60  million  for  corporations,  gov- 
ernmental agencies,  hospitals  and  foundations — plus  the  basic  research  financed  by 
teaching  budgets. 

MAINTAIN  a steady  flow  of  new  health  and  medical  knowledge  through  books, 
pamphlets,  professional  journals,  magazines  and  news  services. 

FURNISH,  through  their  faculty  members,  leadership  and  guidance  for  thousands 
of  health  agencies,  organizations,  and  foundations. 

Plan  now  to  contribute  to  the  AMEF  during  195  9. 

THE  FAILURE  OF  ALMOST  SIXTY  PER  CENT  of  our  population  to  secure  Salk 
vaccine  has  alarmed  our  nation’s  medical  leaders,  and  a recent  conference  was  held  in 
Washington  to  study  the  problem.  The  conference,  attended  by  officials  from  many 
national  medical  groups,  praised  the  recommendations  recently  adopted  by  the  AMA 
House  of  Delegates.  The  House  recommended  that  (1)  each  physician  assume  respon- 
sibility for  making  sure  that  all  members  of  families  he  sees  are  fully  vaccinated;  (2) 
state  medical  societies  work  with  state  health  departments  to  bring  county  and  local 
medical  societies  together  with  health  departments  to  work  out  vaccination  programs; 
(3 ) county  medical  societies  meet  with  local  health  departments  to  make  surveys  of  local 
problems  and  devise  ways  to  meet  local  situations. 


Obituaries 


Dr.  Lewis  Conrad  McNeer, 

Prominent  physician  of  Bristol,  died  December 
10th.  He  was  on  a business  trip  to  Clintwood  and 
suffered  a heart  attack,  dying  almost  instantly.  Dr. 
McNeer  was  eighty  years  of  age  and  graduated  from 
the  former  Maryland  Medical  College  in  1904.  He 
practiced  in  Dante  before  locating  in  Bristol  in  1942. 
Dr.  McNeer  was  considered  one  of  the  area’s  best 
known  businessmen.  In  addition  to  the  practice  of 
general  medicine  and  surgery,  he  was  active  in  sev- 
eral business  operations.  He  was  on  the  staff  of  the 
Bristol  Memorial  Hospital  and  was  an  Elk,  a Mason 
and  a member  of  the  Kiwanis  Club.  Dr.  McNeer 
was  a Life  Member  of  The  Medical  Society  of  Vir- 
ginia, having  joined  in  1911. 

His  wife,  three  children  and  six  grandchildren 
survive  him. 

Dr,  Howson  Wallace  Blanton, 

Well-known  Richmond  physician,  died  December 
1 2th  following  a heart  attack.  He  was  sixty-six  years 
of  age  and  a graduate  of  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1917.  Dr.  Blan- 
ton had  practiced  in  Richmond  since  1920.  He  was 
associate  professor  of  medicine  at  the  Medical  Col- 
lege of  Virginia.  Dr.  Blanton  was  past  president 
of  the  Hampden-Sydney  College  alumni  association, 
a mmber  of  the  Society  of  the  Cincinnati  and  the 
Society  of  Colonial  V'ars.  He  had  been  a member 
of  The  Medical  Society  of  Virginia  for  thirty-eight 
years. 

Dr.  Blanton  is  survived  by  his  wife  and  a daughter. 
\ brother  is  Dr.  Wyndham  B.  Blanton. 

Dr.  John  Gill  Holland, 

Lynchburg,  died  December  24th.  He  was  fifty- 
six  years  of  age  and  received  his  medical  degree  from 
the  University  of  Tennessee  in  1932.  Dr.  Holland 
was  an  eye,  ear,  nose  and  throat  specialist.  He  was 
a veteran  of  World  War  II,  a IMason  and  member 
of  the  Kiwanis  Club.  At  the  time  of  his  death.  Dr. 
Holland  was  president-elect  of  the  Lynchburg  Acad- 
emy of  Medicine  and  was  on  the  staffs  of  the  Vir- 
ginia Baptist,  Lynchburg,  and  Memorial  Hospitals. 
He  had  been  a member  of  The  Medical  Society  of 
Virginia  for  seventeen  years. 

His  wife  and  a son  survive  him. 


Dr.  John  Franklin  Williams, 

Formerly  of  Richmond,  died  December  25th  in 
Marion.  He  was  fifty-eight  years  of  age  and  a grad- 
uate of  the  Medical  College  of  Virginia  in  1942. 
Dr.  Williams  was  a member  of  the  staff  of  South- 
western State  Hospital  in  Marion.  He  was  a mem- 
ber of  The  Medical  Society  of  Virginia,  having 
joined  in  1944. 

His  wife,  three  daughters  and  a son  survive  him. 

Dr.  Charles  Loren  Ransom, 

Danville,  died  in  an  automobile  accident  on  De- 
cember 14th.  It  is  believed  he  fell  asleep  and  ran 
off  the  road,  death  being  attributed  to  a broken  neck. 
He  was  thirty-eight  years  of  age  and  graduated  from 
the  State  University  of  New  York,  College  of  Medi- 
cine, in  1945.  He  had  been  in  Danville  for  five  years 
and  was  associated  in  the  practice  of  surgery  and 
urology  with  Dr.  Ralph  Landes.  Dr.  Ransom  was 
recently  appointed  to  the  faculty  of  the  Bowman 
Gray  School  of  Medicine  in  Winston-Salem.  He  was 
a member  of  The  Medical  Society  of  Virginia. 

His  wife  and  three  children  survive  him. 

Dr.  Cockrell. 

Dr.  Loren  Eugene  Cockrell,  prominent  physician  of 
Reedville,  Northumberland  County,  for  fifty-nine  years, 
was  born  at  “Melville”,  home  of  his  parents  Lyttleton 
and  Agnes  Harcum,  Cockrell,  in  Northumberland  County, 
May  5,  1870.  He  died  November  15,  1957,  at  the  home  of 
his  daughter,  in  his  eighty-eighth  year. 

Dr.  Cockrell  attended  Randolph  Macon  College  and 
received  his  medical  degree  from  the  University  of  Mary- 
land in  1894.  After  a year  as  clinical  assistant  at  the 
medical  school  he  returned  to  Northumberland  County  in 
1895  and  began  his  practice  of  medicine  in  Reedville. 

On  July  12,  1899,  he  married  Miss  Nettie  Lindsay 
Gates  of  Richmond,  whose  death  occurred  on  November 
4,  1952.  To  them  were  born  seven  children,  five  sons 
and  two  daughters. 

Dr.  Cockrell  was  a charter  member  of  the  Northern 
Neck  Medical  Association,  member  of  the  American 
Medical  .Association,  Southern  Medical  .Association  and 
The  Medical  Society  of  Virginia. 

In  spite  of  a practice  which  extended  over  a large 
area.  Dr.  Cockrell  was  keenly  interested  in  many  civic 
and  religious  affairs  of  the  community. 

He  served  for  a number  of  years  on  the  County  School 
Board,  County  Board  of  Health  and  from  1914  to  1954 
as  Assistant  Surgeon  of  the  United  States  Public  Health 
Service.  At  the  time  of  his  death,  he  still  served  as  a 
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Steward  in  Bethany  Methodist  Church,  Reedville. 

At  a meeting  of  the  Northern  Neck  Medical  Association 
held  at  Tides  Inn,  Irvington,  on  October  23,  1958,  the 
Association  wishing  to  express  tribute  to  the  memory  of 
their  late  associate.  Dr.  Loren  E.  Cockrell,  the  following 
resolutions  were  read  and  unanimously  adopted: 

Where.AS,  God  in  His  infinite  wisdom  has  removed  from 
our  midst  a sincere  friend  and  loyal  colleague,  who  faith- 
fully served  his  community  and  State, 

Be  it  Resolved  that  in  the  death  of  Dr.  Cockrell,  the 
profession  has  lost  a valued  associate  and  the  community 
a useful  and  esteemed  citizen. 

Be  it  further  Resolved  that  these  resolutions  be  spread 
on  the  minutes  of  the  Northern  Neck  Medical  Association, 
and  a copy'  sent  to  the  family,  and  to  the  Virginia  Medical 
.Monthly  for  publication. 

Dr.  Kyle 

M'hereas  Almighty  God  in  His  Infinite  M'isdom  didst 
removed  from  our  midst  our  loyal  friend  and  co-worker 
in  the  Art  of  Healing,  Bernard  H.  Kyle,  M.D.,  August 
22,  1958.  The  Lynchburg  Academy  of  Medicine  requests 
that  the  following  resolutions  be  spread  upon  the  minutes 
of  its  meeting  and  that  a copy  be  sent  to  his  family  and 
to  the  Virginia  Medical  Monthly. 

Be  it  therefore  Resolved  that  the  Lynchburg  Academy 
of  Medicine,  the  surrounding  community,  the  City  of 
Lynchburg.  The  .Medical  Society  of  Virginia,  and  his 
friends,  have  lost  a valuable  member  of  strong  character, 
evidenced  by  his  high  ideals,  devotion  to  duty,  and  his 
strict  moral  and  ethical  standards. 

Be  it  further  knovv\  that  during  his  professional 
career  he  rendered  valuable  services  to  the  physicians, 
patients,  and  hospitals  of  this  community. 

He  was  a pioneer  in  this  community  in  his  specialty  as 
an  orthopaedic  surgeon,  and  was  largely  responsible  for 
raising  this  specialty  to  its  present  high  level. 

He  also  rendered  distinguished  services  to  his  country- 
in  active  combat  with  the  Second  Division  during  World 
War  I,  receiving  several  decorations.  And  in  World 
War  II,  he  took  an  active  part  in  this  community,  render- 
ing valuable  services. 

Be  it  further  Resolved  that  we,  the  members  of  the 
Lynchburg  Academy  of  Medicine,  miss  him  deeply,  and 
extend  to  his  wife,  child,  and  family,  our  sincere  and 
deepest  sympathy,  but  that  we  feel  that  Divine  Providence 
has  supervened  and  taken  unto  Itself  our  beloved  friend 
and  co-worker. 

J.AMES  R.  Gorm.an,  M.D.,  Chairman 

Wii.Li.AM  T.  Pugh,  M.D. 

Si.MON  H.  Rosenth.al,  M.D. 

Dr.  Farley 

Where.as  God  in  His  infinite  wisdom  has  removed  Lin- 
wood  Farley,  M.D.  from  our  midst  on  November  18,  1958, 
in  his  fifty-eighth  year,  we,  the  members  of  the  Williams- 
burg-James  City  County  Medical  Society,  are  grieved 
upon  the  loss  of  our  colleague  and  President. 


Dr.  Farley,  a native  of  Amelia  County,  attended  Ran- 
dolph-Macon  .-Academy  and  the  University  of  Richmond. 
He  was  graduated  a Doctor  of  Medicine  from  the  Medical 
College  of  Virginia  in  1928.  Following  internship  at  the 
Petersburg  Hospital,  he  established  his  practice  in  Court- 
land  in  1929.  He  enrolled  in  the  Johns  Hopkins  School  of 
Public  Health  in  1935.  Later  he  became  associated  with 
the  Virginia  State  Department  of  Health,  and  served  in 
health  departments  in  Hanover  and  .•\ugusta  counties. 

He  has  been  Director  of  Public  Health  for  the  City  of 
Williamsburg,  and  the  counties  of  Charles  City,  New 
Kent,  James  City  and  York  since  1947.  His  accomplish- 
ments for  the  welfare  of  this  community  and  the  adjacent 
counties  are  well  known.  He  met  successfully  the  chal- 
lenge to  the  health  facilities  of  this  area  during  the  James- 
town Festival  in  1957. 

He  served  our  Society  as  Secretary-Treasurer  in  1955, 
Vice-President  in  1956  and  1957,  and  President  in  1958. 
We  count  it  a great  privilege  to  have  known  him,  to  have 
worked  with  him  as  a physician,  and  to  have  been  in  this 
Society  with  him. 

'Fherefore,  be  it  Resolved  that  we  convey  to  his 
bereaved  family  our  regard  of  him  and  our  sympathy  in 
their  lass,  and 

Be  it  Resolved  Further  that  this  Society  record  in  its 
minutes  our  sorrow  upon  his  death,  and  that  this  me- 
moriam  be  sent  to  Mrs.  Farley,  and  also  to  the  Virginia 
■Medical  Monthly. 

Hugh  G.  Stokes,  M.D. 

C.arlton  J.  Casey,  M.D. 

Dr.  Agnew 

Whereas  .Almighty  God  has  called  from  our  midst  our 
fellow  co-worker  and  friend,  Lloyd  C.  Agnew,  October  8, 
1958,  the  Lynchburg  .Academy  of  Medicine  requests  the 
following  resolution  be  spread  upon  its  minutes  and  a copy 
be  sent  to  his  familv  and  to  the  Virginia  Medical  Monthly. 

Be  it  Therefore  Resolved  that  the  Lynchburg  .Academy 
of  Medicine,  the  City  of  Lynchburg  and  surrounding  com- 
munity, The  Medical  Society  of  V'irginia,  and  his  many 
friends  have  lost  a valued  member,  whose  ideals,  devotion 
to  duty,  moral  and  ethical  standards  were  of  the  highest 
caliber. 

Be  it  Further  Known  that  during  his  professional 
career  he  rendered  invaluable  services  to  the  physicians, 
patients,  and  hospitals  of  this  community.  In  his  chosen 
specialty  of  anesthesiology,  he  was  a pioneer  in  this  com- 
munity and  lived  to  further  and  see  its  advance,  not  only 
in  this  community,  but  in  this  State. 

He  served  his  country  with  honor  during  M'orld  War 
II,  rendering  his  services  in  active  combat  throughout  the 
entire  Pacific  Campaign. 

Be  it  Further  Resolved  that  we,  the  members  of  the 
Lynchburg  .Academy  of  Medicine,  miss  him  deeply  and 
extend  to  his  wife  and  children  our  sincere  and  deepest 
sympathy. 

Robert  L.  Morrison,  M.D.,  Chairman 

William  T.  Pugh,  M.D. 

Charles  H.  Sackett,  M.D. 
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when  psychic 
symptoms 
distort  the  picture 


Dartal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Dartal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Dartal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Dartal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 


a superior  psychochemical 
for  the  management  of  both  major  and 
minor  emotional  disturbances 


dihydrochloride  brand  of  thiopropazate  dihydrochloride 


•A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 
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Wcsf6roo/i  Sanatorium 


Rl  CHMON  D 


t,stablish(?d  iQll 


VIRGINIA 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Staff  L ' • ANDERSON,  M.D.,  President 

RKX  BLANK.IXSHIP,  M.D.,  \Ie(iicat  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
Medical  Director 

THOMAS  F.  COATES,  M.D.,  Associate 
JAMES  K.  HALL,  JR.,  M.D.,  Associate 

CHARLES  A.  PEACHEE,  JR.,  M.S.,  Clinical 
Psychologist 

R.  H.  CRATZER,  Administrator 


Brochure  of  Literature  and  Views  Sent  On  Request  - P.  O.  Box  1514  - Phone  EL  9-5701 


RIVERSIDE  CONVALESCENT  HOME 

Sophia  & Fauquier  Sts.  Fredericksburg,  Virginia 


For  convalescent,  aged, 
chronically  ill,  and  retired 
persons.  Provides  healthful 
rest,  excellent  nursing  care 
in  cheerful,  comfortable  sur- 
roundings. Air-conditioned, 
fire-safe  building.  Accom- 
modations for  eighty-four. 
Medical  Supervision.  Inspec- 
tion Invited.  Write,  or  tele- 
phone Essex  3-3434. 

Rates: 

$40.00  to  $75.00  per  week 
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Virginia  Medical  Monthly 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

Announces  to  the  Profession 
its 

THIRTY-SECOND  ANNUAL  SPRING  CONGRESS 

in 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

April  6 through  April  11,  1959 


GUEST  SPEAKERS 


Joseph  P.  Atkins,  M.D Philadelphia,  Pa. 

Walter  S.  Atkinson,  M.D Watertown,  N.Y. 

Kenneth  D.  Bailey,  M.D..., Fairmont,  W.  Va. 

Rear  Admiral  Bruce  E.  Bradley 

Washington,  D.C. 

F.  Willson  Daily,  M.D Roanoke,  Va. 

Windsor  S.  Davies,  M.D ...Detroit,  Mich. 

Jeff  Davis,  M.D New  York,  N.Y. 

Francis  P.  Furgiuele,  M.D Philadelphia,  Pa. 

Irwin  A.  Ginsberg,  M.D Buffalo,  New  York 

Bayard  T.  Horton,  M.D Rochester,  Minn. 


Wendell  L.  Hughes,  M.D Hempstead,  N.Y. 

John  H.  King,  M.D Washington,  D.C. 

T.  Keith  Lyle,  M.D London,  England 

George  T.  Nager,  M.D Baltimore,  Md. 

Robin  M.  Rankow,  M.D New  York,  N.Y. 

Kenneth  L.  Roper,  M.D Chicago,  111. 

A.  D.  Ruedemann,  M.D Detroit,  Mich. 

Russell  A.  Sage,  M.D Indianapolis,  Ind. 

Jules  G.  Waltner,  M.D New  York,  N.Y. 

Edgar  N.  Weaver,  M.D Roanoke,  Va. 


Walter  L.  Winkenwerder,  M.D.__Baltimore,  Md. 


For  further  information  write: 


Superintendent,  P.  0.  Box  1789 


Roanoke,  Virginia 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

Miss  Etheleen  Dalton 
Director: 

Charles  C.  Hough 
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ST.  LUKE’S  HOSPITAL 


McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III,  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 
Urology 

AUSTIN  I.  DODSON,  M.D. 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  I.  DODSON,  JR.,  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN,  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D, 
Roentgenology 

JESSE  N.  CLORE,  JR.,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 

HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES,  BS.,  C.P.A. 

Free  Parking  for  Patrons 


RICHMOND  EYE  HOSPITAL 

RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(COMBINED)  1 

j RICHMOND,  VIRGINIA  | 

A new  non-profit  Community  Hospital 

i 

specially  constructed  for  the  treatment  of 

J 

Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 

;3 

ing  Laryngeal  Surgery,  Bronchoscopy  and 

M 

Plastic  Surgery  of  the  Nose. 

Professional  care  offered  a limited  num- 

ber of  charity  patients. 

■Us.  .ilEdf,-.  --4 

1 

1 address:  JULIA  WAGNER  WATERS,  R.N.,  /IdwtinHlrfl/or  408  North  12th  Street  | 
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ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Austin  I.  Dodson,  M.D. 

Urology 

Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

T.  E.  Stanley,  M.D. 

Internal  Medicine 


For  the 


care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 


I 


If  If  ' 1f  If  Established  1916 

HppalaClIt^n  • AshevIUe,  North  Carolma 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  clasification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPAL.ACHl AN  HALL,  Asheville,  N.  C. 
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BRADLEE  MEDICAL  BUILDING 

Adjacent  to  Bradlee  Shopping  Center 

Now  Leasing — Open  Fall  1959 

Just  off  Shirley  Highway  in  Virginia’s  highest- 
density  population  area,  within  a half  mile  of 
two  major  hospitals.  Custom  suites  for  doctors 
and  dentists  at  moderate  rentals. 

Agents:  WEISSBERG  BROS.  REALTY 
404  Radio  Building 
Arlington  1,  Virginia 
JAckson  5-0606 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  at  the  Richmond 
Hotel,  Richmond,  Virginia,  June  17,  1959.  The 
examinations  will  be  held  in  the  Gray’s  Armory, 
June  18-20,  inclusive.  All  applications  and  other 
documents  pertaining  to  the  examinations  or 
to  matters  to  be  discussed  by  the  Board  must  be 
on  file  in  the  Secretary’s  office  on  or  before  May 
27,  1959.  The  Secretary  of  the  Board  is  Dr.  K. 
D.  Graves,  631  First  Street,  S.  W.,  Roanoke, 
Virginia. 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


• "Understanding  Care"  • 


Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


Health 

Approved 


AGED  • CHRONICALLY  ILL  • INVALIDS  • CONVALESCENTS 

Each  Guest  Under  Care  of  His  Own  Doctor. 


Inspection 

Invited 


24  hours  daily  care  in  a specifically  built 
52  Bed  Nursing  Home.  Registered,  grad- 
uate nurse,  and  Res.  M.C.V.  Extern  super- 
vision. Trained  Dietitian  and  orderly. 


TELEPHONE 

MIiton  3-2777 


Private  and  Semi-Private  Rooms  with 
baths.  Rates  from  S55  to  ?75  weekly 
for  Bed,  Board  and  General  Nursing. 
9 minutes  from  any  Local  Hospital. 


Write  or  Phone 
Bernard  Maslon,  Adm. 


Terrace  Hill  Nursing  Home 


INC. 


2112  Monteiro  Ave. 
Richmond  22,  Va. 


Kidde  ATMO  Fire  Detection  System  Equipped* 


52 


ViRGixi.A  Medical  Monthly 


Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere— so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia — Phone  Salem  4761 


Copyright  1955  H.N.  Alford,  Atlanta,  Go. 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 


56 


Virginia  Medical  Monthly 


SAINT  ALBANS 

PRIVATE  PSYCHIATRIC  HOSPITAL 


RADFORD,  VIRGINIA 


STAFF 

James  P.  King,  M.D.,  Director 

James  K.  Morrow,  M.D.  William  D.  Keck,  M.D. 

Clara  K.  Dickinson,  M.D.  J.  William  Giesen,  M.D. 

Internist  (Consultant) 

AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

5 25  Bland  St.,  Bluefield,  W.  Va.  207)4  McCreery  St. 

David  M.  Wayne,  M.D.  Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


Daniel  D.  Chiles,  M.D. 
Clinical  Director 


Clinical  Psychology; 

Thomas  C.  Camp,  Ph.D. 
Artie  L.  Sturgeon,  Ph.D. 

Don  Phillips,  Administrator 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  MI  3-1881 

WILLIA^IS  PRINTING  CO. 

11-1315  North  Fourteenth  Street  RICHMOND,  VIRGLNIA 
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Your  trust  in  our  integrity  built  this  service  record 


PEOPLES  DRUG  STORES  Filled 


2,401,694 

PRESCRIPTIONS 


During  1958 


CONFIDENCE 
TRUST  • INTEGRITY 

Always  . . . the  extra 
ingredient  in  every 
Peoples  Prescription 


EACH  YEAR.  MORE  and 
MORE  PEOPLE  BRING 
THEIR  PRESCRIPTIONS 
TO  “PEOPLES” 


as 


Eacli  of  till*  171  Modem.  Completely  Eipiippeil 
Peoples  Prescription  Departments  is  manned  with 
Registered  Pharmacists  and  fidly  stCK'ked  with  the 
freshest  and  finest  drugs  available  from  the  nation’s 
most  respr-cted  Pharmaceutical  Laboratories. 


PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  DRUG  STORES 
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Today  she  would  prefer 

TRICHOTiNE® 

her  most  personal  cleansing 


for 


HER  concepts 
of 

cleansing 
have 

changed... 


THE  FESLER  COMPANY,  INC.  • 375  Fairfield  Ave.,  Stamford,  Conn. 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


i- 
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Always  in 
Good  Taste! 


Generations  of 
skill  in  the  art 
of  whisky  making 
are  reflected 
in  the  good  taste 
of  Johnnie  Walker 
Scotch.  Why  not 
try  some  soon? 


SCOTCH  WHISKY 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ivard  our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond  Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


At  All 

DEPENDABLE 

PRESCRIPTION  SERVICE 

and 

SERVICE  TO  PHYSICIANS 


rPilTTERSONfl 


SAFE  lERVICE  DRUG  STORES 


Prescription  Specialists 

Lynchburg,  Vo.  Martinsville,  Va. 

Danville,  Va.  Altavista,  Va. 

Winston-Salem,  N.  C. 
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YOUR  concepts  of 
cleansing  have 

changed... 


Detergents  are  the  modern,  efficient  way  of 
cleansing.  They  provide  greater  surface  activity 
and  assure  effective  penetration. 

Trichotine  is  the  modern  detergent  vaginal 
douche.  Unlike  vinegar  or  low  pH  douches, 
Trichotine  cuts  through  viscid  leukorrheal  dis- 


charge and  allows  complete  penetration  of  its 
healing  and  soothing  ingredients.  Trichotine  is 
bactericidal  and  promotes  epithelization.  It 
offers  quick  relief  from  pruritus,  and  its  re- 
freshing, soothing  action  is  reassuring  even  to 
your  most  fastidious  patients. 


in  vaginitis  — vulvovaginitis — 
cervicitis — pruritus  vulvae — 
postcoital  and  postmenstrual 
hygienic  irrigation 


TRICHOTmE® 


write  for  samples  and  literature  to  THE  FESLER  COMPANY,  INC.  • 375  Fairfield  Ave.,  Stamford,  Conn. 


The  purity,  the 
wholesomeness, 
the  quality  of 


Coca-Cola  as 


refreshment  has  helped 


make  Coke  the 


best-loved  sparkling 
drink  in  all  the  world. 


SIGN  OF  GOOD  TASTE 
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IN  OFFICE  SURGERY^ 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first. . . 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 

T 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials ; 0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE'*  HCl  SOLUTION 

(brand  of  ltdocaine*) 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 
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I prompt,  aggressive 
antibiotic  action 
■ a reliable  defense  against 
monilial  complications 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world's  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 


Capsules  {250  mg. 1 250,000  u.),  bottles  of  16  and  100.  Half  strength  Capsules  (125  mg. f 125,000  u.),  bottles  of  16  and  t00.\ 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 


*HiaTECUN'®<  'euMrciN*®'  amo  'mtcostatin'®  arc  SQUISB  traoemara^ 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 
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PENETRATES 


IN  CONSTIPATION 

TO  SOFTEN  STOOLS  WITHOUT  TISSUE  DEHYDRATION 
AND  MAKE  THEM  MOVE  WITHOUT  STRAINING 


SOFTENS  FECES 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS  [ patlCh 


ADDS  FORMED  BULK 


EASES  EVACUATION 


•Unique  encapsulation  of 
millions  of  minute  oil 
globules  by  Irish  moss 
assures  complete  pene- 
trant diffusion  in  stools. 


PROVEN  SAFE...  EFFECTIVE  • IN  PREGNANCY  • IN 
CHILDHOOD  • IN  MIDDLE-AGED  PATIENTS  • IN  ELDERLY 
PATIENTS  • THROUGH  MORE  THAN  25  YEARS  OF  USE 

AVAILABLE  In  three  pleasant-tasting  formulas: 
for  the  average  patient 

KONOREMUL  (Plain) 

containing  55%  mineral  oil.  Bottles  of  1 pint, 
for  more  hypotonic  cases 

KONDREMUL  WITH  CASCARA 

0.66  Gm.  non-bitter  Ext.  Cascara  per  tablespoonful. 

Bottles  of  14  fl.oz. 

for  more  resistant  constipation 

KONDREMUL  WITH  PHENOLPHTALEIN 

0.13  Gm.  (2.2  gr.)  phenolphthaiein  per  tablespoonful. 

Bottles  of  1 pint. 

[ pa-tch  ) THE  E.  L.  PATCH  COMPANY  Stoneham,  Massachusetts 


70YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 
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V, 

Adolescence 


<■> 

$s 

jTnfant  diarrhea 


Debilitating 

ga$troin(«dnal 

conditions 


.eivx\-  \ 


Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 

stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bij, 

protective  quantities  of 
potassium,  in  a palatable  and 
\ readily  assimilated  form. 


Postoperatlvely 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy. 

VALENTINE  Company,  Inc. 

RICHMOND  2\  VIRGINIA 


FOR  IRON  DEFICIENCY  ANEMIAS 
THE  ORIGINAL  HEMATONIC 
WITH  ‘‘INSURED  IRON” 

GLOBOTRIN* 

[ pa1:ch  I 

■ insured  for  therapeutic  effect  by  inclusion  of  vitamin' 
and  enzyme  metabolites 

■ insured  against  side  effects  by  better  tolerated  ferrous 
lactate  and  methylcellulose  to  maintain  "bowel  equilibrium” 

■ particularly  valuable  for  pregnant  and  geriatric  patient? 

■ easy  to  take  — in  small,  thinly  coated  tablets 

EACH  RED,  COATED  TABLET  CONTAINS; 

Ferrous  lactate 195  mg.  (3  gr.) 

(supplying  37  mg.  elemental  iron) 

Vitamin  Bt}  crystalline  with 
intrinsic  factor  concentrate  . . 0.5  U.S.P.  unit* 

Thiamine  hydrochloride 2.5  mg. 

Ascorbic  acid  . 50  mg. 

Betaine  hydrochloride 60  mg. 

Methylcellulose 32.5  mg. 

*Potency  established  before  formulation. 

Supplied  in  bottles  of  60  tablets. 

I patch  1 the  e.  l.  patch  company 

I > j Stoneham,  Massachusetts 

70  YEARS  OF  SERVICE  TO  THE  MEDICAL  FROFESSION 
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Specific  Antihistaminic  Effect 

reduces— erythema,  excoriation 
and  extent  of  lesions^"* 


Psychotherapeutic  Potency 

relieves— tension,  anxiety 
and  itching/'^ 


Recommended  Oral  Dosage: 

50  mg.  q.i.d.  initially;  adjust  according  to 
individual  response. 

References : 1.  Feinberg,  A.  R.,  et  al. : J.  Allergy 
29:358  (July)  1958.  2.  Eisenberg,  B.  C.,  Clinical 
Medicine  5:897-904  (July)  1958.  3.  Robinson, 
H.  M.,  et  al.:  J.A.M.A.  161:604-606  (June  16) 
1958.  4.  Robinson,  H.  H.,  et  al. ; So.  Med.  J. 
50:1282  (Oct.)  1957. 

♦Trademark 


Supplied  as: 

Vistaril  Capsules— 25  mg.,  50  mg.,  100  mg. 
Vistaril  Parenteral  Solution  — 10  cc.  vials 
and  2 cc.  Steraject®  Cartridges,  each  cc. 
containing  25  mg.  hydroxyzine  (as  the  HCl) 


)Science  for  the  world's  well-being 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.  Inc.,  Brooklyn  6,  N.  Y. 
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A few  suggestions  on  how  to  give 
your  patient  a diet  he  can  “stick-to”- 


The  Low 
Sodium  Diet 


and  a glass  of 
beer,  with  your 
consent  for  a 
morale-booster 


Here  are  some  things  your  patient  can  do 
to  season  his  Low  Sodium  Diet.  Spices  and 
herbs,  lemon  and  lime,  variously  flavored  vine- 
gars and  some  pepper  are  all  he  needs. 

Thyme,  marjoram  and  pepper  add  zest  to 
hamburger.  Chicken’s  delicious  with  lemon, 
rosemary  and  sweet  butter  to  baste.  He  can 
try  sweet  butter  with  nutmeg  on  green  beans, 


savory  on  limas,  tarragon  with  carrots,  basil 
with  tomatoes.  Onions  boiled  with  whole  clove 
and  thyme  delight  the  taste  of  an  epicure! 

With  these  flavor  tricks  to  add  zest  to  his 
meals— and  a glass  of  beer*  now  and  then,  at 
your  discretion,  your  patient  has  a diet  that’s 
both  good  tasting  and  good  for  him. 

*Sodium;  7 mg./lOO  gm.,  17  mg./8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


If  you'd  like  reprints  of  1 2 different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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EFFECTIVE 
AGAINST  ALL 
COMMONLY 
ENCOUNTERED 
EAR  PATHOGENS 


EXCELLENT 

TOPICAL 

TOLERANCE 


/ OTITIS  EXTERNA 
/ FURUNCULOSIS 

/ OTOMYCOSIS 

\ / OTITIS  MEDIA 

\ / 


and 


Otamylon 

Otamylori  "■  Hydrocortisone 


EAR  DROPS 

Manner  of  Use: 

After  gently  cleansing  and  drying  the 
ear  canal,  Otamylon  (2  or  3 drops  or 
moistened  wick)  is  applied  three  or  four 
times  daily. 


BACTERICIDAL 

FUNGICIDAL 

ANALGESIC 

HYGROSCOPIC 


Supplied: 

Otamylon— bottles  (15  cc.)  with  dropper. 
Otamylon  c Hydrocortisone-15  cc.  com- 
bination package  to  be  mixed  prior  to 
dispensing. 


LABORATORIES 

New  York  18,  N.Y. 


Otamylon  is  a clear,  odorless, 
sterile,  viscid  liquid  containing: 

Sulfamylon®  HCI  5% 

Benzocaine  5% 

Anhydrous  glycol  q.s.  100 

Otamylon  with  Hydrocortisone: 
Same  formula  with  0.02% 
hydrocortisone. 


Otamylon  and  Sulfamylon  (brond  of  mofenide),  Irodemorks  reg.  U.  S.  Pot.  Off. 
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to  prevent  the  sequelae 
of  u.r.i.  ...  and  relieve  the 
symptom  complex 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


Otitis,  tonsillitis,  adenitis,  sinusitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 
infection.^  To  protect  and  relieve  the  “cold"  patient... 
ACHROCIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
salicylamide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemon-lime  flavored),  caffeine-free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

IN.  H.:  Am.  J.  Hygiene  71:122  (Jan.)  1933 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABCUT  ATARAX* 

(brand  of  hydroxyzine) 


IN  GERIATRICS 

“ability  to  decide  correctly 
has  increased,  while  the 
illogical  response  to  anxiety 
has  diminished.”' 


IN  WORKING  ADULTS 
"especially  well  suited  for 
ambulatory  patients  who  must 
work,  drive  a car,  or  operate 
machinery."* 


IN  PEDIATRICS 

"ATARAX  appeared  to  reduce 
anxiety  and  restlessness, 
improve  sleep  patterns  and 
make  the  child  more  amenable 
to  the  development  of  new 
patterns  of  behavior "2 


IN  GENERAL 

ATARAX  is  "effective  in 
controlling  tension  and 

anxiety Its  safety  makes 

it  an  excellent  drug  for 
out-patient  use  in  office 
practice."* 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  ti.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials.. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m6d.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


ATARAX 


New  York  17,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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□ARICOIM*  tablets 

OXYPHENCYCLIMINE  HYDROCHLORIDE 

POTENT  ANTICHOLINERGIC  ACTION 

curbs  secretion  when  excessive 
normalizes  motility  when  overactive 


Activity  appears  to  he  restricted  to  the  desired  site  of  action. 
Predictable  therapeutic  response  in  refractory  cases. 


Potency  and  Prolonged  Duration  of  Action 
10  mg.  b.i.d.  Average  Dose  • Supplied  as; 
10  mg.  white,  scored  tablets 


References:  1.  Finkelstein,  Murray;  Journal  of 
Pharmacology  and  Experimental  Therai)eutics,  in 
))ress.  2.Winkelstein,  Asher : Paper  in  preparation. 
‘■Trademark 


Science  for  the  world's  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 


Plume  86,  February,  1959 


SLE  LABORATORIES,  a Division  of  AMERICAN  CVANAMiD  COMPANY,  Pearl  River,  New  York 


an  added  measure 
of  protection  in  your 
treatment  of 

upper  respiratory  disorders 


TABLETS  (new!)  and  LIQUID 


SULTUSSIN  triple  sulfonamides  add  their  antibacterial 
power  to  your  choice  of  antibiotic  to 

• help  prevent  and  clear  up  secondary  infections 
faster  and  more  effectively 

• avert  the  dangers  of  rheumatic  fever,  nephritis, 
otitis  media  and  other  complications 

iA 

SULTUSSIN  simultaneously  affords  maximum  relief  from 

sneezing,  stuffed  or  runny  nose,  cough,  wheezing,  malaise, 

^ slight  fever,  and  other  distressing  symptoms  of  the  severe 

In  new  common  cold,  coughs,  influenza,  etc. 

'■aspberry 

flavored  antibacterial  chemoprophylaxis  • expectorant 

tablets  and 

pleasant  antiallergic  • bronchodilator  • antispasmodic 

'Vjyr  tasting 

liquid  Each  tablet  Each  teaspoonful 

form,  provides:  (5  cc.)  provides; 

Sulfadiazine 0.083  Gm.  0.166  Gm. 

Supplied:  Sulfamerazine 0.083Gm.  0.166Gm. 

Liquid  in  4 ounce  Sulfamethazine 0.083Gm.  0.166Gm. 

and  pint  bottles.  Pynlamine  Maleate 3.125  mg.  6.25  mg. 

Tablets,  bottles  Phenyltoloxamine 

f *;n  il  inn  Dihydrogen  Citrate  ....  3.125  mg.  6.25  mg. 

OTbUandlUU.  Glyceryl  Guaiacolate 25.0  mg.  50.0  mg. 

Ephedrine  Sulfate 2.5  mg.  5.0  mg. 

THE  TILDEN  company  • new  Lebanon,  n.  y. 

KgiKM  Oldest  Manufacturing  Pharmaceutical  House  in  America  • Founded  1824 
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a new  order  of  magnitude  in  therapeutic  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 


Excellent  and  good-to-excellent  results  are  reportedt  with 
DECADRON  in  nearly  all  of  362  patients  with  various  allergic 
disorders,  including  a number  of  cases  who  had  failed  to 
respond  to  other  corticosteroids.  No  major  reactions  were 
observed  in  these  extensive  clinical  studies  even  after  four 
months  of  continuous  therapy— DECADRON  produced  no 
peptic  ulcer,  no  diabetes,  no  significant  hypertension,  no 
sodium  retention,  no  potassium  depletion,  no  edema,  no 
undesirable  psychic  reactions,  and  no  unusual  or  new  side 
effects.  Less  than  five  per  cent  of  patients  experienced  minor 
reactions,  none  of  which  prevented  continuing  administra- 
tion of  DECADRON. 

Moreover,  several  investigators  report  that  side  effects  in- 
duced by  previous  corticosteroid  therapy  such  as  gastric 


intolerance,  peripheral  edema,  headache,  vertigo,  muscle 
weakness,  ecchymoses,  flushing,  sweating,  moon  facies, 
hypertension,  hirsutism,  and  acne  often  disappeared  during 
therapy  with  DECADRON.  tAnalysis  of  clinical  reports. 

Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  replace  one  4 mg. 
tablet  of  methylprednisolone  or  triamcinolone,  one  5 mg.  tablet  of 
prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or 
one  25  mg.  tablet  of  cortisone. 

Detailed  information  on  dosage  and  precautions  is  available  to  phy- 
sicians on  request. 

Supplied:  As  0.75  and  0.5  mg.  scored,  pentagon-shaped  tablets  in 
bottles  of  100. 

©1958  Merck  & Co.,  Inc.  * DECADRON  is  a trademark  of  Merck  & 
Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  S PON  TIN® 

(Ristocetin,  Abbott) 


In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study^  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections-. And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis^. 


Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— all  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report^  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  suceess- 
fully  treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported®, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a shortspaceof time. Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  r\  0 0 

with  a serious  infection.  UuJutMl 


STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Spontin  In  Treating  Severe  Respiratory  Infections 
—“In  13  of  20  patients  the  results  were  excellent, 
with  clinical  response  being  evident  within  one  to 
four  days  after  institution  of  therapy.  In  three  addi- 
tional patients,  there  was  some  degree  of  improve- 
ment in  pneumonic  processes  superimposed  on 
tuberculosis  in  two  cases  and  on  pulmonary  neo- 
plasm in  one.  In  all  other  cases,  serious  antecedent 
pathology  undoubtedly  influenced  the  negative  or 
equivocal  response  to  ristocetin  therapy.®” 

Spontin  In  Treating  Staphylococcal  Infections— After 
successfully  treating  28  patients,  the  authors  wrote, 
“Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
and  bacteriostatic,  particularly  for  the  Staphylo- 
coccus aureus,  which  is  often  resistant  to  many 
other  antibiotics.®” 

Spontin  In  Treating  Seven  Difficult  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
mitigating  or  preventing  infection  in  seven  selected 
difficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
chemotherapy  with  other  antibiotics.^” 

Spontin  Blood  Levels  In  Children  — “Ristocetin  was 
administered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
serum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.®” 


Spontin  In  Treating  Staphylococcal  Pneumonia 

—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  1 6 patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.®” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  11  adults  and  six  children  who  received 
adequate  therapy.^®” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  al..  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  al.,  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  al..  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  al..  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  al..  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B.,  Ristocetin  in  Children  and  Adults,  In  Press, 
Antibiotics  Annual,  1958-59. 


new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B,,  Bg,  B„. 


\ / strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. ..plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  B,2. 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


I 

LJ 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl.  oz. 
Each  teaspoonful  (5  cc.)  contains; 


1-Lysir.e  HC1 300  mg. 

Vitamin  Bi2  Crystalline 25  mcgm. 

Thiamine  HC1  (Bi) io  mg. 

Pyridoxine  HC1  (Be) 5 mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  Gm. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.  S.  Pat.  Off. 
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A workhorse 
“mycin” 
for 

common 
infections 

respiratory  infections 

With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  hi.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  3©;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


CYCLAMYCIN 

Triocetyloleandomycin.  Wyeth 


Conforms  to  Code  for  Advertising 


i® 

Philadelphia  1,  Pa. 
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XTA  edicine’s  priceless  past  is  but 
prologue  to  its  brilliant  present 
and  future. To  help  provide  a better 
public  understanding  and  aware- 
ness of  Medicine’s  proud  traditions, 
Parke-Davis  will  launch  a unique 
and  informative  new  institutional 
advertising  campaign  this  month. 
GREAT  MOMENTS  IN  MEDICINE 
will  depict  historically  accurate 
scenes  of  advancements  in  Medi- 
cine through  the  centuries.  This 
very  colorful  and  interesting 


Parke-D.avis  campaign  will  appear 
regularly  during  1959  in  life, 
SATLRD.W  EVENING  POST,  TIME, 

reader’s  digest,  and  today’s 
HEALTH.  As  a preview  to  the  med- 
ical profession,  the  first  ad  in  this 
series  is  reprinted  above.  ^Vithin 
a few  tveeks  millions  of  people 
throughout  the  United  States  — 
and  the  world  — will  also  see  it. 


PARKE-DAVIS 


Pioneers  in  better  medicines 
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(PABALATE  WITH  HYDROCORTISONE) 


For  the  patient  who  does  not  require  steroids 


PABALATE® 

Reciprocally  acting  nonster- 
oid antirheumatics  , . . more 
effective  than  salicylate  alone. 
In  each  enteric-coated  tablet: 

Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


or  for  the  patient 
who  should  avoid  sodium 

PA  BA  LATE® -Sodium  Free 

Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE 


PABALATE-HC 


For  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20.  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


CATASTROPHIC  HOSPITAT  AND  NURSE  EXPENSE 

and 

PROEESSIONAL  OVERHEAD 


From  time  to  time  members  have  brought  to  our  attention  the 
existence  of  various  plans  of  personal  insurance  sponsored  by  one  or 
more  Associations.  As  a result  your  Insurance  Committee  has  inves- 
tigated various  contracts  available.  Accordingly,  The  Medical  So- 
ciety of  Virginia  is  pleased  to  announce  its  own  approved  plans  of 
personal  insurance  underwritten  by  the  American  Casualty  Com- 
pany, Reading,  Pennsylvania. 

Beyond  question  our  Program  is  one  of  the  broadest  and  most  com- 
prehensive of  any  sponsored  by  a professional  association.  All 
members  under  age  70  in  active  full  time  practice  and  their  de- 
pendents are  eligible  to  apply. 

Customarily,  a minimum  requirement  of  5 0%  participation  of  the 
eligible  membership  is  necessary  to  waive  underwriting  and  accept 
all  who  apply.  Under  our  Society’s  Program  we  need  only  500  ap- 
plications under  each  plan  to  achieve  this  vital  concession.  Therefore, 
we  urge  that  you  carefully  consider  the  brochures  that  were  mailed 
you  and  return  your  applications  as  early  as  possible  to  the  admin- 
istrator, David  A.  Dyer,  Medical  Arts  Building,  Roanoke. 

Our  Program  is  truly  outstanding,  and  we  anticipate  an  overwhelm- 
ing response.  Please  act  now.  It  is  your  approved  plan. 

Andrew  F.  Giesen,  M.D.,  Chairman 

Insurance  Committee 

The  Medical  Society  of  Virginia 
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Now  -All  cold  symptoms 

can  be  controlled 


Provides  Triaminic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes  — 
without  drawbacks  of  topical  therapy. t 

Provides  well-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expector- 
ant to  thin  inspissated  mucus  and  help  the 
patient  clear  the  respiratory  passages. 


tLhotka,  F.  M.:  Illinois  M.  J.  112:259  (Dcc.l  1957.  Fabricant,  N.  D.:  E.  E.  N.  T. 
Monthly  37:460  (July)  1958.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958. 


Special  “timed  release”  design 


first— the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  relief 


then— the  Inner  core 
releases  Its  Ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


Each  TUSSAGESIC  tablet  provides: 


TRIAMINIC® . 50  mg. 

(phenylpropanolamine  HCl  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 

pyrilamine  maleate  . . . 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  30  mg. 

Terpin  hydrate 180  mg. 


APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer  Dosage:  One  tablet  in  the  morning,  midafter- 
liquid medication:  Tussagesic  suspension  noon  and  in  the  evening,  if  needed. 


Tussagesic* 


timed-release 

tablets 


^Contains  TRIAMINIC  to  b]|||H  running  noses  open  stuffed  noses  orally 

SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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f'rolen  (brand 
brond  of  hydi 


in  Rheumatoid  Arthritis 


*Using  combined  drug  therapy  with 
PLA  ^‘U:NU  or  Aralen®  as  maintenance  therapy. 
With  Plaquenil  or  Aralen  alone  62%  grade  I and  II 
improvement.  (Scherbel,  A.L;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 


of  chloroquine)  and  Plaquenil  lORATORIP 

•oxychloroquine),  trademarks  reg.  U.S.  Pat.  Off.  New  York  18,  N.  Y. 


in  over  three  years  of  elinical  use 
in  over  600  elinieal  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied;  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
W.ALL.\CE  L.\BOR.\TORIES,  New  Brunswick,  N.  J. 
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Established 
Standard  Therapy 
in  Hypertension* 


Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  side  effects. . .the 
smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  significantly  less  toxicity 
than  reserpine . . . and  with  a lower  incidence 
of  depression.  Tolerance  does  not  develop. 

Rauwiloid  is  initial  therapy  for  every 
hypertensive  patient.  ...Dosage  adjust- 
ment is  never  a problem... 

• 

When  more  potent  drugs  are  needed,  prescribe  one 
of  the  convenient  single-tablet  combinations 

Rauwiloid'  + Veriloid^ 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

or 

Rauwiloid*  + Hexamethoniu 

alseroxylon  1 mg.  and  hexamethonlum 

chloride  dIhydrate  250  mg. 


just  two  tablets 

at  bedtime 

After  full  effect 
one  tablet 
suffices 


Many  patients  with  severe  hypertension  can  be  maintained 
on  Rauwiloid  alone  after  desired  blood  pressure  levels  are 
reached  with  combination  medication. 


Northndge,  Co/ifornio 


"Doctor,  I get  so  mad  at  everyone  when  i diet.” 

‘Dexamyl’  Spansule  capsules  provide  single-dose  daylong  appetite  con- 
trol and  an  often  remarkable  mood  improvement.  A feeling  of  serene 
optimism  frequently  replaces  the  tension  and  irritability  so  characteristic 
of  the  dieting  patient. 

When  your  overweight  patient  is  listless  and  lethargic,  ‘Dexedrine’ 
Spansule  capsules  will,  in  addition  to  curbing  appetite,  provide  gentle 
stimulation. 


DEXAMYL* 

('Dexedrine'  plus  amobarbital) 


for  most  overweight  patients 


Tablets  • Elixir  • Spansule*  sustained  release  capsules 
In  listless  and  lethargic  overweight  patients — dexedrine! 


SMITH  KLINE  & FRENCH  LABORATORIES 


*T.M.  Reg.  U.S.  Pat.  Off. 


tX.M.  Reg.  U.S.  Pat.  Off.  for  dexiro-amphetamine  sulfate,  S.K.F. 
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frequently  ha\  e the  power,  when  administered  in  adequate  | *•  v... 
dosage,  to  arrest  and  suspend  myometrial  contractions  inci-  ; ^ 


dent  to  spontaneous  abortion.”*  This  is  the  conclusion  of 
a group  of  .in%’estigators  who  studied  patients  with  threat- 
ened (and  in  some  cases  habitual)  abortion.  The  stud\- 
group  was  compared  with  a control  group  which  was 
treated  with  bed  rest  and  mild  sedation  onlv.  In  this  con- 
trol  group,  the  sab  age  rate  was  15.5  per  cent.  In  the  group 
receiving  xorlutin,  19  of  45  pregnancies  were  continued— 
a salvage  rate  of  42.2  per  cent 


Control  Group 
(Treated  with 
bed  rest  and 
mild  sedation) 


Study  Group 
(Treated  with 
NORLUTIN) 


Adapted  from  Hodgkinson  ct  al* 


Conditions  involving  deficiency  of 
progesterone,  such  as  primaiy  and  secondary  amenonhea,  menstnt^ 
irregtilarity,  functional  uterine  bleeding,  endocrine  infertilit)',  habit- 
ual abortion,  threatened  abortion,  premenstrual  tension,  and  dys- 
incnorrhea^ 

BulE'  mg.  scored  tablets,  bottles  of  30.  /,  i.  • \ 

HodJikiii'iiin,  C.  E;  Igna,  E.  J.,  & Biikeavich,  .A.  E:  Ann.  Xctc  York  £c<xd.  Sc.  71:753  ' 

i'j5it  7."  ' ■ 


Total  number  of  pregnancies 

297 

45 

Number  of  pregnancies  salvaged 

46 

19 

Percentage  of  pregnancies  salvaged 

15.5^^ 

42.2% 

i A 


to  salvagei  . • . ^ 
the  failing  pregnancy 


;.i^;>^(noi:ethincironc,  Parke-Davis) 


'clinioally  effective 


by  mouth 
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NOW  even 

many  cardiac  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

DECADRON— the  new  and  most  potent  of  all  corticosteroids,  eliminated  fluid 
retention  in  all  but  0.3  percent  of  1500  patientst,  and  induced  beneficial  diuresis 
in  nearly  all  cases  of  pre-existing  edema. 

Therapy  with  DECADRON  has  also  been 
distinguished  by  virtual  absence  of  dia- 
betogenic effects  and  hypertension,  by 
fewer  and  milder  Cushingoid  reactions, 
and  by  freedom  from  any  new  or  “pecul- 
iar” side  effects.  Moreover,  DECADRON 
has  helped  restore  a “natural”  sense  of 
well-being. 

tAnalysis  of  clinical  reports. 

I'DECADRON  Is  a trademark  of  Merck  & Co.,  Inc.  ©1958  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1.  PA, 


DEXAMETHASONE 


treats  iMe  patients 
more  effectively 
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SYRUP  OF  CHLORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 

10  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
ch loral-hyd rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  BncI  VAUGHAN,  Inc.  Richmond  36,  VA. 


Story  of 

H ow  Lorillard  research  produced 
a cigarette  with  less  tars  and  nicotine 
than  any  other  leading  filter  brand 


A major  research  foun- 
dation, under  Lorillard 
sponsorship,  determined 
that  the  average  puff  ot 
cigarette  smoke  con- 
tained over  12  billion 
semi-solid  particles.  Fur- 
ther research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to 
1 micron  in  diameter, 
average  0.6  micron. 

Ordinary  filter  fibers  are  so  large  that 
they  create  spaces  through  which  the 
small  semi-sohd  smoke  particle  can  easily 
pass.  However,  in  the  superior  Kent 
filter,  the  fibers  are  mechanically  manip- 
ulated in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 


smoke.  This  is  the 
“micronite”  Filter. 

The  Kent  filter  is  com- 
posed of  pure  cellulose 
acetate,  which  is  common 
to  the  filters  used  in  all 
leading  brands.  However, 
the  physical  construction 
of  the  Kent  filter  is  the 
exclusive  development  of 
Lorillard  research,  and  is 
different  from  and  supe- 
rior to  all  the  rest. 

Thus,  Lorillard  research  created  a filter 
of  ideal  purity,  with  extraordinary  ability 
to  eliminate  smoke  particles. .. and  at  the 
same  time,  a cigarette  of  such  fine  taste 
that  during  the  past  twelve  months  more 
smokers  changed  to  Kent  than  to  any 
other  cigarette  in  America. 


Of  all  leading  filter  cigarettes 

KENT  FILTERS  BEST 

You  get  less  tars  and  nicotine  in  the  smoke  of  Kent 
than  in  any  other  leadirig  filter  cigarette  in  America 

If  you  would  like  for  your  own  use  the  P.  Lorillard  Company,  Research  Department 
booklet.  “The  Story  of  Kent."  write  to:  200  East  42nd  St.,  N.Y.  17,  N.Y. 
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Now  -All  cold  symptoms 

can  be  controlled 


Provides  Triaminic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes  — 
without  drawbacks  of  topical  therapy.' 

Provides  w'ell-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expectoi- 
ant  to  thin  inspissated  mucus  and  help  the 
jjatient  clear  the  respiratory  passages. 


tLhotka,  F.  M.;  Illinois  M.  J.  112:259  (Dec.)  1957.  Fabricant,  N.  D.:  E.  E.  N.  T. 
Monthly  37:460  (July)  1958.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958. 


Special  “timed  release”  design 


then  — the  Inner  core 
releases  Its  Ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


first— the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  relief 


Each  TUSSAGESIC  tablet  provides: 


TRIAMINIC® . 50  mg. 

(phenylpropanolamine  HCl  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 

pyrilamine  maleate  . . . 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  30  mg. 

Terpin  hydrate 180  mg. 


APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer  Dosage:  One  tablet  in  the  morning,  midafter- 
liquid medication:  Tussagesic  suspension  noon  and  in  the  evening,  if  needed. 


Tussagesic* 


timed-release 

tablets 


^Contains  TRIAMINIC  to 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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To  the  relief  of  museuloskeletal  pain, 


“‘^'"MEDAPRIN  * 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
junction  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  jield.^  Instead  of  suffering  recurrent 
discomfort  because  of  tbe  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

• •• 

TRADEMARK  ^paoemARK,  REG.  U.S.  PAT.  OFF.  — - M ETHYLPREON  ISOLONE,  UPJOHM 
tRATIO  OF  DESIRED  EFFECTS  TO  UNOESIREO  EFFECTS  ^ 

The  Upjohn  Company,  Kalamazoo,  Michigan 
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NOW- YOU  CAN  GET  THE 
UNSURPASSED  ADVANTAGES 
OE  ARISTOCORT 
IN  SALICYLATE 
COMBINATION 


Aristogesic  combines  the  anti-inflammatory  effects  of  Aristocort®  Triamcinolone 
with  the  analgesic  action  of  a most  potent  salicylate.  This  means  that  the  dosage 
of  each  is  substantially  lower  than  that  ordinariK’  required  for  each  agent  alone. 
With  Aristogesic  the  physician  has  exceptionally  wide  latitude  in  adjusting  the 
dosage  to  the  lowest  effective  level. 

The  possibility  of  gastric  distress  from  either  salicylamide  or  corticosteroid  is 
minimized  because  of  lower  dosage  required.  This  is  further  reduced  by  the 
buffer  action  of  aluminum  hydroxide.  And  the  ascorbic  acid  helps  meet  the 
increased  need  for  this  \’itamin  in  stress  conditions.  Because  of  the  low'  dosage, 
side  effects  with  Aristogesic  ha\'c  been  rclati\  cly  infrequent  and  minor  in  nature. 
Howe\'er.  more  serious  side  effects  ha\'e  traditionalh'  been  obseiwed  on  all 
corticosteroid  therapy.  Patients  on  long-term  Aristogesic  therapy  should, 
therefore,  be  obseiwed  carefully. 


Steroid— Analgesic  Compound  lederle 


for  relief  of  chronic— hut  less  severe  pain  of  rheumatic  origin 


Indications:  Mild  cases  of 
rheumatoid  artliritis,  tenosynovitis, 
synovitis,  bursitis,  mild  spondylitis, 
myositis,  fibrositis,  neuritis  and 
certain  muscular  strains. 

Dosage:  Average  initial  dosage: 

2 capsules  3 or  4 times  daily. 
Maintenance  dosage  to  be 
adjusted  according  to  response. 

Each  Aristogesic  Capsule  contains: 
ARISTOCORT®  Triamcinoloiie 

. 0.5  mg. 

Salicylamide  ....  325  mg. 
Aluminum  Hydroxide  . . 75  mg. 
Ascorbic  Acid 20  mg. 

Supply:  Bottles  of  100. 

Collagen  tissue  (x250) 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  New  York 


varying 


12  N 


8 AM 


keep  all  patients'^  pain -free  at  all  times 

• with  the  proper  potency  to  match  pain  intensity 
. with  dosage  flexibility  to  match  pain  variations 

Phenaphen’  ei 

or 

f^honsphon  with  Codeine 

•except  those  for  whom  recourse  to  morphine  is  inescapable. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 


Phenaphen  and  Phenaphen  with  Codeine  provide 
a wide  range  of  analgesia,  plus  complete  dosage  flexibility, 
to  match  varying  pain  requirements. 

Yours  to  prescribe: 

The  right  dose  of  the  right  potency  at  the  right  time. 


PheiniapSiemi 

Basic  non-narcotic  formuia 


For  mild  to  moderate  pain 
Each  capsule  contains: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicyiic  acid  {ZVz  gr.) 162.0  mg. 

Phenobarbital  [Va  gr.) 16.2  mg. 

Hyoscyamine  sulfate 0.031  mg. 


^ Phenaphen  No.  2 

Phenaphen  with  Codeine  Phosphate  Vi  gr.  (16.2  mg.) 


P^nnapiliieiTii  INI©.  3 

Phenaphen  with  Codeine  Phosphate  Vz  gr.  (32.4  mg.) 
For  severe  or  stubborn  pain 

PSnetniapheini  No.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

For  stubborn  or  intense  pain— to  obviate  or  post- 
pone use  of  morphine  or  addicting  synthetic  nar- 
cotics 

DOSAGE:  One  or  two  capsules  as  required. 


For  moderate  to  severe  pain 


deiigneSfor^ 


ijbgriotiiCofii 

nrl^b-  i;:  rizb 


!^i|>leandyoywnj|-j^-‘  j .j. 


LJimiImmRi 


Sippiffw 


in  the 
patient: 


95%  effective  in  pubiished  cases'- 


ALL  INFECTIONS 

Respiratory  infections 

Pharyngitis  and/or  tonsiilitis 

Pneumonia 

Infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


Skin  and  soft  tissue  infections 
Infected  wounds,  incisions  and 
lacerations 
Abscesses 
Furunculosis 
Acne,  pustular 
Pyoderma 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 


Genitourinary  infections 
Acute  pyelitis  and  cystitis 
Urethritis  with  gonorrhea  or  cystitis 
Pyelonephritis 
Salpingitis 

Pelvic  inflammation  with  endometriosis 


Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 


558 

258 

65 

90 

44 

31 

28 


230 

41 

51 

58 

43 

19 

18 


191 

33 

43 

51 

28 

19 

17 


Conditions  treated 


No.  of 
Patients 


Cured 


Improved- 


Failure 


iboratory: 


er  90%  effective 
ainst  resistant  staph 

APARATIVE  TESTS  BY  THREE  METHODS 
>C,  TUBE  DILUTION,  CYLINDER  PLATE) 
130  STAPHYLOCOCCI’ 


I 21.2% 


42.4% 


90.0% 

■ 97.7% 
^ 93.4% 
100.0% 


1 18.2% 


I 42.4% 


I 88.6% 

■I  97.7% 
□ 90.4% 

1 100.0% 


22.7% 


39.4% 


1 87.1% 

H 95.5% 
i 93.4% 

1 100.0% 


Antibiotic  A 2-10  units  ■ Tao  2-15  meg. 

Antibiotic  B 5-30  meg.  Q Antibiotic  D 2-15  meg. 

Antibiotic  C 5-30  meg.  B Antibiotic  E 5-30  meg. 

centage  of  organisms  inhibited  by  the  range  of 
icentrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed -stable  in  gastric  acid,^  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable -“practically  tasteless”^  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules- 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension— 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.;  J.  Pedlat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  0.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  al.;  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Otansky,  S.,  and  McCormick,  G.  E., 
Jr.!  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  al.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y„ 
Medical  Encyclopedia,  inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wen.nersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  <Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, . 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant.  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children -flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers- 5 drops  {approx. 
25  mg.)  and  10  drops  (approx.  50  mg.). 

10  cc.  bottle. 

TaO-AC  (Tao  analgesic,  antihistamlnlc  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

TAOMID*  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action -in  clinical  emergencies. 

Supplied:  In  10  cc.  vials. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 


“It  is  concluded  that 

the  addition  of 
buffering  agents  to 

acetylsalicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useM  purposer* 


'Sadove,  Max  S.  and  Schwartz,  Lester:  An  Evalua- 
tion of  Buffered  Versus  Nonbuffered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 
Nonbuffered  Material  Used— Bayer  s)  Aspirin. 
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CLINICALLY  PREPROVED 


newest  steroid 


maximum 

steroid  effectiveness  in  more  patients 

^ highest 

j anti-inflammatory  activity  per  milligram 

lowest 

! 

I dosage  of  currently  used  steroids 

unexcelled 

freedom  from  significant  diabetogenic  effects 

widest 

■ range  of  steroid  usefulness 


today’s  steroid...  DERONIL 

dexamethasone 

in  rheumatoid  orr/jmw— “highly  effective ...  in  remarkably  small  daily 
milligram  doses.”* 

The  initial  anti-inffammatory  effect  of  Deronil,  the  most  active  anti- 
rheumatic steroid  on  a weight  basis  synthesized  to  date,*'^  is  observed 
in  most  patients  within  24  to  48  hours.  Joint  pain  is  relieved,  swelling 
and  stiffness  diminish,  and  range  of  motion  increases.  The  patient 
usually  feels  a sense  of  well-being  and  the  appetite  improves.  The 
intensified  anti-inffammatory  activity  helps  assure  successful  initial 
therapy  in  rheumatoid  arthritic  cases  and  frequently  restores  relief  to 
patients  who  have  shown  a diminution  in  response  to  previous  steroids. 


TYPICAL  RESULTS  WITH  DEXAMETHASONE  THERAPY  IN  ARTHRITIS 


Investigator 
or  Study 

No.  of 
patients 

Improvement 

Very  marked 
or  marked 

Moderate 

Slight  or 
inadequate 

Boland,  E.  W., 

and  Headley,  N.  E.’ 

11 

4 

5 

2 

Bunim,  J.  J., 

and  others^ 

18 

5 

7 

6 

Series  A* 

15 

4 

9 

2 

Series  B* 

6 

6 

- 

- 

Series  C® 

3 

3 

- 

- 

DERONIL  IN  BRONCHIAL  ASTHMA  AND  SEVERE  RESPIRATORY  ALLERGIES 


Investigator 
or  Study 

No.  of 
patients 

Results 

Excellent 

Fair  to  good 

Poor 

Series  D* 

24 

10 

9 

5 

Series  E® 

12 

8 

3 

1 

Series  F* 

20 

13 

4 

3 

clinically  preproved  in  steroid-responsive  diseases 

IMPROVEMENT  WITH  DERONIL  IN  A WIDE  VARIETY  OF 
ALLERGIC  AND  INFLAMMATORY  SKIN  DISEASES^ 


Disease 

No.  of  patients 

Improved 

Same 

Worse 

Seborrheic  psoriasis 

1 

1 

Neurodermalitis 

5 

5 

Allergic  dermatitis 

5 

5 

Psoriasis 

5 

2 

1 

2 

Lupus  erythematosus, 
chronic  discoid 

1 

1 

Atopic  dermatitis 

3 

3 

Acne  rosacea 

1 

1 

Nummular  eczema 

2 

2 

“id”  reactions 

2 

2 

Contact  dermatitis 

2 

2 

Pityriasis  rosea,  severe 

1 

1 

Urticaria,  chronic 

1 

1 

Totals 

29 

24 

3 

2 

THERAPY  WITH  DERONIL  IN  A VARIETY  OF 
INFLAMMATORY  EYE  DISEASES^ 


Patient,  age 
and  sex 

Diagnosis 

Symptoms 

Results  with  DERONIL 

Side 

effects 

A.B.,46,  M. 

Postoperative 

uveitis 

Improved;  treatment 
being  continued 

None 

reported* 

A.E.,  53,  M. 

Choroiditis 

Severe  choroidal 
involvement 

Excellent; 

marked  improvement 

None* 

B.F.,  60,  F. 

Acute 

choroiditis 

Marked  visual  loss  and 
choroidal  effect 

Marked  improvement; 
therapy  being  continued 

None* 

B.K.,  29,  F. 

Chronic 

uveitis 

Generalized 

involvement 

No  change  despite 
dosage  increase 

None* 

H.K.,  28,  M. 

Acute 

iritis 

Blurred  vision 

Excellent;  recovered 

None* 

A.P.,  52,  M. 

Uveitis  and 
perivasculitis 

Vision  loss  to  20/80 

Marked  improvement;  vision 
20/30;  treatment  continued 

None* 

A.S.,  34,  M. 

Uveitis 

Excellent;  patient  recovered 

None* 

*Short-term  therapy 
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An  unparalleled  record 
of  safety  and  efficacy. 

DIURIL  has  proved  to  be 
highly  effective  in  overcoming 
edema  associated  with 
a wide  variety  of  fluid  retention 
states  including: 
hypothyroidism,  menopausal 
syndrome,  allergy, 
peripheral  phlebitis,  arthritis, 
migraine  headache, 
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due  to  malignant  tumor, 
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Landes  and  Peters^ 
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results  in  nine  obese 
patients  in  whom  overweight 
was  associated  with 
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severe  fluid  retention. 
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THE  HOUSE-CALL  ANTIBIOTIC 
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in  the  treatment  of  various  infections,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,_Oct.  1958,  to  be  published. 
86.  Rentchnick,  P.:  A combination  of  broad-spectrum  antibiotics,  Medecine  et  Hygiene.  379:562  (Nov.  30)  1957.  S*.  Revelh,  E.,  and  Duran^do, 
C • Treatment  of  the  nonspecific  inflammatory  component  of  tuberculosis  of  the  female  genital  organs,  Minerva  med.  45:_658  (Aug.  25)  I^J. 
88.  Rivera,  J.  A.;  Brame,  R.  E.,  and  Osborne,  D.:  Sensitivity  of  Micrococcus  pyogenes  from  burned  patients  to  the  action  of  oleandomycin.  The 
emergence  of  resistance  to  this  antibiotic,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  W^ashington,  D.  C.,  Oct.  1958,  to  be  published. 
89  Rondanelli  E G.:  The  therapeutic  problem  of  orchitis  by  parotitic  virus.  Institute  of  General  Clinical  Medicine  and  Medical  Therapy  of  the 
University  of  Pavia,  Bulletin  med.  & surg.  soc.,  Pavia,  77:1,  1957.  90.  Saavedra  Amaro,  S.,  and  Lopez  Zepeda,  L.:  Comprobacion  clinica  de  la 
Signemycin  en  el  tratamiento  de  infecciones  diversas,  to  be  published  in  Medicina,  Mex.  91.  Sanchez  Creus,  P Los  antibioticos  de  indicaciones 
limitadas  Rev  din  espan  69:378  (June  30)  1958.  92.  Sangiuolo,  F.;  Therapeutic  action  of  the  tetracycline-oleandomycin  (Signemycin)  associa* 
tion  Minerva *mcd.'  45:2679  (Aug.  25)  1957.  9,'t.  Santas,  A.  A.;  Ganora,  H.  M..  and  Brea.  C.  M.:  Antibiotic  prophylaxis  in  thoracic  surgery, 
paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  1958,  to  be  published.  9i.  Schenone,  H.:  Cienitounnary  infectK^s 
treated  with  the  antibiotic  combination  tetracycline  and  oleandomycin,  paper  read  at  Sixth  Annual  Symposium  on  Antibiotics,  Washingtori,  D.  C., 
Oct  1958  to  be  published.  95.  Shubin.  H.:  Clinical  evaluation  of  combined  chemotherapy,  oleandomycin  and  tetracycline.  Antibiotic  M. 
(March)  *1957.  96.  Signer,  A.,  and  Vinci.  G.  G.:  Signemycin  in  the  healing  of  wounds,  Arch.  Societa  Med-Chirurg.  Messina,  Vol.  II,  1957. 
97.  Smazal,  S.  F.,  and  Crowley,  P.  J.:  Routine  use  of  the  antibiotics  tetracycline  and  oleandomycin  in  combination  for  the  treatment  of  infections 
represented  in  an  unselected  series  of  general  office  patients,  to  be  published.  98.  Steinman,  E.:  Trial  of  an  antibiotic  combination  as  a routine 
agent  for  treatment  of  infections  In  office  practice,  to  be  published.  99.  Stritzler,  C.,  and  Frank,  L.:  Significance  of  the  response  of  acne  vulgaris  to 
antibiotics  Antibiotic  M 5*109  (Feb.)  1958.  100.  Talbot,  J.  R.:  Experience  with  an  antibiotic  combination  (tetracycline-oleandomycin)  used  routinely 
for  an(i-in’fective  therapy  in  an  office  practice,  Wisconsin  M.  J.  57:237-238  (June)  1958.  loi.  Tato,  J.  M.;  Galli,  L.  A.;  Rechniewski,  C.;  Arauz, 
S * Games  J * Bello  J * de  Sebastian,  (3.,  and  Bergaglio,  O.r  Treatment  of  chronic  sinusitis  with  a combination  of  oleandomycin  and  tetracycline, 
Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  675.  102.  Willcox,  R.  R.:  Tetracycline  and  oleandomyan  m com- 
bination in  nongonococcal  urethritis,  Antibiotics  Annual  1957-58,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  672.  103.  Willcox,  R.  R. . Tl^ 
treatment  of  nongonococcal  urethritis  with  tetracycline  and  oleandomycin  in  combination  (Signemycin).  Medical  Press  (London)  (Dec.  11)  195/. 
lot.  Willemot,  J.  P.,  et  al.:  Signemycin  In  the  treatment  of  pulmonary  infections.  Bruxelles  med.  35:1026  (June  22)  1958.  103..Wmton,  S.  S.,  and 
Chesrow  E J * A clinical  study  of  combined  chemotherapy.  Antibiotics  Annual  1956-57,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  55. 
106.  Wittmoser.  R.:  Hospitalismus,  Chirurgische  Praxis,  3:281  (Sept.)  1957.  107.  Zaldivar,  C.  G.,  and  Falcone,  F.:  Preliminary  results  Jn  osteo- 
myelitis with  tetracycline  and  the  phosphate  of  oleandomycin  (Signemycin),  Rev.  Hosp.  nino  75:151  (June)  1957.  108.  Zaldivar,  C.  G.:  Complicatea 
forms  of  chronic  osteomyelitis,  Rev.  Hosp.  nino  72:315  (Dec.)  1957. 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N,  Y« 


CATASTROPHIC  HOSPITAL  AND  NURSE  EXPENSE 

and 

PROFESSIONAL  OVERHEAD 


From  time  to  time  members  have  brought  to  our  attention  the 
existence  of  various  plans  of  personal  insurance  sponsored  by  one  or 
more  Associations.  As  a result  your  Insurance  Committee  has  inves- 
tigated various  contracts  available.  Accordingly,  The  Medical  So- 
ciety of  Virginia  is  pleased  to  announce  its  own  approved  plans  of 
personal  insurance  underwritten  by  the  American  Casualty  Com- 
pany, Reading,  Pennsylvania. 

Beyond  question  our  Program  is  one  of  the  broadest  and  most  com- 
prehensive of  any  sponsored  by  a professional  association.  All 
members  under  age  70  in  active  full  time  practice  and  their  de- 
pendents are  eligible  to  apply. 

Customarily,  a minimum  requirement  of  50%  participation  of  the 
eligible  membership  is  necessary  to  waive  underwriting  and  accept 
all  who  apply.  Under  our  Society’s  Program  we  need  only  500  ap- 
plications under  each  plan  to  achieve  this  vital  concession.  Therefore, 
we  urge  that  you  carefully  consider  the  brochures  that  were  mailed 
you  and  return  your  applications  as  early  as  possible  to  the  admin- 
istrator, David  A.  Dyer,  Medical  Arts  Building,  Roanoke. 

Our  Program  is  truly  outstanding,  and  we  anticipate  an  overwhelm- 
ing response.  Please  act  now.  It  is  your  approved  plan. 

Andrew  F.  Giesen,  M.D.,  Chairman 

Insurance  Committee 

The  Medical  Society  of  Virginia 
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If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAE 


Vitamin • Mineral  Supplement  Lederle 


capsules-14  vitamins  and  ii  minerals 

For  Complete  Formula  see  PDR  (Physicians'  Desk  Reference),  page  689 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


more  than  tetracycline  alone 


tained  easily  at  the  antibacterial  attack 


level  until  the  infection  is  conquered. 


-V  CONTAINS 
TETRACYCLINE  PHOSPHATE 
COMPLEX  FOR  A DIRECT 
ATTACK  ON 
THE  PRIMARY 
INFECTION 

Mysteclin-V  strikes 
directly  at  all  tet- 
racycline sensitive  organisms  — most 
pathogenic  bacteria,  certain  large  virus- 
es, Endamoeba  histolytica.  It  provides 
all  benefits  of  tetracycline  in  the  effec- 
tive phosphate  complex  form.l  Patient 
response  is  rapid  because  initial  high 
peak  blood  serum  levels  may  be  main- 


MYSTECLIN-V 
CONTAINS 
MYCOSTATIN 
FOR  A SPECIFIC  DEFENSE 
AGAINSTSECONDARYMON- 
ILIAL  SUPERINFECTION 

Mysteclin-V  protects  patients  against 
antibiotic  induced  intestinal  moniliasis 
and  its  complications, 
including  vaginal  and 
anogenital  moniliasis. 
This  protection  is  pro- 
vided by  Mycostatin, 
the  antifungal  antibi- 
otic, with  specific  ac- 
tion against  Candida 
(Monilia)  albicans-t 


BOTH  ARE  OFTEN  NEEDED  WHEN 
BACTERIAL  INFECTION  OCCURS 


SQUIBB  TETRACrCLINE  PHOSPHATE  COMPLEX  (sUHTCIN)  AND  NYSTATIN  (HrCOSTATIN) 


Capsules  (250  mg./250,0(X)  u),  bottles  of  16  and  100. 

Half-strength  Capsules  (125  mg./  125,(XX)  u),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125, OCX)  u per  5 cc.),  2 oz.  bottles. 

Pediatric  Drops  (100  mg./ 100,000  u per  ccO.  10  cc.  dropper  bottles. 


Squibb 


Squibb  Quality-the  Pnceless  Ingredient 


References:  l-  Crunk,  G.  a.  ; Naumann,  D.  and  Casson,  K.  : Antibiotics 
Annual  1957-19S8.  New  York,  Medical  Encyclopedia  Inc.  1958,  p.  397  • 

2.  Newcomer.  V.  0.;  Wnght,  E.  T.,  and  Sternberg.  T.  H. . Antibiotics  Annual 
1954-1955.  New  York.  Medical  Encyclopedia  Inc..  1955.  P-  686. 
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treats  more  patients  more  effectively  / 

a new  order  of  magnitude  in  corticosteroid  effectivenes:;/ 

a new  order  of  magnitude  in  margin  of  safety  / 

/ 

Striking  clinical  results  with  DECADRON  are  reported t in  92  percent  of  3J9  patie/nts 


/ 


in  less  than  eight  percent  of  patients. 

Moreover,  in  many  cases  reactions  induced  by  previous,  steroid  therapy,  siuch  as  edema,  \ 
Cushingoid  appearance,  headache,  vertigo,  muscular  weakness,  depression,  hirsutism,  ^ 
and  glycosuria,  disappeared  during  therapy  with  DECADRON.  tAnaiysis  6f  ciinicM  reports. 

Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  usually  replace  one  4 mg.  tablet  of  methylprednlsolone  or  t(;iamcine>lone, 
one  5 mg.  tablet  of  prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or  one  25  mg.  tablet  of  cortisone.v 
Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100  and  1000. 

®1958  Merck  & Co.,  Inc.  °DECADRON  is  a trademark  of  Merck  & Co.,  tnc.  , ' 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA, 


Witli  your  HELP,  DOCTOR, 

private  enterprise  can  meet  tiie 
health  care  insurance  needs  of 

our  SENIOR  CITIZENS... 


We’re  trying  to  give  our  senior  citizens  (65 
and  over)  a break.  While  their  ability  to 
pay  may  be  Limited  and  their  insurabihty 
doubtful,  their  need  for  health  care  insur- 
ance is  great.  Don’t  you  agree? 

Who  is  to  furnish  such  insurance?  . . . The 
Social  (ist)  Security  Schemers  (as  a big 
step  toward  Compulsory  Health  Insur- 
ance with  Sociahzed  Medicine  as  the  other 
side  of  their  coin)  are  asking  for  the  chance. 
They  claim  private  enterprise  can’t  get 
the  job  done. 

We  are  now  offering  apphcants,  65  and 
older,  a 125-day  hospitalization  policy  (we 


don’t  think  a short-stay  coverage  meets 
the  older  folks’  needs),  with  a modest  $200 
maximum  surgical  fee  schedule,  at  a price 
that  should  fit  their  budgets  . . . $10.55 
monthly  for  an  aged  couple  . . . $6.70  for 
an  individual. 

We  will  be  liberal  in  accepting  risks,  realiz- 
ing most  older  apphcants  have  acquired 
chronic  impairments,  but  if  we  let  down  the 
bars  to  insure  the  pending  claims,  or  the 
conditions  almost  certain  to  require  hospi- 
talization in  new  risks  that  have  not  been 
paying  premiums  right  along,  our  hopes  to 
do  the  job  are  doomed  to  failure. 


Here’s  liow  we  need  your  help 


We’ll  ask,  and  we’U  get,  information  about 
pre-existing  ihness  and  impairments,  from 
each  apphcant.  We’U  get  the  name  of  his 
family  doctor  and  a written  authorization 
for  that  doctor  to  furnish  us  information 
£is  requested. 

We’ll  consult  you — by  phone,  where  pos- 
sible, so  as  to  save  you  trouble — to  get 
your  advice  as  to  whether,  in  your  opinion, 
we  can  ignore  the  impairment  as  not  par- 
ticularly apt  to  require  hospitahzation. 
You  may  teU  us,  for  example,  “Sure,  it’s 
there,  but  if  anything  could  have  been  done 
about  it  in  a hospital,  it  would  have  been 
done.  Ignore  it;  give  them  insurance.” 

Or  you  may  say,  “It  wouldn’t  be  fair  to  ask 
you  to  insure  that  condition.  It  is  probably 
a pending  claim.  My  medication  and  treat- 
ment isn’t  taking  hold  and  I’m  about  ready 
to  get  them  admitted  for  some  studies.  We 
may  have  to  operate.  Just  don’t  teU  them 
I said  so.” 

Of  course,  your  comments  will  be  held  in 
confidence  by  our  underwriters  and  medi- 
cal department.  We  won’t  let  anyone  drop 
other  insurance  either. 


Will  you  recommend  bad  risks  to  help  them 
get  insured? 

If  you  do  . . . we  are  at  your  mercy  . . . our 
plan  would  fail. 

With  your  cooperation,  however,  we  think 
most  of  our  senior  citizens  can  be  insured, 
successfully.  Please  help  us  try.  Thanks 
for  reading  this. 

AMERICAN  HEALTH  INSURANCE  CORP. 
300  St.  Paul  Place,  Baltimore  2,  Md. 
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Fiber  of  skeletal  muscle  relaxed  (photomicrographs) 


Fiber  of  skeletal  muscle  in  spasm 


4‘  . 


J,r 


ik. 


Methocarbamol  Robins 


U.S.  Pat.  No.  2770649 


Summary  of  six  published  clinical  studies; 

ROBAXiN  BENEFICIAL  IN  92.4%  OF 
SKELETAL  MUSCLE  SPASM  CASES 


NO. 

PATIENTS 

RESPONSE 

Carpenter* 

33 

"marked” 

26 

moderate 

6 

slight 

1 

none 

Forsyth* 

58 

"pronounced” 

37 

20 

1 

Lewis* 

38 

"good” 

25 

6 

— 

7 

O’Doherty  & 
Shields” 

17 

"excellent” 

14 

2 

1 

0 

Park* 

30 

“significant” 

27 

— 

2 

1 

Plumb® 

60 

"gratifying” 

55 

— 

— 

5 

TOTALS 

236 

184 

34 

4 

14 

(78.0%) 

(14.4%) 

• Highly  potent— and  long  acting.’'^'® 

• Relatively  free  of  adverse 
side  effects.’  ‘ 

• In  ordinary  dosage,  does  not  reduce 
muscle  strength  or  reflex  activity.’ 

REFERENCES:  1.  Carpenter, E.  B.:  Southern  M.J.  51:627, 
1958.  2.  Forsyth,  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Lewis, 
W.  B.:  California  Med.  90:26,  1959.  4.  O’Doherty,  D.  S., 
and  Shields,  C.  D. : J.A.M.A.  167 : 160, 1958.  5,  Park,  H.  W. : 
J.A.M.A.  167:168,  1958.  6.  Plumb,  C.  S. : Journal-Lancet 
78:531, 1958. 

A.  H,  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

ethical  Pharmacevficals  of  Merit  since  1878 


B.  I.  D. 


\ 


ULCER  CONTROL 


\ 


all  day 


X 


NEW 


* 


DARICON 


patient  comfort 


Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 

In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 


Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 


EVEN  REFRACTORY  CASES  RESPOND 


•Trademark 

Science  for  the  world’s  well-being 
PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  cfi  Co.,  Inc. 

Brooklyn  6,  N.  Y. 
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Of  course,  women  like  “Premarin’* 


rpHERAPY  for  the  menopause  syn- 
drome  should  relieve  not  only  the 
psychic  instability  attendant  the  con- 
dition, but  the  vasomotor  instability 
of  estrogen  decline  as  well.  Though 
they  would  have  a hard  time  explain- 
ing it  in  such  medical  terms,  this  is 
the  reason  women  like  “Premarin.” 

The  patient  isn’t  alone  in  her  de- 


votion to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  all  like 
what  it  does  for  the  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


whole  menopause,  (and  how  else  is 
it  to  be  treated?),  let  your  choice  be 
“Premarin,”  a complete  natural  es- 
trogen complex. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyl  testosterone. 
Ayerst  Laboratories  • New  York  35 

16,  N.  Y.  • Montreal,  Canada  “ 


A few  suggestions  on  how  to  give  your  patient  a diet  he  can  ‘‘stick  to’’ — 

The  Low 
Calorie  Diet 


—and  a glass 
of  beer,  at 
your  discretion, 
for  a 
morale-booster 


A diet  that  calls  for  lamb  chops  when  they 
aren’t  on  the  restaurant  menu  is  an  invitation 
to  “slip  off.”  But  a diet  outline  that  lets 
your  patient  fill  in  the  details  provides  incen- 
tive to  stick  to  his  diet. 

He  must  remember  that  a candy  bar  equals 
a hamburger  in  calories  only.  An  alternative 
must  be  eqmvalent  in  nutrition,  too. 


Fresh  fruits  or  vegetables  such  as  celery 
and  radishes  make  good  low-calorie  nibbles. 
Spices  and  herbs,  lemon  and  vinegar  add 
zest  with  few  or  no  calories. 

Have  yovu  patient  keep  a calorie  count. 
Then  with  a glass  of  beer  * to  brighten  meals,  he 
is  more  likely  to  follow  a balanced  diet  later. 

*104  Calories/8  02.  gloss  (Average  of  Americon  Beers) 


United  States  Brewers  Foundation 

Beer  — America’s  Beverage  of  Moderation 


If  you'd  like  reprints  of  1 2 special  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCIN 

Triacetyloleondomycin,  Wyeth 


Volume  86,  March,  1959 
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Your  trust  in  our  integrity  built  this  service  record 


PEOPLES  DRUG  STORES  Filled 

3,401,694 


PRESCRIPTIONS 


During  1958 


CONFIDENCE 
TRUST  • INTEGRITY 

Always  . . . the  extra 
ingredient  in  every 
Peoples  Prescription 


OS) 


Kacli  of  the  171  Modorii,  Completely  Eipiipped 
Peoples  PreseiiptioTi  Departments  is  maimed  with 
Hejristered  Pharmacists  and  fully  stocked  with  the 
freshest  and  finest  drugs  available  from  the  nation’s 
most  respected  Pharmaceutical  Laboratories. 


PEOPLES  Certified 
PRESCRIPTIONS 

AT  ALL  PEOPLES  DRUG  STORES 


EACH  YEAR,  MORE  and 
MORE  PEOPLE  BRING 
THEIR  PRESCRIPTIONS 
TO  “PEOPLES” 
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an  added  measure 
of  protection  in  your 
treatment  of 

upper  respiratory  disorders 


TABLETS  (new!)  and  LIQUID 


4 


In  new 

raspberry 

flavored 

tablets  and 

pleasant 

tasting 

liquid 

form. 


SULTUSSIN  triple  sulfonamides  add  their  antibacterial 
power  to  your  choice  of  antibiotic  to ... . 

• help  prevent  and  clear  up  secondary  infections 
faster  and  more  effectively 

• avert  the  dangers  of  rheumatic  fever,  nephritis, 
otitis  media  and  other  complications 

SULTUSSIN  simultaneously  affords  maximum  relief  from 
sneezing,  stuffed  or  runny  nose,  cough,  wheezing,  malaise, 
slight  fever,  and  other  distressing  symptoms  of  the  severe 
common  cold,  coughs,  influenza,  etc. 

antibacterial  chemoprophylaxis  • expectorant 

d 

antiallergic  • bronchodilator  • antispasmodic 


Supplied: 

Liquid  in  4 ounce 
and  pint  bottles. 
Tablets,  bottles 
of  50  and  100. 


Each  tablet 
provides: 

Sulfadiazine 0.083  Gm. 

Sulfamerazine 0.083  Gm. 

Sulfamethazine 0.083Gm. 

Pyrilamine  Maleate 3.125  mg. 

Phenyltoloxamine 

Dihydrogen  Citrate  ....  3.125  mg. 

Glyceryl  Guaiacolate 25.0  mg. 

Ephedrine  Sulfate 2.5  mg. 


Each  teaspoonful 
(5  cc.)  provides: 
0.166Gm. 
0.166Gm. 
0.166Gm. 
6.25  mg. 


THE  TiLDEN  COMPANY  • NEW  LEBANON,  N.  Y. 

Oldest -Manufacturing  Pharmaceutical  House  in  America  • Founded  1824 
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IN  OFFICE  SURGERYp 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first. . . 
as  a local  anesthetic 
or  a topical  anesthetic 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 : 100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE'  HCl  SOLUTION 

(brond  of  lidocoine*) 

Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass..  U.S.A. 


Virgin!.^  Medical  Monthly 


enables  your  patient  to  escape 
peptic  ulcer  symptoms 

PRANTAL 


Relief  from  gastric  hypermotility  and  hypersecretion  by 
Prantal  aids  physiological  healing  of  the  ulcer.  With  his 
freedom  from  pain  and  other  distressing  ulcer  symptoms, 
your  patient  feels  secure  in  his  personal  relationships,  rela- 
tively certain  of  freedom  from  exacerbations. 

Rx  the  form  that’s  best  for  him 

for  adjusting  </o5age— Prantal  Tablets,  100  mg. 
for  prolonged  reh'e/— Prantal  Repet abs,  100  mg. 
with  sedation— VKASilPi.'L  with  Phenobarbital  Tablets, 
100  mg.  with  16  mg.  phenobarbital. 

Prantal®  Methylsulfate,  brand  of  dipbemanil  methylaulfate. 

Repetabs,®  Repeat  Action  Tablets. 


ILOSONE”  assures  a decisive  response 

in  common  bacterial  infections 


Parenteral  potency  — The  graph 
above  shows  that  Ilosone  provides  anti- 
bacterial serum  levels  comparable  to 
those  obtained  with  intramuscular  anti- 
biotic administration. 

Parenteral  certainty — In  more  than 
a thousand  determinations,  in  hundreds 
of  patients  studied,  Ilosone  has  never 
failed  to  provide  significant  antibac- 
terial levels  in  the  serum. 

The  usual  dosage  for  adults  and  chil- 

Ilosone^"  (propionyl  erythromycin  ester.  Lilly) 


dren  over  fifty  pounds  is  250  mg.  every 
six  hours,  but  doses  of  500  mg.  or  more 
may  be  administered  safely  every  six 
hours  in  more  severe  infections.  For 
optimum  effect,  administer  on  an  empty 
stomach.  Supphed  in  Pulvules  of  250 
mg.  (For  children  under  fifty  pounds, 
a 125-mg.  Pulvule  is  also  available.) 

1.  Antibiotic  Med.  & Clin.  Therapy,  5:609,  1958. 

2.  Data  from  Antibiotics  Annual,  p.  269.  1954* 
1955. 
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Guest  Editorial . . . . 


Problems  of  the  Aged  and  Aging 

Q HORTLY  after  the  last  annual  meeting  of  The  Medical  Society  of  Virginia,  Dr. 
^ Adams,  the  President,  appointed  a committee  to  study  the  problems  of  the  Aged  and 
Aging,  and  report  ways  and  means  by  which  the  medical  profession  in  Virginia  could 
help  alleviate  these  problems. 

By  the  time  this  item  reaches  you,  the  President  of  each  constituent  medical  society 
will  have  been  asked  to  appoint  a local  committee  to  help  the  state  committee  carry 
out  its  work. 

The  problems  that  these  senior  citizens  have  are  many.  Not  all  of  them  are  medical 
by  any  means.  Yet  their  health  is  so  often  markedly  influential  in  determining  their 
abilities  to  produce  and  provide  for  themselves,  and  in  deciding  so  many  factors  of 
importance  to  their  well  being,  that  it  is  quite  essential  they  be  assured  of  as  good 
health  as  is  possible. 

You  are  probably  aware  that  this  issue  has  become  one  of  political  importance. 
But  the  most  serious  and  overriding  fact  to  us  is  whether  the  medical  problems  inherent 
in  the  situation  can  be  worked  out  in  a sufficient  time  and  solution  to  allow  the 
medical  profession  to  control  the  medical  care  of  these  people.  The  Federal  Govern- 
ment is  pushing  hard,  with  union  and  liberal  element  backing,  to  give  “free”  medical 
care  via  the  Forand  bill  which  is  coming  up  again.  This  bill  would  provide  “free” 
hospitalization  and  care  up  to  60  days  a year  for  everyone  who  is  eligible  for  social 
security.  I feel  certain  that  you  would  not  set  the  fee  you  would  collect  in  these  cases. 
And  if  you  haven’t  thought  of  this,  it  is  interesting  to  note  that  practically  all  branches 
of  medicine  e.xcept  pediatrics  would  be  called  on  to  provide  this  care. 

Some  of  our  oldsters  can  provide  for  their  own  medical  care,  but  don’t  know  where 
to  turn.  Others  can  only  provide  these  expenses  at  a cost  of  reduced  food,  housing 
and  other  necessities.  Many  of  these  people  can  be  put  back  to  gainful  employment 
with  a minimum  of  medical  care.  Many  of  them  would  be  better  off  at  work.  Pro- 
viding ways  to  determine  their  illnesses  and  correct  them  so  that  they  may  once  again 
become  useful  citizens  should  be  Medicine’s  number  one  target. 

Adequate  facilities  to  determine  diagnoses  and  provide  treatment  for  these  people 
should  he  undertaken  by  local  medical  societies,  working  with  local  health  depart- 
ments, hospitals,  welfare  agencies  and  governing  boards.  Where  available,  local  gen- 
eral medical  clinics  and  special  clinics  may  do  much  to  screen  and  treat  all  candidates 
for  nursing  homes,  potential  employables  and  welfare  cases. 

It  is  the  belief  of  this  Committee  that  a goodly  number  of  these  people,  if  properly 
screened,  diagnosed  and  treated,  may  be  returned  to  usefulness,  removed  from  the  tax 
rolls  and  hospital  beds,  and  given  a new  lease  on  life.  It  is  also  our  belief  that  for 
most  effective  fulfillment  such  a program  must  be  sponsored,  produced  and  managed 
by  physicians  of  each  locality. 

Harry  C.  Bates,  Jr.,  M.D.,  Chairman 
Committee  on  Problems  of  Aging 


Skin  Grafting  in  Severe  Burns 


UNTIL  APPOXIMATELV  15  years  ago,  pa- 
tients receiving  severe  burns  commonly  expired 
within  the  first  24  to  48  hours  in  shock.  The  work 
of  Harkins,^  Cojje  and  Moore,-  Evans,  Purnell, 
Robinett,  Batchelor  and  Martin^  placed  the  early 
fluid  and  electrolyte  management  of  the  severely 
burned  patient  on  firm  ground,  resulting  in  the 
present  day  use  of  formulae  to  approximate  the 
fluid  requirements  for  the  individual  patient.  As  a 
result  of  the  efforts  of  these  and  other  individuals, 
the  early  management  of  the  severely  burned  patient 
is  now  much  more  successful,  by  virtue  of  a better 
understanding  of  what  constitutes  proper  fluid,  col- 
loid, and  electrolyte  therapy. 

The  problem  of  the  successful  management  of  the 
burn  wound  is  more  difficult,  and  particularly  so  if 
extensive  areas  of  third  degree  burn  are  present. 
Many  patients,  who  in  previous  years  would  have 
died  during  the  first  day,  are  now  living  10  days  or 
longer,  but  dying  of  complications  related  to  the 
wound  rather  than  inadequate  fluid  and  electrolyte 
therapy.  The  problem  of  extensive  dead  tissue  on 
the  body,  plus  added  infection,  constitutes  the  largest 
problem  in  the  treatment  of  burns.  Emphasis  placed 
upon  the  expeditious  removal  of  the  burned  tissue 
and  early  skin  grafting  to  secure  healing  constitutes 
the  basic  approach  to  the  management  of  the  burn 
wound.  Methods  used  on  the  Burn  Service  at  the 
Medical  College  of  Virginia  Hospital  to  accomplish 
this  end  are  detailed  below. ^ 

PREPARATION  OF  THE  WOUND  FOR 
SKIN  GR.\FTING 

Basically,  the  management  of  the  burn  wound  is 
designed  to  (1)  prevent  or  minimize  infection,  (2) 
secure  expeditious  removal  of  dead  and  devitalized 
tissue,  and  (3)  to  provide  early  skin  grafting.  These 
objectives  ma}  be  accomplished  by  either  the  open 
(exposure)  method  or  the  closed  (dressing)  method. 
Initially,  in  either  case,  the  burn  wound  is  treated 
under  sterile  conditions  with  adequate  cleansing, 
using  a detergent  such  as  pHisohex  and  saline  solu- 
tion to  remove  dirt  and  debris.  All  blisters  are 

From  the  Department  of  Surgery,  Medical  College  of 
Virginia,  Richmond,  Virginia. 

Presented  at  the  Annual  Meeting  of  The  Medical  Society 
of  Virginia,  October  12-14,  1958,  in  Richmond. 


B.  W.  HAYNES,  Jr.  M.D. 

Richmond,  Virginia 

excised  and  devitalized  epithelium  removed.  These 
steps  convert  the  wound  from  a contaminated  to  a 
surgically  clean  one.  It  must  be  emphasized  that 
wound  treatment  is  given  only  after  adequate  shock 
therapy  has  been  instituted.  Once  the  wound  is 
properly  cleansed  and  debrided,  the  treatment  of 
choice  is  carried  out. 

Exposure  Method.  In  burns  of  the  face  and  neck, 
genitalia,  perianal  area,  and  burns  limited  to  one 
side  of  the  trunk  only,  the  exposure  method  is  pref- 
erable. The  wound  is  exposed  to  air  and  allowed 
to  dry.  As  the  wound  dries,  a crust  is  formed  con- 
sisting of  a fibrin  clot  originating  from  the  plasma- 
like fluid  which  weeps  from  the  wound.  As  this 
eschar  matures,  it  becomes  a mahogany  color,  is 
firm  and  dry’,  and,  if  unbroken,  provides  an  excellent 
dressing  beneath  which  second  degree  burns  heal 
rapidly.  Cracks  in  the  eschar  permit  bacteria  to 
enter  and  cause  infection.  Should  infection  occur, 
it  must  be  drained  adequately  by  local  debridement 
and  application  of  ointment  gauze,  changed  fre- 
quently. The  eschar  usually  separates  in  10  to  14 
days,  leaving  a healed  wound  beneath.  If  the  eschar 
does  not  separate  in  2 to  2 J/z  weeks’  time,  this  is  gen- 
erally indicative  of  a third  degree  burn  which  will 
require  excision  of  dead  tissue  and  subsequent  skin 
grafting. 

Dressing  Method.  In  carrying  out  the  closed  or 
dressing  method  of  treatment,  strips  of  dry  fine  mesh 
gauze  are  placed  in  single  layer  thickness  directly 
on  the  wound.  This  is  followed  by  a thick  padded 
dressing,  generally  one  to  two  inches  in  depth,  to 
provide  adequate  sterile  area  for  drainage  to  ac- 
cumulate without  soaking  the  dressing  through.  If 
the  dressing  becomes  soaked  through,  it  provides  a 
means  of  entrance  of  pathogenic  organisms  to  the 
wound  by  means  of  multiplication  and  extension 
through  the  protein  rich  exudate.  If  the  burn  crosses 
a joint  area,  the  part  is  splinted.  If  the  hand  is 
burned,  the  fingers  are  wrapped  individually  with 
dry  gauze,  a soft  gauze  roll  is  placed  in  the  palm, 
and  the  hand  is  dressed  in  the  position  of  function. 
Prophylaxis  against  streptococcal  infection  is 
achieved  by  penicillin  and  streptomycin  therapy, 
usually  given  for  a minimum  of  5 days.  Established 
infection  is  treated  on  the  basis  of  antibiotic  sen- 
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sitivity  tests.  Tetanus  prophylaxis  is  routine,  either 
as  antitetanus  serum  given  after  negative  skin  test, 
or  tetanus  toxoid  booster  dose. 

Dressings  are  left  undisturbed  for  10  to  12  days, 
at  which  time  second  degree  burn  will  be  healed  for 
the  most  part  and  the  third  degree  burn  will  be 
demarcated.  If,  at  the  time  of  the  first  dressing,  the 
dry  tine  mesh  gauze  is  tightly  stuck  and  dry,  it  is 
undisturbed,  and  a protective  dressing  re-applied. 
If  it  is  moist,  indicating  infection  beneath,  it  is 
removed  and  the  wound  cleansed.  Under  ordinary 
circumstances  the  change  of  dressing  can  be  accom- 
plished with  average  pre-operative  medication  with- 
out the  use  of  general  anesthesia.  Trilene  is  helpful 
for  pain  associated  with  dressing  and  has  a wide 
margin  of  safety.  The  unhealed  wound  is  dressed 
with  an  ointment  impregnated  gauze  whose  purpose 
is  to  prevent  sticking  to  the  granulation  tissue  form- 
ing beneath  and  to  allow  adequate  drainage  of  the 
wound  through  the  interstices  of  the  gauze.  A thick, 
absorbent,  sterile  dressing  is  then  applied.  This 
process  is  repeated  at  intervals  of  5 days  to  a week 
until  the  wound  is  healed  or  until,  in  third  degree 
burns,  a clean  granulating  surface  is  obtained.  Or- 
dinarily, a clean  wound  ready  for  grafting  can  be 
obtained  within  one  month  from  injury.  If  the 
patient  has  an  obvious  well-localized  third  degree 
burn,  he  may  be  treated  by  surgical  excision  under 
anesthesia  in  order  to  expeditiously  remove  the  dead 
tissue.  Under  these  circumstances,  it  is  rarely  wise 
to  carry  out  skin  grafting  immediately  because  of 
the  difficulty  in  distinguishing  living  and  dead  sub- 
cutaneous tissue,  and  continued  bleeding  is  occa- 
sionally a problem.  Following  excision  and  hemo- 
stasis, an  ointment  impregnated  gauze  dressing  is 
applied.  Skin  grafts  are  then  taken  and  stored  in 
sterile  jars  in  the  refrigerator.  Adequate  blood 
replacement  during  the  operation  is  essential.  Five 
days  later  the  dressing  is  changed,  further  debride- 
ment carried  out  as  indicated,  and  skin  grafting 
performed  at  this  time,  using  grafts  taken  at  the 
original  operation. 

The  basic  principle  involved  in  all  of  these  maneu- 
vers is  the  removal  of  dead  tissue  either  by  body 
enzymatic  processes  and/or  surgical  debridement  in 
order  to  secure  a healed  wound  or  a clean  healthy 
wound  receptive  to  grafting. 

It  is  important  that  the  patient  is  in  good  nutri- 
tional condition,  having  received  adequate  amounts 
of  protein  and  calories  prior  to  operation,  and  that 
his  hemoglobin  concentration  is  within  a normal 
range  before  grafting  is  performed.  In  the  severely 


burned  patient,  a total  of  2 to  4 gms.  of  protein 
kg/day  and  40-50  calories  kg/day  may  be  required. 
Additional  jirotein  and  calories  to  the  hospital  diet 
supplied  as  supplementary  liquid  feedings  are  usually 
necessary  and  are  begun  as  soon  as  practicable, 
usually  by  the  3rd  day  after  injury. 

TECHNIC  OF  SKIN  GRAFTING 

With  the  patient  anesthetized,  the  donor  site  and 
wound  are  prepared  by  thorough  cleansing  with 
sterile  soap  and  saline  washing,  and  draped  appro- 
priately. 

The  Use  of  Large  S f/lit-thickness  grafts.  Split- 
thickness type  grafts  are  used.  These  grafts  are 
taken  from  available  donor  sites  at  varying  depths 
depending  upon  the  age  of  the  patient  and  the  size 
of  the  burn.  In  children,  grafts  are  ordinarily  cut 
from  8 to  12/1000  of  an  inch  in  depth,  whereas  in 
adults  14  to  18/1000  of  an  inch.  In  the  extensively 
burned  patient  with  a large  area  of  third  degree 
burn  requiring  grafting,  it  is  often  wise  to  cut  the 
grafts  extremely  thin,  perhaps  8/1000  of  an  inch, 
anticipating  re-using  the  donor  site  again  in  order 
to  gain  sufficient  skin  to  cover  the  defect.  To  accom- 
plish removal  of  the  grafts,  the  Brown  electro- 
dermatome is  a simple  instrument  for  the  purpose. 
Minimum  experience  is  required  to  use  the  machine 
well.  The  thighs  offer  the  best  donor  sites  available 
on  the  body,  and  long  strips  of  skin  may  be  cut  from 
this  area.  Hemostasis  is  acquired  by  hot  packs  and 
pressure.  We  have  found  it  useful  to  place  a single 
layer  strip  of  vaseline  gauze  backing  on  each  graft 
with  the  gauze  trimmed  exactly  to  fit  the  graft.  This 
step  is  useful  since  it  provides  ease  of  handling  of 
the  graft  by  preventing  rolling  of  the  skin  margins. 
Vaseline  gauze  backing  does  not  interfere  with 
graft  take.  As  a rule,  the  strips  of  skin  are  placed 
on  the  individual  defect  so  that  the  graft  junctures 
lie  in  the  transverse  plane  of  the  body.  Since  in- 
creased scarring  occurs  at  the  juncture  of  the  grafts, 
this  maneuver  places  the  long  axis  of  the  scar  in  the 
transverse  plane  and  thus  minimizes  the  effects  of 
contracture  on  joint  function.  By  the  same  rea.soning, 
the  use  of  large  sized  grafts  with  minimum  graft 
junctures  is  best.  Perforations  of  the  graft  to  allow 
serum  escape  are  unnecessary  for  good  healing. 
This  practice  increases  scarring,  and  causes  a rougli 
appearance  of  the  graft. 

Absolut'e  hemostasis.  An  essential  of  technic  is 
to  secure  absolute  hemostasis  in  the  site  to  be  grafted. 
If  granulations  are  excessive  or  fibrotic,  if  some 
slough  still  remains,  it  is  necessary  to  excise  these 
tissues  to  secure  a healthy  bed  for  grafting.  This 
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may  be  done  either  by  shaving  the  granulations  with 
a sharp  long  knife,  or  by  scraping  them  off  with  a 
knife  handle.  Hemostasis  is  accomplished  by  hot 
packs  and  pressure  which  may  require  20  to  30  min- 
utes to  complete.  Occasional  bleeding  points  may 
require  suture  ligatures  of  4-0  plain  catgut.  It  is 
essential  that  the  time  necessar}-  to  accomplish  this 
end  be  spent,  since  bleeding  beneath  the  graft  pre- 
prevents graft  healing.  Hematomata  are  a common 
cause  of  failure  of  graft  “take”  and  are  preventable. 

Immobilizatiou  of  Graft.  Once  the  grafts  are 
placed,  steps  must  be  taken  to  assure  that  they  are 
immobilized  in  position.  The  necessary  step  may 
vary  from  simply  laying  the  graft  on  the  wound  to 
placing  sutures  in  the  normal  skin  surrounding  the 
graft  and  tying  these  over  a stent.  The  latter  method 
is  best  adapted  to  areas  difficult  to  immobilize  such 
as  the  axilla  or  neck.  The  former  method  is  adapt- 
able to  circumferential  burns  of  the  extremities  where 
a firm  dressing  can  be  applied  without  shifting  the 
grafts.  Parenteral  penicillin  is  administered  for  5 
days  following  operation  to  prevent  streptococcal 
infection  in  the  grafted  site. 

Adequate  Wound  Drainage  Established  by  Dress- 
ing. Dressings  are  left  undisturbed  until  5 days  after 
grafting.  .\t  this  time  they  are  removed,  as  are  the 
sutures,  and  the  vaseline  gauze  backing  carefully 
separated  from  the  grafts.  Any  devitalized  graft  is 
excised  and  the  wound  cleansed  and  freed  of  exudate, 
thus  establishing  adequate  drainage.  If  there  are 
hematomata  or  seromata  beneath  any  part  of  the 
graft,  a small  incision  is  made  into  this  area  and 
the  clot  or  serum  evacuated.  An  attempt  is  made  to 
save  the  graft  overlying  the  hematcma  if  possible. 
We  ordinarily  anticipate  getting  90  to  95 “takes” 
of  grafts  performed  in  this  manner.  An  ointment 
impregnated  gauze  dressing  is  applied  which  remains 
in  place  for  5 more  days.  At  this  time,  if  healing 
is  progressing  normally,  some  motion  is  allowed, 
progressing  to  a full  range  of  motion  and  complete 
functional  recovery. 

RESTORATION  OF  FUNCTION 

Usually  by  the  lOth  to  14th  day  following  grafting. 


active  and  passive  motion  can  be  instituted  which 
is  a vitally  important  part  of  the  patient’s  recovery. 
In  extensive  grafts,  and  in  grafts  of  the  hand,  neck, 
elbows,  and  knees,  the  services  of  a trained  physio- 
therapist to  assist  in  accomplishing  the  complete 
functional  recovery  of  the  patient  are  essential.  The 
long  period  of  immobilization  that  the  patient  has 
gone  through  leaves  him  with  a decreased  range  of 
motion  in  joint  areas.  This  can  be  recovered  in  most 
instances  only  by  diligent  effort  on  the  part  of  the 
patient  and  the  physiotherapist. 

SUMMARY 

To  assure  successful  skin  grafting  in  severe  burns, 
the  following  factors  are  believed  to  be  of  importance. 

1.  Early  expeditious  removal  of  dead  tissue  by 
dressings  and  excision  to  achieve  a clean  surgical 
wound. 

2.  Careful  attention  to  the  technic  of  skin  grafting 
including  (a)  use  of  large  split-thickness  grafts, 
(b)  absolute  hemostasis,  (c)  immobilization  of 
grafts,  and  (d)  adequate  wound  drainage  follow- 
ing operation. 

3.  Restoration  of  function  by  early  intensive 
physiotherapy. 
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Sustained  Release  Sulfaethidole  in  the 
Treatment  of  Urinary  Tract  Infections 


\ /T  ARSHALU  and  Harries^  have  demonstrated 
that  the  most  effective  treatment  with  the  sul- 
fonamides or  any  other  anti-bacterial  agent  can 
be  expected  only  if  therapeutic  blood  concentrations 
are  continuously  maintained  for  prolonged  periods 
of  time.  Until  recently,  to  attain  these  concentra- 
tions, sulfonamides  had  to  be  taken  anywhere  from 
4 to  6 times  a day.  Because  of  the  inconvenience 
inherent  in  regimens  of  this  type,  patients  often 
failed  to  follow  such  a schedule,  and,  as  a result, 
blocd  concentrations  became  sub-optimal,  and  ther- 
apy was  less  effective. 

Recently,  several  sulfonamides  have  become  avail- 
able that  reduce  the  number  of  daily  doses,  either 
because  of  inherent  properties  of  the  drug,  or  because 
of  properties  provided  by  the  form  in  which  the 
drug  is  prepared.  One  of  these  sulfonamides,  sul- 
faethiodole  [Ni-(5-ethyl-l,  3,  4-thiadiazole-2yl)- 
sulfanilamide]  has  been  prepared  as  a sustained 
release  liquid  (Sul-Spansion)  and  tablet  (Sul-Span- 
tab),  and  has  been  reported  to  produce  prolonged 
therapeutic  blood  levels  and  high  urine  concentra- 
tions on  a schedule  of  only  two  doses  a day.^'*  These 
preparations  are  designed  to  release,  upon  ingestion, 
an  amount  of  the  drug  that  is  necessary  to  establish 
therapeutic  blood  levels,  and  to  maintain  this  level 
by  a slow  and  continuous  release  of  the  remainder 
of  the  drug  during  succeeding  hours.  This  prolonged 
action  is  a result  of  the  pharmaceutical  form  of  the 
drug;  not  of  its  pharmacologic  properties  (e.g.  slow 
absorption  or  excretion).  The  following  study  was 
performed  to  evaluate  the  clinical  efficacy  of  the 
sulfaethidole  sustained  release  tablet*  in  the  treat- 
ment of  patients  suffering  from  urinary  tract  infec- 
tions. 

METHODS 

Eighty-seven  private  patients  (28  male  and  59 
female)  with  infections  of  the  urinary  tract  were 
treated  during  the  evaluation.  The  patients  ranged 

Sulfaethidole — formerly  called  Sulfaethylthiadiazole. 

*Provided  for  investigational  use  by  Smith  Kline  & 
French  Laboratories,  Philadelphia,  Pennsylvania. 
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in  age  from  3 to  80  years  (average  age:  46),  and 
complained  of  a variety  of  urinary  symptoms,  oc- 
curring singly  or  in  combination,  that  included  fre- 
quency of  urination,  dysuria,  nocturia,  incontinence, 
supra-pubic  distress  and  flank  pain.  Results  of  uri- 
nalysis showed  that  all  urine  specimens  contained  pus 
and,  in  most  cases,  blood  cells.  Diagnoses  (Table  1) 
were  based  on  urological  examination,  symptoma- 
tology, and  urinalysis. 

Sulfaethiodole  sustained  release  tablets  w'ere  pre- 
scribed for  all  patients;  no  concomitant  medication 
was  used.  Adults  received  2 tablets  (1.3  gm.)  twdce 
a day  (ql2h);  children  who  weighed  less  than  75 
pounds  received  1 tablet  (.65  gm.)  twice  a day.  As 
with  all  sulfonamides,  the  initial  or  priming  dose 
was  twice  that  of  succeeding  doses.  Because  sul- 
faethidole is  highly  soluble  over  the  usual  pH  ranges 
of  urine,  the  use  of  alkalis  or  increased  fluid  intake 
was  unnecessary.  Additional  urological  procedures 
(urethral  dilation  or  surgery)  w’ere  required  by  8 
patients. 

Therapy  was  continued  for  from  1 week  (2  pa- 
tients) to  8 weeks  (1  patient);  the  average  period 
of  treatment  was  2.6  weeks.  Patients  were  examined 
at  frequent  intervals  during  the  course  of  treatment. 

Urine  specimens  were  obtained  from  all  patients 
at  the  time  of  their  first  examination  and  after  the 
completion  of  treatment  for  routine  urinalyses  and 
bacterial  culturing. 

CLINICAL  RESULTS 

Evaluation  of  improvement  was  based  on  the  dis- 
appearance of  physical  symptoms  of  infection  and 
by  the  disappearance  of  blood  and  pus  cells  from 
the  urine.  Results  were  considered  good  when  the 
patient  became  completely  asymptomatic;  fair  when 
only  partial  remission  of  symptoms  occurred;  and 
poor  when  little  or  no  improvement  occurred.  By 
these  criteria,  therapy  yielded  good  results  in  75 
(860)  of  the  patients,  fair  results  in  8 (9%)  and 
poor  results  in  4 (5%)  [Table  I].  Those  patients 
in  whom  good  results  were  obtained  usually  experi- 
enced relief  of  their  physical  symptoms  within  72 
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Table  I 


Results  of  Sustained  Release  Sulfaethidole  Therapy  Based  on 
Clinical  and  Bacteriologic.yl  Findings 


Diagnosis 

Xo.  of 
Patients 

Clinic.yl  Results 

Bacteriological  Results 

Good 

Fair 

Poor 

Good 

Poor 

Insuff. 

Data 

Cystitis  (recurrent,  sub-acute 
and  chronic) 

38 

30 

5 

3 

20 

12 

6 

Hemorrhagic  Cystitis,  acute 

18 

18 

17 

1 

Prostatitis 

16 

12 

3 

1 

10 

6 

Pyelonephritis,  acute 

9 

9 

5 

2 

2 

Ureteral  Stone  with  infection 

2 

2 

2 

Urethral  Stricture  with 
infection 

1 

1 

1 

Prostatic  Carcinoma  with 
infection 

1 

1 

1 

Non-Specific  Urethritis 

2 

2 

1 

1 

Total 

87 

(86%) 

8 

(9%) 

4 

(5%) 

54 

(70%) 

23 

(30%) 

10 

hours.  Seven  to  10  days  of  treatment  were  required, 
generally,  before  significant  clearing  of  the  urine 
could  be  observed. 

Three  of  the  four  patients  who  did  not  benefit 
from  therapy  were  found  to  have  either  structural 
abnormalities  of  the  urinary  tract  (urethral  stricture) 
or  chronic  recurrent  pyelonephritis.  The  remaining 
patient  showed  little  or  no  improvement,  and  con- 
tinued to  have  recurrences  of  acute  cystitis. 

Xo  evidence  of  serious  side  effects — crystalluria, 
hematuria,  renal  blockage,  skin  eruption  or  any 
ether  allergic  reaction — was  found.  Four  patients 
stated  that  they  experienced  a loss  of  appetite,  3 com- 
plained of  weakness,  and  2 of  headaches.  These  dis- 
comforts may  or  may  not  have  been  caused  by  the 
drug. 

B.\CTERIOLOGICAL  RESULTS 

Bacteriological  results  were  considered  good  when 
the  original  infecting  organism  had  been  eliminated 
from  the  urine.  In  10  patients,  no  results  could  be 
determined  since  no  infecting  organisms  were  found 
in  a pre-treatment  culture.  Post-treatment  cultures 
obtained  from  the  remaining  77  patients  showed  that 
the  original  infecting  organism  had  been  eliminated 
in  54  (70%)  patients.  Thirty-six  of  these  54  cul- 
tures were  completely  negative,  while  18  indicated 
the  presence  of  bacteria  other  than  those  that  pre- 
dominated in  the  original  culture.  Twenty-three 


(30%)  cultures  were  positive  for  the  original  infect- 
ing organism. 

DISCUSSION 

The  results  of  this  study  indicate  that  sulfae- 
thidole is  a safe,  effective,  chemotherapeutic  agent 
in  the  treatment  of  urinary  tract  infections.  The  pro- 
longed action  of  the  sustained  release  form  has  ob- 
vious advantages  in  terms  of  convenience  and  efficacy. 
Of  importance  to  us  was  the  absence  of  any  severe 
side  effects,  particularly  those  associated  with  renal 
function.  The  rapid  excretion  and  low  acetylation 
rate  of  the  drug,  reported  by  Foltz  et  aP,  may  be 
responsible  for  the  absence  of  these  complications. 

Bacteriological  results  were  obtained  in  only  77 
patients  because  of  negative  growths  reported  in  10 
pre-treatment  cultures.  Our  failure  to  achieve  posi- 
tive results  in  these  cultures  may  have  been  due  to 
the  limitations  imposed  by  laboratory  methods  as 
reported  by  Arnold*,  who  found  that  the  success  rate 
of  obtaining  positive  cultures  is  directly  related  to 
the  method  used  and  it  may  vary  from  28%  to  87%. 
The  success  rate  of  our  pre-treatment  results,  89% 
positive  cultures,  agrees  with  Arnold’s  findings,  and 
suggests  that  repeat  cultures  are  advisable  in  cases 
where  the  original  report  is  negative. 

Eighteen  of  the  final  urine  cultures  revealed  the 
[iredominance  of  organisms  other  than  those  which 
were  present  in  the  initial  cultures,  .-^s  Kass^®  points 
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out,  tliese  positive  results  may  have  been  due  to  con- 
tamination. It  is  also  possible  that  these  organisms 
were  strains  that  had  been  suppressed  by  overgrowth 
of  the  initial  infection  or  that  they  were  secondary 
invaders  of  the  urinary  tract.  In  any  case,  the  pres- 
ence of  these  bacteria  seems  to  have  had  little  effect 
on  the  final  outcome  of  therapy  since  no  recurrence  of 
disease  has  been  reported  by  any  of  tlie  patients  in 
whom  good  clinical  results  were  obtained. 

Since  these  sources  of  error  may  also  be  respon- 
sible for  the  disparity  between  our  clinical  and  bac- 
teriological results  (86%  and  70%  good  respec- 
tively), we  are  inclined  to  agree  with  Harries  and 
Mitman^^  that  the  efficacy  of  sulfonamide  therapy 
is  best  judged  by  clinical  improvement. 

SUMMARY  AND  CONCLUSIONS 

1.  A sustained  release  tablet  form  of  sulfaethidole 
was  used  in  treating  87  private  patients  suf- 
fering from  infections  of  the  urinary  tract. 

2.  Clinical  results  showed  that  75  (86%)  of  the 
patients  had  a good  response  to  therapy,  8 
(9%)  fair,  and  4 (5%)  poor  response. 

3.  Bacteriological  results  show’ed  that  the  infecting 
organisms  were  eliminated  in  54  (70%)  of 
the  77  patients  on  whom  enough  data  were 
available  for  comparison. 

4.  No  severe  side  effects  (e.g.  crystalluria,  hema- 
turia, renal  blockage)  were  reported  or  dis- 
covered. 
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Tuberculosis 


Tuberculosis  as  a cause  of  death  has  dropped 
from  first  to  13th  place  in  the  past  half  century,  but 
one  new  case  is  reported  every  five  minutes  in  the 
United  States.  This  fact  is  revealed  in  the  current 
issue  of  Patterns  of  Disease,  prepared  by  Parke, 
Davis  & Company  for  the  medical  profession. 

In  the  past  20  years  alone  the  number  of  tuber- 
culosis deaths  has  dropped  about  80  per  cent.  The 
number  of  newly  reported  cases,  however,  has  de- 
clined only  about  20  per  cent  during  this  period. 

This  publication  stresses  the  need  for  more  in- 
tensive drives  to  detect  the  disease.  For  every  known 


case,  it  reports,  there  is  one  unknown  tuberculous 
person.  Total  number  of  knoAvn  and  unknown  cases 
(both  active  and  inactive  TB)  in  the  U.S.  is  esti- 
mated at  800,000. 

“To  eradicate  tuberculosis,  the  disease  must  be 
detected  and  treated  early,  while  lesions  are  small 
and  readily  amenable  to  therapy.”  Yet,  for  the  past 
five  years,  only  about  22  per  cent  of  newly  reported 
active  and  probably  active  cases  have  l)een  in  the 
early  stage.  In  1956,  about  20  per  cent  of  persons 
who  died  of  tuberculosis  had  not  been  previously 
reported  as  having  the  disease. 
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Primary  Ovarian  Malignancy 


'T^HE  INSIDIOUS  ONSET,  the  oft  times  rapid 
growth,  and  spread  before  significant  signs 
and  symptoms  of  the  process  became  manifest, 
make  ovarian  malignancy  a distressing  and  dis- 
heartening disease  entity  to  effectively  treat.  The 
medical  literature  is  filled  with  discouraging  reports 
on  ovarian  malignancies  of  all  types,  with  reports 
of  five  year  survivals  ranging  from  9.3%  to  35%.^’^ 
Ovarian  carcinoma  is  said  to  be  the  third  most  fre- 
quent genital  malignanc}"^,  and  according  to  some 
authors^,  seems  to  be  definitely  increasing  in  inci- 
dence. With  these  facts  in  mind,  it  was  deemed 
advisable  to  make  an  effort  to  appraise  the  diagnosis, 
treatment,  and  to  a limited  extent,  the  results  of 
therapy,  of  primary  malignancies  of  the  ovarv,  at 
the  Medical  College  of  Virginia  Hospitals. 

During  the  years  1953  to  1957  inclusive  there 
were  7354  admissions  to  the  gynecological  service 
of  the  iMedical  College  of  Virginia  hospitals.  Dur- 
ing this  same  period  of  time  we  were  able  to  uncover 
fifty  one  cases  of  primary  ovarian  carcinoma  of  all 
types,  an  incidence  of  6.9  cases  per  one  thousand 
admissions.  The  likelihood  of  a woman  of  40  years, 
subsequently  developing  ovarian  carcinoma  is  nearly 
one  per  cent  (.930),  and  gradually  diminishes  there- 
after according  to  Randall  and  GerhardC,  which  has 
an  important  bearing  on  the  question  of  early  diag- 
nosis of  ovarian  malignancy. 

One  of  the  simplest  and  best  classifications  of 
ovarian  neoplasms  is  that  outlined  by  Munnell, 
Jacox,  and  Taylor^,  which  lists  these  tumors  ac- 
cording to  their  histogenetic  origin  by  the  recognition 
of  four  simple  groups:  viz,  the  epithelial  tumors,  the 
connective  tissue  tumors,  the  mixed  tumors,  and 
tumors  of  specific  gonadals  cells,  or  the  so-called 
dysontogenetic  tumors.  Two  of  these  same  authors- 
in  1949  proposed  a classification  of  ovarian  malig- 
nancies according  to  the  extent  of  the  disease,  based 
on  four  simple  stages,  (Table  I)  which  together  with 
the  classification  of  ovarian  tumors,  has  been  utilized 
in  this  report.  As  in  the  majority  of  reports  on  this 
subject,  our  study  revealed  a preponderance  of  papil- 
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Table  I 

Stages  of  Carcino.ma  of  Ovart 
Stage  I Carcinoma  Limited  To  One  Ovary. 

Stage  II  Carcinoma  In  Both  Ovaries. 

Stage  III  Carcinoma  Involves  Other  Pelvic  Structures. 
Stage  IV  Carcinoma  Spread  To  Upper  Abdomen  Or 
Elsewhere  Outside  Pelvis. 

lary  serous  cyst  adenocarcinoma,  followed  by  pseudo- 
mucinous cystadenocarcinoma,  undifferentiated  car- 
cinoma, granulosa  cell  carcinoma,  dysgerminoma, 
and  the  rarer  types  of  malignancies.  (Table  II) 

Table  II 

Primary  Ovarian  Malignancies 
Medical  College  of  Virginia  Hospitals 


1953-1957 

Types 

Papillary  Serous  Cystadenocarcinoma 31 

Pseudomucinous  Cystadenocarcinoma 5 

Undifferentiated  Carcinoma 5 

Granulosa  Cell  Carcinoma 3 

Dysgerminoma 3 

Hypernephroid  Carcinoma 1 

Mesonephric  Carcinoma 1 

Teratoma 1 

Squamous  Cell  Epithelioma  in  Dermoid  Cyst 1 

Total 51 


The  clinical  stages  of  the  tumors  revealed  an 
equal  number  of  stage  I and  stage  IV  growths,  and 
about  the  same  relationship  between  stage  II  and 
stage  III  neoplasms.  (Table  III)  The  youngest 


Table  III 

Stages  of  Primary  Ovarian  Malignancies  in 
Relation  to  Type  of  Malignancy 


Stage 

1 

Stage 

11 

Stage 

III 

Stage 

IV 

Papillary  Serous 
Cystadenocarcinoma.  . 
Pseudomucinous 
Cystadenocarcinoma.  . 
Granulosa  Cell 

Carriiioni.a 

13 

3 

5 

3 

1 

10 

1 

3 

Ilypernephroid 

Cn  rniTioniM 

1 

Mesonephric  Carcinoma. 
Undifferentiated 
Carcinoma 

1 

5 

Dy^sgerminoma 

3 

Teratoma 

1 

Epithelioma  in  Dermoid 
Cyst 

1 

Totals 

21 

5 

4 

21 
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patient  in  this  series  was  15  years  of  age  and  the 
oldest  71.  It  is  interesting  to  note  that  fifteen 
of  these  cancers  occurred  in  women  under  forty  years 
of  age,  and  that  five  of  those  were  classified  as 
stage  IV  growths.  (Table  IV)  The  papillary  serous 

Table  IV 


Age  and  Stage  of  Primary  Ovarian  Malignancies 


No.  of 

Stage 

Stage 

Stage 

Stage 

Decade 

Cases 

I 

II 

III 

IV 

10-20 

1 

1 

21-30 

6 

4 

2 

31-40 

8 

3 

3 

2 

41-50 

12 

5 

2 

2 

3 

51-60 

12 

5 

1 

6 

61-70 

10 

4 

6 

71-80 

2 

1 

1 

Totals. . . 

51 

21 

5 

4 

21 

cystadenocarcinoma  were  encountered  from  the  third 
through  the  eighth  decade  with  the  majority  of  them 
occurring  from  the  fourth  decade  on.  The  five  cases 
of  pseudomucinous  cystadenocarcinoma  occurred  in 
the  fifth  and  sixth  decades,  while  the  five  cases  of 
undifferentiated  or  unclassified  carcinoma  were  dis- 
tributed one  each  from  the  fourth  decade.  Two 
of  the  three  granulosa  cells  carcinomas  were  found 
in  patients  in  the  seventh  decade,  with  one  being 
encountered  in  a patient  in  her  thirties.  Dysger- 
minoma,  supposedly  an  early  occurring  malignancy 
was  not  apparent  until  the  sixth  and  seventh  decades 
in  two  cases  and  was  found  in  a 21  year  old  girl 
in  the  third  instance.  The  malignant  teratoma  was 
found  in  a fifteen  year  old  child,  and  the  mesonephric 
carcinoma  in  a woman  in  her  late  twenties,  while  the 
hypernephroid  carcinoma  and  the  squamous  cell 
epithelioma  is  a dermoid  cyst  both  occurred  in 
patients  in  the  fifth  decade.  (Table  V) 

Abdominal  pain  was  present  in  over  half  the  cases, 
while  just  under  one  half  of  the  patients  also  com- 
plained of  abdominal  enlargement.  Weight  loss. 


abnormal  vaginal  bleeding,  urinary  symptoms,  va- 
ginal discharge,  and  abdominal  pressure  made  up 
the  remainder  of  the  complaints.  In  only  two  cases 
were  there  no  symptoms  of  the  disease  prior  to  de- 
finitive treatment.  (Table  VI)  All  of  these  patients 

Table  VI 

Signs  and  Symptoms  of  Primary  Ovarian 
Malignancie.s 


Abdominal  Pain 37 

Abdominal  Enlargement 22 

Abdominal  Pressure 10 

Abnormal  Vaginal  Bleeding 13 

Genito-Urinary  Symptoms 12 

Weight  Loss 13 

Vaginal  Discharge 8 

No  Symptoms 2 


were  subjected  to  surgery  because  of  the  presence 
of  an  abdominal  and/or  pelvic  mass.  Eleven  of  the 
patients  were  found  to  have  ascites  prior  to  surgery, 
and  ten  of  those  are  now  known  to  be  dead.  Six  of 
the  patients  were  diagnosed  as  having  carcinoma  of 
the  ovary  elsewhere,  six  of  them  were  diagnosed  at 
operation,  five  were  unsuspected  until  the  condition 
was  discovered  by  the  pathologist,  and  thirty-three 
cases  were  diagnosed  pre-operatively  in  this  insti- 
tution. In  one  case  there  was  no  statement  concerning 
the  time  of  the  diagnosis.  Papanicolaou  smears  were 
utilized  in  five  cases,  two  of  them  being  reported 
as  positive  for  tumor  in  aspirated  ascitic  fluid,  and 
three  being  negative. 

The  therapy  of  ovarian  carcinoma  in  this  institu- 
tion has  consisted  chiefly  of  total  abdominal  hysterec- 
tomy and  bilateral  salpingo-oophorectomy  in  those 
cases  considered  to  be  amenable  to  surgical  treatment. 
In  instances  of  stage  III  and  IV  tumors,  exploratory 
laparotomy  and  biopsy  of  the  lesion  or  lesions  fol- 
lowed by  irradiation  therapy  has  been  employed.  In 
some  of  these  advanced  cases  removal  of  all  involved 
tissue,  including  omentectomy,  followed  by  x-ray 
therapy  has  been  used.  The  employment  of  chemo- 
therapeutic agents,  such  as  nitrogen  mustard  and  its 
derivatives,  tri  ethylenemelamine  (TEM)  and  thio- 


Table  V 

Age  and  Type  of  Primary  Ovarian  Malignancies 
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triethylene  phosphoraraide  (thio-TEPA)  are  in  the 
process  of  being  evaluated.  Bateman®,  and  Shay  and 
Sun®  have  reported  encouraging  temporary  results 
from  the  use  of  thio-TEPA  in  the  treatment  of 
advanced  carcinoma  of  the  ovary. 

Only  eight  of  the  cases  in  this  small  series  have 
been  followed  for  five  years.  Seven  of  those  eight 
patients  are  now  dead,  the  only  survivor  being  a 
patient  with  a stage  I granulosa  cell  carcinoma  that 
was  discovered  accidentally  at  operation  for  uterine 
fibroids.  Thirty  of  the  entire  series  of  patients  have 
died  since  treatment,  which  of  course,  represents  a 
very  poor  survival  rate.  Three  of  the  patients  in 
this  series  have  been  lost  to  follow-up,  but  one  of 
them  has  been  presumed  dead.  The  largest  number 
of  deaths  occurred  in  patients  with  stage  IV  tumors, 
of  whom  90%  have  already  demised.  Fifty  per  cent 
of  the  stage  111  tumor  patients  are  already  dead, 
forty  per  cent  of  the  stage  II  cases  and  one  third 
of  the  stage  I carcinomas.  (Table  VII) 


T.\ble  VII 
De.vths 


Stage 

I 

Stage 

II 

Stage 

III* 

Stage 

IV 

Papillary  Serous 
C'ystadenocarciiioma . . 
Pseudomucinous 

Cvstadeuocarcinoma . . 

4 

1 

2 

2 

9 

I 

Unclassified  Carcinoma. , 

4 

Granulosa  Cell 

Carcinoma 

1 

Dysgerminoma 

.3 

Ilypernephroid 
Carcinoma. . . 

Mesonephric  Carcinoma. 
Malignant  Teratoma.  . . 

1 

1 

Epithelioma  in  Dermoid 
Cv'st 

1 

Totals 

7 

2 

2 

19 

*One  of  the  Stage  III  tumor  cases  has  been  lost  to 
follow-up  and  is  presumed  dead  of  careitioma. 


The  chief  concern  of  those  managing  these  patients 
is,  of  course,  survivals.  .\s  previously  stated  we  have 
only  one  five  year  survival  out  of  eight  candidates. 
These  figures  in  general  follow  the  clinical  stage 
of  the  disease,  with  the  highest  number  of  survivors 
occurring  in  the  least  e.xtensive  tumors,  as  one  would 
expect.  (Table  ^’III)  It  should  be  emphasized  that 
these  figures  mean  ver}-  little  at  this  time  since  we 
have  not  reached  the  end  of  the  five  year  survival 
time  in  but  a small  group  of  patients.  .A.lso  there  are 
many  rej)orts  in  the  literature  of  so-called  late 
recurrences  of  this  disease,  well  beyond  the  five 
year  survivals.  The  histologic  grading  of  the  tumors 


Table  VIII 
Survivals 


Type  of  Tumor 

Stage 

I 

Stage 

II 

Stage 

III 

Stage 

IV 

Papillary  Serous 
Cystadenocarcinoma . . 
Pseudomucinous 
Cystadenocarcinoma  . 
Granulosa  Cell 
Carcinoma 

7 

9 

o 

1 

1 

2 

2 

1 

Undifferentiated 
Carcinoma 

Totals 

12 

3 

2 

2 

has  been  shown  to  be  of  some  significance  in  prog- 
nosis, in  addition  to  the  extent  of  the  growdh,  and 
the  type  of  tumor  being  dealt  with.  Thus  one  would 
expect  a higher  percentage  of  survivors  in  the  more 
highly  differentiated  types  of  tumor  than  in  the 
undifferentiated  ones,  given  the  same  degree  of  local 
extension,  and  depending  on  the  type  of  new  growdh. 
While  again  these  figures  mean  very  little  for  sev- 
eral reasons,  this  fact  seems  to  be  borne  out  in  our 
observations  since  only  one  out  of  five  of  the  undif- 
ferentiated carcinomas  have  survived  to  date. 

Of  the  twelve  stage  I survivors,  three  received 
surgery  plus  irradiation,  and  nine  were  treated  by 
surgery  alone.  (Table  IX)  Tw'o  of  the  stage  II 
lesions  were  treated  by  the  combined  method,  w'hile 
one  case  did  not  receive  any  irradiation  therapy. 
The  two  stage  III  survivors  were  divided  as  to  the 
method  of  treatment.  There  can  be  little  surprise 
in  the  fact  that  the  stage  IV  survivors  received  the 
w’orks.  One  of  these  has  survived  less  than  a year, 
while  the  other  has  survived  3-4  years.  (Table  X) 

In  discussing  what  can  be  accomplished  in  im- 
proving our  results  in  this  group  of  patients,  em- 
phasis must  be  placed  on  early  recognition  of  the 
malignant  process,  as  it  is  in  consideration  of  all 
types  of  malignancies.  Little  would  be  gained  by 
broaching  the  subject  of  prophylactic  oophorectomy 
at  this  time.  Certainly  the  proponents  and  opponents 
of  this  practice  both  have  valid  arguments  on  their 
side.  We  should  delve  further  into  the  necessity  for 
and  the  practicality  of  more  frequent  routine  pelvic 
examinations  on  our  patients.  These  examinations, 
{)lu.>  the  intelligent  management  of  ovarian  neo- 
plasms, bearing  in  mind  the  consistency  of  the  neo- 
])lasm,  its  mobility,  size,  and  extent,  in  addition  to 
the  age,  childbearing  status,  and  general  condition 
of  the  patient,  seem  to  offer  the  chief  hope  for  the 
early  detection  and  cure  of  ovarian  malignancies. 
To  date  there  are  no  specialized  laboratory  tests  that 
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Table  IX 

Survivals  According  to^^ethod  of  Treatment 


Surgery  and  Irradiation* 

Surgery  Alone 

Stage 

I 

Stage 

II 

Stage 

III 

Stage 

IV 

2 

Stage 

I 

Stage 

II 

Stage 

III 

Stage 

IV 

Papillary  Serous 

Cvstaderiocarcinoma 

Pseudomucinous 
Cystadenocarciiioma 

2 

1 

2 

1 

5 

1 

2 

1 

1 

1 

Granulosa  Cell  Carcinoma. . . . 

Undifferentiated  Carcinoma.  . 

Totals 

3 

2 

1 

2 

9 

1 

1 

*Three  cases  received  Thio-tepa  or  radio-active  gold  intra-peritoneally  in  addition  to  other 
therapy. 


Table  X 


Periods  of  Survival  as  Related  to  Stage  of  Tumor  and  Method  of  Treatment 


will  aid  us  in  picking  up  early  ovarian  cancer,  hence 
we  must  rely  on  our  clinical  acumen,  patient,  and 
inter-professional  cooperation  to  improve  the  dismal 
picture  now  presented  by  ovarian  malignancies. 

Realizing  that  some  ovarian  neoplasms,  while  still 
quite  localized  can  metastasize  widely,  we  must  still 
insist  on  routine  pelvic  checkups.  The  question  of 
timing  of  these  checkups  poses  a serious  problem. 
Yearly  examinations  might  prove  too  infrequent,  even 
in  the  younger  group  of  women,  since  in  our  series, 
thirty  of  our  patients  had  symptoms  less  than  6 
months.  Yet  the  practicality  of  having  one’s  patient 
obtain  a routine  examination  every  six  months,  when 
she  is  feeling  well,  is  not  very  great.  However,  if 
every  female  patient  would  have  periodic  pelvic,  and 
other  examinations,  our  figures  in  this  and  other  types 
of  malignancies,  would  of  necessity  be  vastly  im- 
proved; and  the  more  frequently  the  examinations  are 
made,  the  more  often  early  lesions  will  be  discovered. 
At  the  same  time  the  overemphasis  on  cancer  phobia 
must  be  deplored,  but  rather  the  female  public  should 
be  calmly  and  sanely  urged  to  maintain  their  general 


health  through  periodic  examinations.  It  goes  with- 
out saying  that  no  examination  of  a female  patient 
is  complete,  that  does  not  include  pelvic  examination. 
Too  often  there  are  instances  of  patients  being  treated 
for  gastro-intestinal  or  other  disorders,  only  to  sub- 
sequently find,  often  times  too  late,  that  the  primary 
lesion  is  in  the  pelvis. 

On  discovering  an  adnexal  mass,  the  proper  pro- 
cedure from  that  point  on,  depends  on  several  fac- 
tors. Should  the  mass  be  cystic  and  under  five  centi- 
meters in  diameter,  the  patient  can  be  observed  at 
rather  frequent  intervals.  Growth  of  the  cystic  mass 
should  result  in  exploratory  laparotomy.  The  finding 
of  any  type  of  solid  ovarian  tumor  demands  imme- 
diate exploration  of  the  patient.  Tumors  of  large 
size,  whether  cystic  or  not  should  be  removed  as 
promptly  as  possible.  Doubt  in  the  mind  of  the  phy- 
sician concerning  the  characteristics  of  the  ovarian 
lesion,  whether  he  be  specialist  or  family  doctor, 
calls  for  consultation  in  the  interest  of  the  patient. 

In  the  case  of  women,  at,  during  or  past  the 
menopause,  a little  more  radical  outlook  is  called 
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for.  Just  before,  during,  and  shortly  following  the 
climacteric  more  frequent  checkups  are  required.  The 
finding  of  an}-  type  of  ovarian  growth  in  those  women 
past  the  menopause  indicates  laparotomy  and  re- 
moval. since  dysfunctional  cysts  do  not  occur  in  that 
group  of  women,  and  endometrial  cysts  should  have 
regressed  following  the  menopause,  ^^’omen  during  the 
climacteric  may  be  subject  to  dysfunctional  and  endo- 
metrial cysts,  as  well  as  uterine  growths  such  as 
fibromyoma  which  may  be  difficult  at  times  to  dis- 
tinguish from  ovarian  new  growths.  In  this  group 
also,  a more  radical  approach  may  be  made  to  their 
problem,  since  the  childbearing  function  does  not 
have  to  be  considered  usually.  The  same  general 
statements  can  be  made  of  those  women  just  pre- 
ceding the  climacteric. 

In  summary,  then,  we,  as  physicians,  should  strive 
for  periodic  general  and  pelvic  checkups  on  our 
female  patients,  preferably  at  six  monthly  intervals, 
but  certainly  at  least  yearly.  These  should  be  made 


more  frequently  just  preceding,  during,  and  follow- 
ing the  menopause.  The  intelligent  management  of 
adnexal  masses,  when  discovered,  with  the  liberal 
use  of  consultation,  when  indicated,  combined  with 
periodic  examination  on  a frequent  enough  basis, 
should  aid  in  the  early  detection  of  ovarian  growths. 
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Crash  Diets  for  Athletes 


Crash  diets  and  drying  out  by  high  school  wres- 
tlers and  boxers  trying  to  make  a certain  weight  class 
are  to  be  condemned,  according  to  the  American  Med- 
ical Association’s  Committee  on  Injury  in  Sports. 
In  a statement  in  the  January  26  AM.\  News,  the 
committee,  along  with  the  National  Federation  of 
State  High  School  Athletic  Associations,  called  for 
an  unannounced  “weighing  in’’  at  the  beginning  of 
the  season.  A boy  should  remain  throughout  the  sea- 
son in  the  class  established  for  him  at  the  “weighing 
in.”  The  groups  also  suggested  an  increased  num- 
ber of  weight  classes  for  athletes  to  minimize  the 
advantage  of  making  a certain  class. 

Many  schools  have  interscholastic  wrestling,  but 
only  two  states  (Idaho  and  Oregon)  permit  inter- 
scholastic boxing  in  high  school. 

Boys  going  on  crash  diets  several  times  a year  to 
make  weight  classes  led  to  the  statement. 

“Under  the  strong  motivation  and  appeal  of  sports, 
the  diets  and  dr}-ing  out  may  be  carried  to  great  ex- 
tremes. Such  efforts  are  not  consistent  with  the 


spirit  of  sport  in  that  they  tend  to  defeat  regulations 
designed  to  insure  fair  and  equitable  competitions.” 

The  crash  diets,  “sometimes  approaching  the 
starvation  level,”  also  are  condemned  from  a health 
standpoint.  “Disturbing  the  fluid  balance  of  the 
body  by  drying  out  holds  serious  health  hazards.” 

“These  dangers  are  intensified  in  the  immature 
organism  of  the  growdng  adolescent  athlete.  They  are 
also  intensified  by  jyeriodic  weighings  which  encour- 
age the  athlete  to  resort  to  such  practices  at  frequent 
intervals  during  the  season.” 

Under  the  present  system  in  which  crash  diets  are 
used,  an  athlete  may  be  competing  in  a class  below 
that  in  which  he  rightfully  belongs,  or  a boy  com- 
peting in  his  proper  class  may  be  pitted  against 
much  heavier  boys  who  “made”  the  weight  below 
their  real  class. 

No  plans  of  classification  of  athletes  is  infallible, 
but  they  believe  their  recommendations  “provide  the 
best  guarantee  of  equitable  competition  with  a health- 
ful experience  for  the  participants.” 
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Management  Of  Recent  Midfacial  Fractures 


TN  THIS  PRESENTATION,  we  will  consider 

those  midfacial  fractures  which,  we  have  observed, 
have  sometimes  been  overlooked  and  underestimated, 
or  in  which  there  has  been  a delay  in  recognition 
of  the  extent  of  the  injury.  Treatment,  therefore, 
has  not  been  satisfactory  because  of  the  influence  of 
these  various  factors  and,  in  addition,  in  some  in- 
stances, because  the  initial  examiner  has  been  reluc- 
tant to  advise  that  his  patient,  especially  if  a child, 
be  subjected  to  an  operative  procedure  under  general 
or  even  local  anesthesia. 

Massive  soft  tissue  and  bony  injuries,  not  infre- 
quently encountered,  will  not  be  considered,  for  the 
diagnosis  and  need  for  treatment  in  this  group  are 
quite  obvious  and  urgent.  In  this  paper,  the  cases 
excluded  are  those  with  multiple  facial  lacerations, 
multiple  general  body  injuries,  cerebrospinal  rhinor- 
rhea,  severe  hemorrhage,  and  shock. 

In  the  midfacial  injuries,  we  will  include  those 
with  minor  lacerations,  contusion,  ecchymosis,  and 
edema  of  the  overlying  and  intranasal  soft  tissues, 
masking  more  consequential  cartilaginous  and  bony 
trauma.  That  this  type  of  disability  is  misjudged, 
for  the  various  reasons  mentioned,  is  apparent  enough 
to  us  to  justify  this  presentation. 

The  bones  involved  are  mainly  those  of  the  nose, 
roof  of  the  mouth,  ethmoid  and  maxillary  sinuses, 
and  floor  of  the  orbit. 

These  injuries  are  usually  incurred  in  athletic 
contact,  transportation  mishaps,  falls — particularly 
in  cases  of  children — and  altercations.  Often,  from 
the  history,  the  force  responsible  for  the  disability 
will  not  be  considered  sufficiently  severe  to  cause 
a significant  injurj'.  This  is  misleading  to  the  initial 
examiner  and  the  patient,  so  that  after  the  swelling 
has  subsided,  the  resulting  deformity  and  malfunc- 
tion are  disclosed,  and  it  will  be  evident  that  the 
contact  has  not  been  as  harmless  as  previously 
thought. 

A knowledge  of  the  symptoms  and  signs  produced 

Presented  at  the  meeting  of  The  Medical  Society  of 
Virginia,  Richmond,  Virginia,  October  14,  1958. 
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by  fracture  displacement  of  this  group  of  facial 
bones  and  cartilages  is  important  and  should  be 
emphasized.  Examination  of  these  cases  may  be 
accomplished  without  the  need  for  any  special  in- 
struments. They  will  be  listed  with  brief  additional 
comments.  (Table  1) 

1.  Cutaneous  Soft  Tissue  Reaction.  Edema  and 
swelling  of  the  contused  and  lacerated  tissues  occur 
very  rapidly,  thus  precluding  early  accurate  evalua- 
tion of  the  status  of  the  underlying  facial  bones. 
The  degree  of  this  reaction  is  of  no  real  consequence, 
as  it  will  disappear  with  time.  Displaced  fractured 
bones  will  be  significant,  however.  (Fig.  1). 


Fig.  1.  Apparatus  for  reduction  of  fractures  of  the  nose 
and  maxilla.  Note  edema  and  ecchymosis. 


2.  Subconjunctival  Hemorrhage  and  Ecchymosis. 
The  presence  of  this  type  of  hemorrhage,  especially 
in  the  lower  half  of  the  eye,  is  highly  suggestive  of 
fracture  involving  the  floor  of  the  orbit.  (Fig.  2). 

3.  Diplopia.  Double  vision  in  certain  fields  is 
also  indicative  of  a fracture  displacement  involving 
the  bones  composing  the  orbital  cavity  and,  sec- 
ondarily, the  extrinsic  ocular  muscles.  This  disa- 
bility is  ver\'  rarely  a permanent  one  if  the  treatment 
is  correctly  performed  without  too  much  delay.  The 
testing  for  diplopia  in  the  various  fields  of  vision 
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Fig.  2.  Fracture  of  right  malar-maxillary  area.  Note  sub- 
conjunctival hemorrhage  and  depressed  deformity  of 
right  malar  area. 


is  a simple  procedure  and  should  be  carried  out  in 
the  event  of  any  midfacial  or  cranial  trauma. 

4.  Deformity.  Flattening  of  the  cheek  region,  de- 
pression or  lateral  deviation  of  the  nose,  or  interrup- 
tion of  the  continuity  of  the  orbital  ridges  may  be 
visually  noted  or  palpated  beneath  the  soft  tissue 
swelling.  (Figs.  2 and  3). 

5.  Xasal  Obstruction.  Unilateral  and/or  bilateral 
obstruction  to  the  nasal  airway  may  be  the  result 
of  displaced  osseous  and  cartilaginous  structures 
composing  the  nose.  However,  edema  and  hemor- 
rhage into  the  soft  tissues  of  the  nose  may  be  respon- 
sible for  the  obstruction,  particularly  in  children. 
It  is  important  to  determine  the  cause  of  this  ob- 
struction, for  prompt  evacuation  of  a hematoma  may 
prevent  cartilage  destruction  and  infection,  the  re- 
sults of  which  are  difficult  to  correct  in  subsequent 
secondary  reconstructive  and  plastic  procedures. 

6.  Epistaxis.  Xasal  bleeding  immediately  after 
the  occurrence  of  the  trauma  is  evidence  that  the 
nasal  mucous  membranes  have  been  lacerated.  Later 
slight  postnasal  bleeding  indicates  laceration  of  the 
mucous  meml)ranes  of  the  sinuses,  mainly  the  antra. 
The  cavity  is  emptied  slowly  by  gravity  and  by  the 
action  of  the  cilia. 


Fig.  3.  Fracture  displacement  nasal  bones.  Reduction  as 
outpatient,  local  anesthesia. 


7.  Anaesthesia.  A lack  of  sensation  or  numbness 
of  the  skin  of  the  cheek  and/or  of  the  upp>er  teeth 
will  indicate  a fracture  of  the  maxilla  involving  the 
second  division  of  the  fifth  nerve.  Sensation  usually 
returns  after  a period  of  some  weeks. 

8.  Dental  Malocclusion.  A fracture  displacement 
of  the  maxilla,  with  or  without  involvement  of  the 
teeth-bearing  alveolar  process  per  se,  may  result  in 
malalignment  of  the  teeth  so  that  there  is  not  the 
identical  contact  present  as  prior  to  the  accident. 
Dental  malocclusion  indicates  a fracture  which  may 
not  be  initially  evident  to  the  examiner.  This  point 
can  be  promptly  established  by  properly  questioning 
the  patient. 

9.  Less  Common,  (a)  Subcutaneous  emphysema 
after  blowing  the  nose,  (b)  Limitation  of  motion  of 
the  lower  jaw,  which  is  secondary  to  masseter  mus- 
cle contusion  or  spasm  and  possibly  to  the  encroach- 
ment of  a depressed  zygomatic  arch  upon  the  coronoid 
process  of  the  mandible,  (c)  Pain  which,  surpris- 
ingly enough,  is  not  a major  complaint. 

The  establishment  of  the  complete  diagnosis  is 
aided  by  radiographic  studies  of  the  facial  bones. 
In  fact,  full  facial  bone  x-rays  probably  should  be 
obtained  in  all  except  the  most  minor  type  of  injuries 
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and  all  in  which  legal  and  insurance  implications 
are  anticipated. 

We  have  learned  from  experience  that  roentgeno- 
grams of  the  zygomatic  arches  and  of  maxillae  (^^'a- 
ters  and  basal  views)  are  indisjjensable  in  establish- 
ing the  full  diagnosis  and  in  planning  the  treatment. 
Those  of  the  nasal  bones  are  less  important,  for  the 
clinical  impression  is  of  more  value  here  than  any- 
thing else.  Also,  it  must  be  recalled  that  depending 
upon  the  type  of  healing,  older  fracture  lines  of  the 
nasal  bones  may  be  confused  with  newer  ones  over 
an  infinite  period  of  time.  Again,  a point  of  inter- 
est is  that  fractures  of  the  midfacial  bones  in  pre- 
school children  (minus  6 years  of  age)  are  rare; 
the  resulting  injuries  are  more  commonly  those  of 
the  soft  tissues  and  the  cartilages  of  the  nose.  The 
gravity  of  neglected  hematomas  in  this  area  has 
been  previously  mentioned. 

MANAGEMENT 

Lacerations  should  be  closed  primarily  as  prompt- 
ly as  possible.  After  careful  cleansing,  the  edges  of 
the  wound  are  approximated  with  fine  sutures,  the 
material  usually  being  silk  (5  or  6 zero).  If  possible, 
existing  fractures  should  be  reduced  at  the  same  time, 
but  this  is  not  absolutely  necessary.  We  often  re- 
ceive patients  from  a distance,  referred  for  definitive 
treatment  of  the  fractures  after  the  lacerations  have 
been  repaired.  Also,  on  many  occasions,  one  wishes 
to  delay  reduction  of  the  fractures  until  after  repair 


of  the  lacerations,  in  order  that  plans  may  be  made 
for  treatment  of  the  bony  injuries.  This  brings  up 
the  time  factor  in  the  management  of  fractures. 

Clinical  fibrous  union  of  fractures  of  the  mid- 
facial region  takes  place  normally  within  three  weeks 
or  a few  days  in  excess  after  the  injury,  those  not 
involving  the  teeth-bearing  alveolar  process,  the 
shorter  time.  'I'he  union  is  fibrous  in  nature  except 
in  the  rare  areas  where  the  bony  fragments  are  ap- 
proximated exactly  end  to  end,  where  it  may  be 
osseous. 

It  has  been  our  experience  that  one  can  satisfac- 
torily reduce  the  vast  majority  of  fractures  of  the 
nasal,  maxillary,  and  zygomatic  bones  within  seven 
or  eight  days  after  the  injury,  and  this  can  be  done 
without  resorting  to  any  mechanism  for  traction  upon 
the  parts,  etc.  That  is,  once  reduced,  within  this 
period  of  time,  the  fragments  will  remain  in  the 
proper  position  with  minimal  efforts  for  immobili- 
zation being  necessary.  After  a period  of  from  two 
to  three  weeks  following  the  injury,  reduction  may 
be  accomplished  without  too  much  difficulty;  but 
immobilization  of  the  fragments  becomes  more  of  a 
proldem.  In  these  instances,  there  is  a tendency  for 
the  fragments  to  return  to  their  displaced  positions 
after  the  reduction.  After  three  weeks,  for  reduction, 
forceful  refracture  of  the  part  with  definite  measures 
to  obtain  immobilization  and  stabilization,  becomes 
a necessity.  After  a prolonged  period  of  time,  say 
from  four  to  five  weeks  plus,  it  is  often  advisable 


Fig.  4.  Old  depressed  nasal  fracture  requiring  cartilage  implant.  Before  and  after. 
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to  perform  some  type  of  plastic  procedure,  such  as  a 
rhinoplasty  or  the  use  of  osseous  implants  or  grafts 
to  improve  the  function  and  appearance  of  the  area. 
(Figs.  4 and  5). 


It  goes  without  saying  that  many  midfacial  frac- 
tures with  minimal  displacement  or  even  moderate 
displacement,  in  the  aged,  require  no  manipulative 
procedure.  \\’e  should  like  to  mention  a fact  that 
we  have  rej)eatedly  observed  in  fractures  involving 
the  antral  cavities;  fracture  and  comminution  of  the 
fragments  are  always  more  e.xtensive  than  x-ra}' 
interpretation  per  se  leads  one  to  believe.  We  allow 
for  this  discrepancy  in  advising  patients  as  to  the 
need  for  reduction. 

Further  discussion  of  treatment  will  be  divided 
into  three  categories:  (1)  Nasal  Injuries;  (2) 
IMalar-lMaxillary  Fractures  without  and  with  In- 
volvement of  the  Alveolar  Processes;  (3)  Zygomatic 
.■\rch  Fractures. 

(1 ) Xasal  Injuries. 

.\s  one  would  anticipate,  nasal  fractures  and  in- 
juries to  the  soft  tissues  and  cartilages  of  the  nose 
are  probably  the  commonest  injuries  incurred  by 
individuals  as  a whole.  The  majority  of  nasal  frac- 
tures may  be  very  satisfactorily  reduced  by  simple 
manipulation  of  the  parts,  manually  and  intranasally 
with  instruments,  under  local  or  general  anesthesia. 
This  may  be  carried  out  on  these  cases  either  as 
inpatients  or  outpatients,  depending  upon  the  various 


circumstances.  Instances  of  this  type  are  exemplified 
in  Figs.  3,  4,  and  6.  More  complicated  fractures 
require  special  equipment  to  immobilize  the  frag- 
ments, thus  preventing  broadening  and  depression 


of  the  Imny  nasal  complex  (Fig.  1).  This  is  rarely 
necessary,  however.  The  majority  of  nasal  fractures 
may  be  handled  by  the  simple  procedure  of  closed 
reduction.  When  this  cannot  be  accomplished,  then 
manipulation  is  delayed  and  carried  out  later  by 
open  reduction  (rhinoplastic  operations.  Fig.  5).  We 
often  have  difficulty  in  controlling  the  position  of  the 
septal  cartilage,  particularly  in  the  cases  of  closed 
reduction,  and  not  infrequently  a secondary  pro- 
cedure is  necessary  to  obtain  an  adequate  airway. 

Injuries  to  the  nose  in  children  offer  special  prob- 
lems. First,  soft  tissue  injuries  are  common  in  young 
children,  injuries  to  the  cartilages  less  so,  and  actual 
fractures  of  the  nasal  bones  are  even  rarer.  However, 
there  is  a tendency  to  minimize  these  injuries,  from 
the  physician’s  view  point,  and  this  may  lead  to 
errors  in  some  cases.  Adequate  examination  should 
be  accomplished  by  one  familiar  with  the  nasal 
anatomy  of  children,  regardless  of  the  difficulties 
encountered  with  the  ven,-  young.  Hematomas  of  the 
septum  and  lateral  nose  should  be  evacuated. 

(2)  Fractures  of  the  Malar  (Zygomatic)  and  Max- 
illary Bones. 

In  view  of  the  position  and  anatomy  of  these  cheek 
bones,  they  will  be  considered  together,  as  a com- 


Fig.  5.  Nasal  deformity  secondary  to  trauma  requiring  rhinoplastic  procedure.  Before  and  after. 
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Fig.  6.  Fracture  displacement  of  nasal  bones.  Reduction 
under  general  anaesthesia. 


bined  fracture  of  the  two  often  occurs  with  trauma 
directed  to  this  region.  One  frequently  encounters 
an  inward  and  downward  displacement  of  the  malar 
bone,  with  secondary  comminution  and  displacement 
of  the  bones  involving  the  superior  (floor  of  the 
orbit) , anterior,  and  lateral  walls  of  the  antral 
cavity.  (Figs.  7 and  8).  In  our  opinion,  this  type 


Diagram  Illustrating  Comminuted  Fracture  of 
Left  Midfacial  Bones 


Fig.  7.  Malar-maxillary  fracture. 


Fig.  8.  Malar-maxillary  fracture.  Reduction  by  transan- 
tral  approach.  Before  and  after  reformation  of  antral 
cavity. 


of  fracture  may  be  simply  and  better  reduced  by  a 
transantral  (Caldwell-Luc)  approach.  The  antral 
cavity  is  entered  through  an  intraoral  incision.  Frag- 
ments of  unattached  bone  and  Iflood  clots  are  removed 
from  the  disorganized  cavity,  and  then  by  finger  and 
instrument  manipulation  an  effort  is  made  to  re- 
establish the  correct  anatomical  conformity  and 
limits  of  the  cavity.  If  this  is  satisfactorily  achieved, 
the  fracture  displacement  must  then  be  reduced.  This 
reformation  of  the  antral  cavity,  as  practiced  by  the 
otolaryngologist,  is  the  key  to  successful  reduction 
of  malar-maxillary  fractures  and  to  a favorable 
result  without  complications.  -A.n  intra-antral  pack- 
ing of  vaseline  gauze  may  or  may  not  be  necessary 
for  the  purpose  of  immobilization.  The  packing,  if 
needed,  is  usually  led  out  of  an  intranasal  antrostomy 
opening  or,  more  rarely,  through  the  intraoral  in- 
cision. It  is  removed  after  having  been  left  in  situ 
for  12  to  14  days.  Hospitalization  during  this  entire 
period  is  not  required. 

Sometimes  after  approaching  the  fracture  intra- 
orally,  as  mentioned  above,  one  finds  less  fragmen- 
tation and  displacement  of  bone  than  had  been  anti- 
cipated. Reduction  then  may  be  carried  out  by 
upward  and  outward  pressure  exerted  from  beneath 
the  malar  bone  at  a point  near  the  maxilla,  without 
entering  the  antral  cavity. 

In  the  case  of  more  extensive  fractures  involving 
bilateral  malar-maxillary  injuries,  alveolar  processes 
with  malalignment  of  the  teeth,  old  fractures,  etc., 
the  reduction  procedure  becomes  more  difficult  and 
complex.  Measures  for  obtaining  reduction,  immo- 
bilization, and  traction,  such  as  utilizing  headcaps, 
dental  splints,  various  types  of  skeletal  pins,  and 
even  direct  wiring  of  the  fragments,  may  be  necessary. 
(Fig.  9).  Commonly,  the  simpler  methods  suffice; 
use  of  the  others,  though  spectacular  and  impressive, 
is  not  often  required.  It  is  not  our  intent  in  this 
presentation  to  discuss  these  more  complicated  frac- 
tures. 
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Fig.  9.  Fracture  right  maxilla  requiring  apparatus  for 
immobilization. 


Fig.  10.  Fracture  of  zygomatic  arch  requiring  reduction. 


It  should  be  mentioned  that  in  fractures  involv- 
ing the  antral  cavity  where  packing  is  necessary,  the 
establishment  of  a functioning  inferior  meatal  an- 
trostomy  is  desirable;  and  also,  subsequently,  fur- 
ther treatment  to  the  cavity  will  minimize  the  dis- 
position to  future  sinusitis  or  complaints  referable 
to  the  sinuses. 

(3)  Zygomatic  Arch  Fractures. 

Fractures  of  the  zygomatic  processes  of  the  malar 
and  temporal  bones,  composing  the  arch,  are  com- 
mon and  are  the  less  difficult  of  the  midfacial  frac- 
tures to  reduce.  Fractures  with  only  slight  displace- 
ment need  no  treatment.  Those  with  displacement 
to  a degree  that  will  interfere  with  the  function  of 
the  mandible,  or  result  in  a facial  deformity  if  not 
corrected,  require  reduction.  (Fig.  10).  This  pro- 
cedure is  a comparatively  easy  one,  accomplished 
through  an  external  or  intraoral  approach.  Usually, 
no  mechanism  for  immobilization  is  necessary.  Old 
fractures  may  require  external  traction,  direct  wir- 
ing of  the  fragments,  etc.,  in  order  to  obtain  a 
satisfactory  result.  To  repeat,  complicated  procedures 
are  seldom  needed  in  this  type  of  fracture. 

has  been  previously  mentioned,  clinical  fibrous 


union  occurs  in  midfacial  fractures  in  about  three 
weeks,  and  in  a slightly  longer  interval  (four  weeks) 
in  a tooth-bearing  alveolar  process.  Therefore,  the 
fractured  parts  should  be  in  a state  of  immobilization 
and/or  guarded  from  trauma  for  this  period  of  time. 

SUMMARY 

The  management  of  midfacial  fractures  of  the 
less  severe  type  has  been  discussed  with  the  intent 
of  acquainting  the  nonspecialist  in  this  field  with 
some  of  the  asp>ects  of  diagnosis  and  treatment.  This 
presentation  was  prompted  by  the  fact  that  even  the 
reaction  of  the  less  serious  injuries  of  the  soft  tis- 
sues will  cover  or  mask  an  underlying  bony  one  of 
some  significance,  thus  leading  to  an  incomplete  or 
delayed  diagnosis  and  evaluation  of  the  entire  pic- 
ture. Conversely,  severe  injuries  of  the  midfacial 
region  involving  the  soft  tissues  receive  prompt  treat- 
ment, as  it  is  necessary  for  this  group  of  patients  to 
be  hospitalized  immediately  because  of  the  obvious 
emergency  nature  of  their  disability. 

Emphasis  is  placed  on  the  existence  of  deformity, 
edema,  epistaxis,  regional  dental  and  cutaneous 
anaesthesia,  new  malalignment  of  teeth,  diplopia, 
hemorrhage  into  the  tissues,  and  other  less  common 
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Table  1. 

SYMPTOMS  AND  SIGNS  OF 
MIDFACIAL  FRACTURES 
Soft  Tissue  Reaction 

Subconjunctival  Hemorrhage  and  Ecchymosis 

Diplopia 

Deformity 

Nasal  Obstruction 

Epistaxis 

Anaesthesia 

Malocclusion  of  Teeth 

Subcutaneous  Emphysema 

Trismus 

Discomfort 

signs,  as  evidences  of  fracture  of  the  midfacial  bones. 


The  permissible  time  or  lapse  between  the  injury 
and  reduction  of  the  fractures,  to  obtain  the  best 
results,  is  discussed. 

Simplicity  in  the  method  of  correcting  the  disa- 
bility is  desired  over  the  more  involved  procedures; 
however,  in  the  more  complicated  cases,  the  latter 
may  be  required. 

In  the  vast  majority  of  these  injuries,  if  managed 
correctly,  satisfactory  results  will  be  obtained.  More 
difficulty  is  encountered  in  handling  successfully, 
and  initially,  the  nasal  cartilages  than  any  other 
parts.  Secondary  procedures  to  improve  the  nasal 
airway  are  frequently  necessary. 

University  of  Virginia  Hospital 
Charlottesville,  Virginia 


Child  Rearing  Principles 


A boy  needs  parents,  not  push-overs,  according  to 
Cal  Farley,  founder  of  Boys  Ranch  at  Amarillo, 
Texas.  The  principles  of  rearing  a boy  are  “decep- 
tively simple.  Maybe  that’s  why  they  are  so  easily 
forgotten — or  not  properly  learned,”  Farley  said  in 
the  January  Today’s  Health,  published  by  the  Amer- 
ican Medical  Association. 

Boys  Ranch  accommodates  220  youngsters  and 
is  expanding  its  facilities  for  another  500.  In  20 
years,  1500  boys — most  from  homes  broken  by  fam- 
ily trouble  or  death — have  lived  at  the  ranch.  About 
40  per  cent  of  the  boys  were  in  some  kind  of  trouble 
with  the  law  and  the  others  were  headed  that  way. 
Only  37  boys  were  failures.  The  ranch  has  no 
special  disciplinary  staff  member.  Every  adult  has 
authority  over  a boy  while  with  him. 

“This  way,  the  boy  learns  to  respect  and  obey 
all  adults.  Equally  important,  when  a boy  steps  out 
of  line  we  correct  him  immediately.  Just  keep  boys 
on  the  beam,  supervise  and  teach  them  until  they 
finally  understand  and  they’ll  turn  out  okay.” 


Farley  listed  the  five  guiding  rules  for  rearing 
boys  at  Boys  Ranch.  They  are: 

— Teaching  the  boy  to  obey.  This  is  the  most 
difficult  job  and  the  most  important.  When  a child 
is  allowed  to  set  his  own  rules  he  will  grow  up 
without  any  rules  at  all. 

— -Living  with  the  boy.  By  helping  him  to  enjoy 
his  youth,  he  can  be  shown  how  his  boyhood  years 
can  be  used  to  equip  himself  for  manhood. 

— Being  specific  with  the  boy.  Adults  should  let 
him  know  where  they  stand — and  therefore  where 
he  stands.  Then  he  is  not  confused  by  doubt,  un- 
certainty, or  conflict. 

— Giving  him  responsibility.  By  making  a boy 
feel  part  of  the  working  team  at  the  ranch  (or  at 
home),  he  will  understand  how  to  be  part  of  the 
team  in  whatever  sphere  of  life  he  enters. 

— Loving  him.  The  boy  must  be  shown  that  love 
can’t  be  measured  by  what  one  gets  or  gives  but  in 
how  one  conducts  himself.  It  is  a kind  of  mutual 
respect. 
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Cancerous  and  Precancerous  Lesions  of  the 
Conjunctiva  and  Cornea 


PRECANCEROUS  and  cancerous  lesions  of  the 
conjunctiva  are  uncommon  but  should  always 
be  considered  in  treating  diseases  of  these  tissues. 
Clinically,  a broad  classification  can  be  made  into 
pigmented  and  non-pigmented  groups. 

The  non-pigmented  group  is  the  commonest  and 
the  origin  of  these  lesions  is  from  the  surface  epithe- 
lium. The  conjunctiva  and  corneal  surface  epithe- 
lium undergo  changes  related  to  the  keratosis  of  the 
skin,  namely  epidermidalization  and  dyskeratosis. 
In  epidermidalization  the  epithelium  of  the  limbus 
becomes  thickened  and  may  exhibit  rete  pegs.  If  an 
e.xcess  of  cells  undergo  surface  keratinization,  form- 
ing a thick  horny  layer  of  flattened  keratic  anuclear 
plaques,  then  hyperkeratosis  is  present.  If  nuclei 
are  present  then  parakeratosis  is  present.  These 
lesions  are  benign  as  long  as  the  basal  layer  remains 
palisaded  and  retains  the  morphologic  characteristics 
and  keratin  is  only  produced  at  the  surface  and  not 
by  the  cells  of  the  prickle  layer. 

In  dyskeratosis,  keratohyaline  is  produced  in  the 
prickle  layer.  ^litotic  figures  may  be  present  and 
these  changes  may  ultimately  lead  to  malignant  in- 
vasive characteristics. 

The  benign  papilloma  is  the  most  frequently  found 
of  any  of  these  lesions  and  usually  occurs  in  people 
over  forty.  Papillomas  around  the  caruncle  do  occa- 
sionally appear  in  children. 

Conjunctival  papillomas  occur  in  the  upper  fornix, 
at  the  lid  margins,  near  the  puncta  or  caruncle;  they 
may  be  single  or  multiple  and  occasionally  bilateral. 
Clinically  they  are  recognized  by  their  corrugated 
or  cauliflower  like  surface  and  tend  to  be  pedun- 
culated. Occasionally  they  may  be  pigmented  in  dark 
skinned  individuals.  At  the  lid  margins  they  may 
break  down  causing  the  formation  of  crusts.  Papil- 
lomas have  a predilection  for  the  sites  where  epithe- 
lium undergoes  a transition  and  are  then  more 
common  at  the  lid  margin  and  limbus.  Limbal 
papillomas  have  an  entirely  different  gross  appear- 
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ance  from  those  of  the  cul  de  sac.  They  are  elevated 
tumors  with  a flat  irregular  surface  which  may 
extend  over  the  cornea.  Clinically  it  may  be  difficult 
to  differentiate  this  from  an  early  squamous  cell 
epithelioma.  Some  classify  them  as  papillary  squa- 
mous epitheliomas. 

Pathologically  papillomas  have  a central  core  of 
fibrous  tissue  which  is  vascular  and  is  covered  by 
stratified  squamous  epithelium.  When  the  tumor 
extends  over  the  cornea.  Bowman’s  membrane  may 
be  destroyed.  These  papillomas  rarely  become  malig- 
nant, but  under  constant  irritations  they  may  break 
down  into  an  epithelioma.  They  must  be  differen- 
tiated from 

1.  chronic  granulation  tissue; 

2.  polypoid  fibromas  which  are  smooth; 

3.  epithelioma  which  are  usually  smoother; 

4.  limbal  dermoids  which  commonly  have  hair 
sticking  from  them; 

5.  senile  hyperkeratosis; 

6.  early  pterygia. 

Treatment  is  by  local  excision  or  lately  beta  radia- 
tion has  been  employed  with  satisfactory  results. 

Case  I.  Mr.  H.  R.,  a white  male,  age  fifty-five, 
had  noticed  a small  growth  on  his  eye  for  two  years 
which  had  gradually  enlarged.  No  other  symptoms 
were  elicited.  On  examination  he  had  a flat  cauliflow- 
er like  growth  at  the  limbus  in  the  temporal  triangle 
of  the  left  eye.  This  was  fixed  at  the  limbus.  It  was 
excised  locally  and  a diagnosis  of  limbal  papilloma 
was  made,  pathologically.  In  one  area,  shown  by  a 
white  exudate  in  the  picture,  early  carcinomatous 
changes  were  seen.  (Fig.  I) 

LEUKOPLAKIA 

Leukoplakia  as  elsewhere  in  the  body  is  a true 
precancerous  lesion.  Although  seen  frequently  in 
the  mucous  membrane  of  the  mouth,  it  is  seen  much 
less  commonly  on  the  conjunctiva  and  cornea.  The 
lesion  is  a focal  area  of  epithelial  hyperplasia  and 
keratinization  and  is  usually  seen  at  the  limbus 
temporally,  but  may  also  appear  on  the  bulbar  con- 
junctiva. It  may  vary  in  size,  but  is  usually  seen 
as  a slightly  elevated  white  plaque  which  may  be 
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Fig.  I 


easily  overlooked  or  mistaken  for  pinguecula.  Leu- 
koplakia is  white  and  superficial  whereas  a pinguec- 
ula is  yellow  and  subepithelial.  Pathologically  the 
tumor  consists  of  a mass  of  thickened  and  kera- 
tinized epithelium  without  connective  tissue  core. 
This  lesion  is  a forerunner  of  squamous  cell  epithe- 
lioma. Any  change  in  size  or  vascularity  may  indi- 
cate malignant  change. 

Treatment  of  choice  is  complete  excision,  which 
is  usually  accomplished  with  very  little  difficulty. 
Differential  diagnosis: 

1.  pterygiums  and  pingueculae 

2.  malignant  epitheliomas 

.1.  Bowen’s  disease 

Case  II.  This  seventy-three  year  old  white  male 
had  noticed  a “growth”  on  his  left  eye  for  approxi- 
mately one  year.  This  growth  had  been  spreading 
fairly  rapidly.  When  first  seen  the  patient  had  a 
white  raised  lesion  at  the  limbus  at  approximately 
three  o’clock;  the  lesion  measured  4 mm.  by  5 mm. 
A diagnosis  of  epithelioma  was  made  clinically. 

Local  excision  was  carried  out,  the  tumor  was 
excised  with  a good  layer  of  corneal  stroma.  The 
postoperative  course  was  uneventful  and  no  recur- 
rence has  been  noted  to  date.  Pathological  examina- 
tion revealed  the  lesion  to  be  leukoplakia.  (Fig.  II) 


Fig.  II 


Bowen’s  disease  is  infrequently  seen  and  repre- 
sents one  of  the  earliest  cancerous  changes  in  ocular 
tissues.  The  exact  classification  of  this  condition  is 
still  in  dispute.  Some  believe  it  to  be  a form  of 
basal  or  squamous  cell  carcinoma  in  situ,  others 
regard  it  as  a precancerous  lesion  with  malignant 
possibilities  such  as  is  seen  in  precancerous  mela- 
nosis and  therefore  it  falls  into  the  category  of 
Paget’s  disease  of  the  breast. 

INIcGavic  reported  this  disease  as  a syndrome  in- 
volving both  cornea  and  conjuctiva  at  the  limbus. 

Bowen’s  disease  is  an  intra-epithelial  epithelioma 
involving  either  the  cornea,  conjunctiva,  or  skin  of 
the  lids.  In  ophthalmology,  it  is  encountered  most 
frequently  on  the  cornea  and  has  the  appearance  of 
a diffuse,  slightly  elevated  granulomatous  to  gela- 
tinous-looking lesion.  Some  degree  of  vasculariza- 
tion is  always  present.  This  disease  arises  in  the 
epithelium  and  remains  confined  without  breaking 
through  the  basal  layer  of  epithelium  for  many  years. 
It  may  eventually  break  through  the  surface  epithe- 
lium and,  rarely,  may  even  metastasize.  The  lesion 
is  commonly  associated  with  some  type  of  chronic 
inflammation  which  may  keep  the  neoplasm  masked 
for  some  time.  There  is  usually  some  degree  of  in- 
flammation surrounding  the  growth.  In  McGavic’s 
original  series,  three  of  his  five  cases  had  a preced- 
ing history  of  injury  or  inflammation.  This  condi- 
tion is  almost  always  limited  to  those  in  the  age 
group  of  fifty  years  or  older.  (Fig.  Ill) 


Fig.  Ill 


Case  III.  Mrs.  R.  R.,  a Negress,  aged  sixty-four 
years  of  age,  had  noticed  a growth  on  her  eye  for 
the  last  two  years.  This  had  begun  at  the  inferior 
margin  of  her  cornea  and  had  spread  slowly  over 
the  surface  of  the  cornea  until  it  interfered  with  her 
vision,  .^t  this  time,  she  sought  medical  treatment 
and  was  placed  on  some  type  of  ophthalmic  oint- 
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ment.  This  did  not  improve  the  condition  and  she 
was  referred  to  this  hospital  for  further  treatment. 

A history  was  obtained  of  having  burning  and 
itching  eyes  for  many  years.  The  patient  had  under- 
gone surgery  for  the  removal  of  a “tumor  on  her 
stomach,’'  but  further  information  concerning  this 
was  unobtainable.  She  also  gave  a familial  history 
of  a brother  having  had  a condition  similar  to  hers 
for  which  his  eye  was  removed  but  we  were  unable 
to  trace  this  further. 

When  first  seen  on  August  16,  1955,  a large 
gelatinous  growth  was  present  on  the  left  eye.  It 
involved  the  bulbar  conjunctiva  and  approximately 
one-fourth  of  the  lower  temporal  part  of  the  cornea. 
A marked  inflammatory  reaction  surrounded  the 
lesion.  The  remaining  cornea  was  thickened  and 
edematous.  Profuse  lacrimation  was  present. 

The  vision  in  this  eye  was  limited  to  light  per- 
ception only,  vision  in  the  right  eye  uncorrected  was 
20/60.  Both  pupils  reacted  to  light  and  accom- 
modation. Tension  in  both  eyes  was  22  mm.  of 
mercury  by  Schiotz’s  tonometer. 

The  right  eye  exhibited  thickening  of  the  bulbar 
conjunctiva  due  to  chronic  inflammation  but  was 
otherwise  unremarkable.  The  slit  lamp  examination 
of  the  left  eye  revealed  the  thick  gelatinous  nature 
of  the  growth,  as  well  as  its  marked  vascularity.  A 
tyndall  effect  was  seen  in  the  anterior  chamber. 

Cultures  and  smears  were  taken  but  showed  only 
a few  staphylococcus  aureus.  X-ray  studies  of  the 
orbit  were  normal. 

The  remainder  of  the  physical  examination  was 
negative.  It  was  felt  at  this  time  that  this  lesion 
represented  a neoplasm  of  the  cornea  and  for  this 
reason  a wide  enucleation  was  recommended. 

The  patient  was  hospitalized  and  a wide  enuclea- 
tion was  performed,  removing  all  of  the  bulbar 
conjunctiva  and  some  of  the  palpebral  conjunctiva. 
The  postoperative  course  was  unremarkable  and  to 
date  no  recurrence  has  been  noted. 

The  pathologic  report  of  the  tissue  submitted  was 
that  of  intra-epithelial  epithelioma  or  Bowen's  dis- 
ease. 

These  lesions  are  made  up  of  epithelial  cells  show- 
ing great  variation  in  size,  shape,  and  staining 
characteristics.  Mitoses  are  numerous  and  there  may 
be  many  giant  cells.  The  basement  membrane  by 
definition  is  not  invaded  but  an  inflammatory  layer 
of  plasma  cells  and  leukocytes  may  be  present  be- 
neath this  layer. 

Complete  surgical  excision  is  the  procedure  of 


choice.  X-ray  and  Beta  radiation  produces  variable 
results. 

EPITHELIOMA 

Squamous  cell  epithelioma  of  the  conjunctiva  is 
much  (at  least  ten  times)  more  common  than  basal 
cell  epithelioma.  Epitheliomas  or  epidermoid  car- 
cinomas are  most  frequently  seen  at  the  limbus  but 
they  do  occur  at  the  caruncle  and  in  the  bulbar  and 
palpebral  conjunctiva.  A limbal  epithelioma  may 
invade  the  sclera  and  much  more  rarely  the  cornea. 
The  tumor  may  even  extend  through  the  sclera  and 
show  intraocular  invasion.  Chronic  irritation  is  a 
precipitating  factor,  consequently  squamous  epithe- 
liomas and  leukoplakias  are  usually  located  in  the 
palpebral  aperture  and  most  often  on  the  temporal 
side  in  the  limbal  region.  Limbal  epitheliomas  begin 
as  small  greyish  white  opaque  nodules  that  can 
easily  be  confused  with  senile  hyperkeratosis.  The 
growth  is  usually  slow  and  may  change  little  for 
years.  The  tumors  are  pinkish  gray  in  color  with 
a scattering  of  small  reddish  yellow  spots  over  the 
surface.  Dilated  vessels  course  toward  and  away 
from  the  lesion.  Under  slit  lamp  magnification  the 
general  contour  is  smoothly  lobular  with  small  ves- 
sels forming  a characteristic  bud  at  the  apex  of  each 
lobule.  Areas  of  erosion  may  be  present.  The  lesion 
does  not  invade  the  stroma  of  the  cornea  until  very 
late. 

Epithelioma  must  be  differentiated  from 

1.  benign  papillomas 

2.  Bowen’s  disease 

3.  leukoplakia 

The  pathological  picture  shows  typical  epithelial 
cell  nests  which  are  surrounded  by  prickle  and 
polygonal  cells  and  these  in  turn  by  cuboidal  and 
cylindrical  cells.  The  nuclei  are  varied  in  size  and 
form.  Considerable  inflammator)-  cells  are  usually 
present.  Ash  and  ^^'ilder  reported  forty  eight  tumors 
of  the  limbus.  Of  these  thirty  some  were  of  the 
squamous  cell  epidermoid  type  of  carcinomas,  eight 
were  papillary  carcinomas  and  one  was  a basal  cell 
type. 

These  lesions  are  of  relatively  low  grade  malig- 
nancy and  can  be  treated  conservatively.  If  the  lesion 
is  well  localized  surgical  excision  may  be  used. 
I.arger  lesions  require  more  radical  surgical  excision. 

Case  IV.  This  ninety  year  old  white  male  had 
noticed  a growth  on  his  left  eye  for  approximately 
six  months.  The  lesion  probably  dated  further  back 
than  this.  On  examination  vision  in  the  right  eye 
was  20/200  and  in  the  left  eye  was  20/200.  Pupils 
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were  regular  and  reacted  to  light.  Tension  was  nor- 
mal in  both  eyes.  A large  white  to  pink  tumor  was 
present  on  the  left  eye.  This  was  polypoid,  smooth, 
and  involved  two-fifths  of  the  cornea  and  appeared 
to  originate  at  the  limbus  at  approximately  six  to 
nine  o’clock.  Senile  cataract  was  present  in  both 
eyes. 

A diagnosis  of  epithelioma  of  the  cornea  was 
made.  Local  excision  was  carried  out  and  a good 
layer  of  corneal  stroma  was  excised  along  with  the 
tumor.  No  recurrence  has  been  noted  to  date. 

Pathological  sections  showed  the  lesion  to  be  cov- 
ered by  squamous  epithelium.  The  entire  mass 
showed  a number  of  epithelial  cords  transversing 
through  a myomatous  stroma.  The  cords  anasto- 
mosed to  some  degree.  The  cells  in  tliese  cords  did 
not  stain  as  well  as  true  epithelium  and  their  nuclei 
varied  somewhat.  Occasional  mitotic  figures  were 
seen.  The  tumor  showed  invasive  tendencies.  The 
final  diagnosis  was  squamous  cell  carcinoma  Grade 
T.  (Fig.  IV) 


Fig.  IV 


d’he  next  main  group  of  lesions  are  usually  pig- 
mented. Although  pigment  is  present  in  all  these 
lesions  the  pigment  content  is  not  characteristic  of 
the  type  of  cell  and  does  not  indicate  the  degree  of 
malignancy.  These  pigment  containing  tumor  cells 
are  found  in  the  same  area. 

The  exact  origin  of  the  cells  responsible  for  the 
pigmented  group  of  lesions  is  still  in  dispute.  Some 
believe  them  to  be  of  neuroectodermal  origin,  cells 
which  have  migrated  from  the  neural  crest  embryo- 
logically.  These  are  often  thought  to  be  direct  deriva- 
tions of  the  Schwann  cells.  The  old  theory  of  meso- 
dermal origin  has  been  almost  discarded.  Whatever 
their  origin  these  pigmented  lesions  which  include 
the  nevus,  melanoma,  and  melanosis  may  be  classi- 
fied into  distinct  groups.  These  include  the  common 
nevus  whicli  consists  of  nests  and  strands  of  cells 


with  irregular  nuclei.  Pigment  is  variable.  No  in- 
volvement of  the  dermis  is  seen.  The  next  group 
and  the  potentially  malignant  group  are  the  lesions 
with  activity  in  the  basal  layers  of  the  epidermis 
and  involvement  of  the  dermis  in  the  so  called 
junctional  nevus.  The  third  type  is  the  dermal 
which  has  isolated  clumps  of  nevus  cells  in  the 
dermis  but  is  separated  from  the  epithelium  by  con- 
nective tissue.  The  junctional  changes  may  lead 
to  malignant  melanoma  and  malignant  melanosis. 
The  dermal  lesion  includes  the  blue  nevus  and 
melanosis  oculi.  Most  conjunctival  nevi  are  junc- 
tional in  nature. 

1.  Junctional 

a.  malignant  melanosis 

b.  premalignant  melanosis 

c.  malignant  melanoma 

2.  Mixed 

.1.  Dermal  melanosis 

a.  blue  nevus  malignant 

b.  dermal  nevus 

NEVUS 

Nevi  very  rarely  become  malignant.  They  may  be 
single  or  multiple.  They  are  usually  located  in  the 
scleral  triangles  at  or  near  the  limbus  or  the  caruncle. 

The  tumor  is  usually  elevated  with  a roughened 
surface  and  may  have  varying  degrees  of  pigmenta- 
tion. Reese,  in  reviewing  the  literature,  found  only 
two  cases  of  malignancy  developing  from  pre-exist- 
ing conjunctival  nevi.  Hairs  in  the  nevus  is  felt 
to  be  evidence  of  the  benign  nature  of  the  tumor. 

Nevi  must  be  differentiated  from 

1.  malignant  melanosis — diffuse,  granular, 
more  yellowish 

2.  malignant  melanoma 

.1.  pinguecula 

These  lesions  consist  essentially  of  groups  of 
large  flat  polygonal  nevus  cells  which  may  or  may 
not  contain  pigment. 

Excision  is  the  treatment  of  choice. 

Case  V.  This  forty  year  old  female  Negro  had 
noticed  a black  spot  in  the  inner  corner  of  her  left 
eye  for  many  years.  She  thought  that  it  had  been 
getting  larger.  Vision  in  the  right  eye  was  20/20 
and  in  the  left  eye  was  20/20.  Tension  was  normal 
in  both  eyes.  A slightly  raised  deeply  pigmented 
lesion  measuring  2 mm.  by  2 mm.  was  present  at  the 
inner  caruncle  of  the  left  eye.  No  inflammatory  reac- 
tion was  present  around  it  and  no  increase  in  vas- 
cularity was  noted.  A diagnosis  of  benign  nevus  was 
made.  Local  excision  was  carried  out. 
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Pathological  section  showed  the  lesion  to  consist 
of  groups  of  large  flat  pigment  p>olygonal  ne\'us  cells. 
Final  diagnosis  is  benign  pigmented  nevus.  (Fig.  V) 


Fig.  V 

PREC.\XCEROUS  .\XD  C.A.XCEROUS 
MEL.\XOSIS 

Melanosis  of  the  conjuctivae  appears  usually  in 
the  fifth  and  sixth  decade.  Precancerous  melanosis 
manifests  itself  as  a diffuse  nonelevated  pigmenta- 
tion with  a granular  appearance.  The  lesion  is 
diffuse  and  the  pigment  is  rather  more  yellowish 
than  brown.  ^lalignant  areas  may  appear  at  any 
site  and  multiple  sites  may  become  malignant  simul- 
taneously. The  average  length  of  time  between  its 
appearance  and  its  subsequent  malignant  change  is 
from  five  to  ten  years.  Increase  in  pigmentation  and 
signs  of  inflammation  may  indicate  malignant 
change.  Occasionally  the  lesion  may  regress  spon- 
taneously. 

Differential  diagnosis: 

1.  nevi — circumscribed,  congenital  tumors 

2.  melanosis — more  circumscribed  and  vascular 

3.  melanosisoculi — increased  pigmentation  of 
all  ocular  tissue 

4.  ochronosis 

In  these  lesions  the  basal  cells  of  the  conjunctival 
epithelium  increase  in  number,  become  pigmented, 
swollen  and  hydropic.  The  basal  layer  proliferates 
and  in  others  it  is  segregated  into  clumps.  As  can- 
cerous changes  take  place,  the  cells  begin  to  show 
invasive  tendencies,  mitotic  figures  are  numerous 
and  a marked  inflammatory  reaction  occurs. 

Sarcomas  are  really  malignant  melanosis. 

Malignant  melanomas  are  most  commonly  found 
in  the  fifth,  sixth,  and  seventh  decades  although  they 
may  occur  earlier.  The  tumors  may  involve  any 
portion  of  the  bulbar  or  palpebral  conjunctivae.  In  the 
fornix  they  are  oval  or  spherical  and  smooth.  In  the 
scleral  triangle  the  tumor  is  flat  with  roughened 


surface  and  irregular  edges.  The  pigment  is  usually 
brown  or  black. 

Growth  varies,  it  may  be  rapid  or  the  mass  may 
even  be  dormant  for  years.  Sometimes  the  growth 
will  outstrip  its  blood  supply  and  necrosis  results. 
Extension  into  the  orbital  tissues  or  to  the  globe 
along  the  perforating  vessels  or  metastasis  in  the 
proximal  glands,  liver,  or  lung  is  the  course.  These 
extensions  may  be  years  in  developing. 

Melanin  is  not  usually  found  in  the  urine,  but 
when  present  is  diagnostic  of  a melanoma.  If  still 
present  after  the  removal  of  the  tumor,  metastasis 
should  be  looked  for. 

Differential  diagnosis: 

1 . nevi 

2.  malignant  cancerous  melanosis 

Callender  grouped  malignant  melanomas  as  fol- 
lows: (1)  Spindle  Cell  spindle-shaped  cells  with 
narrow  oval  nucleus  and  indistinguishable  or  ill 
defined  nucleolus.  (2)  Spindle  Cell  B,  spindle- 
shaped  cells,  in  which  the  nucleus  is  also  oval,  but 
which  has  a prominent  nucleolus  and  is  generally 
more  robust  than  in  Spindle  Cell  (3)  Fascicular, 
a palisaded  arrangement  of  the  cells,  which  are 
usually  spindle  cell  type  B.  (4)  Xecrotic,  too  necrotic 
to  classify.  (5)  Mixed  cell  tumors,  a combination 
of  two  or  more  types,  with  the  exceptions  of  Spindle 
Cell  A and  B type  tumors  (which  are  classed  as 
Spindle  Cell  B),  and  spindle-cell  type  B in  palisaded 
arrangement  (which  are  classed  as  Fascicular).  (6) 
Epithelioid,  a round  or  polygonal  cell,  usually  rather 
large,  but  with  considerable  variation  in  size  and 
shape.  The  nucleus  is  large,  round  and  nucleolated. 
The  cytoplasm  is  abundant  and  markedly  acido- 
philic. The  least  malignant  type  is  the  Spindle 
cell  A,  and  the  most  malignant  is  epithelioid.  When 
cases  are  classified  according  to  argvrophil  fibers,  as 
demonstrated  by  Wilder’s  reticulin  stain,  the  malig- 
nancy is  inversely  proportional  to  the  fiber  content. 

X-ray  therapy  is  valueless  and  surgical  excision 
more  radical  than  otherwise  is  indicated  as  the  pri- 
mary procedure.  .A.  wide  margin  of  the  conjunctiva 
should  be  removed  with  the  tumor.  If  the  tumor  turns 
out  to  be  a Spindle  Cell  .A  or  B with  a high  reticu- 
lum count  it  is  justifiable  to  do  no  further  surgery, 
but  to  watch  the  patient  carefully.  If  the  tumor 
proves  to  be  a mixed  cell  type,  an  epithelial  or  a 
necrotic  type,  exenteration  of  the  orbit  should  be 
done  immediately. 

MEL.AXOSIS  OCULI 

Originally  believed  to  be  mesodermal  in  origin. 
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melanosis  oculi  is  probably  neuroectodermal  in  origin 
as  well  as  the  other  pigmented  lesions.  If  it  becomes 
malignant  the  neoplastic  cells  are  indistinguishable 
from  other  melanomas.  It  is  manifested  by  pigmen- 
tation of  the  skin  of  the  lids  and  the  ocular  tissues 
especially  around  the  limbal  vessels.  It  may  involve 
the  uveal  tract  and  optic  nerve.  It  is  potentially 
malignant  and  must  be  watched  very  carefully. 

Two  broad  groups  of  precancerous  and  cancerous 
lesions  of  the  conjunctiva  and  cornea  have  been  dis- 
cussed. The  first  group  of  epithelial  origin  is  rela- 
tively benign  and  can  be  treated  conservatively.  The 
second  group  is  derived  from  neural  ectoderm  and 


melanocytes  and  is  very  malignant  and  must  be 
treated  with  more  radical  methods. 
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New  Blood  Test  in  Arthritis. 


A relatively  new  blood  test  for  rheumatoid  arthritis 
has  been  shown  to  be  about  85  per  cent  accurate  by 
two  new  studies.  The  test  involves  adding  particles 
of  specially  treated  bentonite,  an  aluminum  salt,  to 
blood  serum.  If  the  patient  has  rheumatoid  arthritis, 
the  bentonite  particles  clump  in  a particular  man- 
ner. It  is  similar  to  other  blood  tests  for  arthritis, 
which  use  sheep  blood  or  latex  as  the  clumping 
material.  However,  the  bentonite  test  is  simpler  and 
speedier  than  the  other  tests,  according  to  Drs.  Kurt 
J.  Bloch  and  Joseph  J.  Bunim  of  the  National  Insti- 
tute of  Arthritis  and  IMetabolic  Diseases,  Bethesda, 
Md. 

Their  study,  along  with  one  by  five  Philadelphia 
researchers,  appears  in  the  January  24  Journal  of 
the  American  Medical  Association. 

The  two  studies  confirm  earlier  suggestions  that 
the  bentonite  test  might  be  useful  in  the  specific 
diagnosis  of  rheumatoid  arthritis,  which  has  been 
termed  the  “nation’s  No.  1 crippler.”  A virulent 
form  of  arthritis,  the  disease  is  an  inflammation  of 
the  joints.  Because  of  its  similarity  to  other  forms 
of  arthritis,  rheumatoid  arthritis  is  difficult  to  diag- 
nose in  the  early  stages  when  treatment  is  most 
effective. 


The  blood  tests  offer  a means  of  early  diagnosis. 
At  present  only  a few  laboratories  perform  them 
because  of  their  complexity.  However,  the  Philadel- 
phia researchers  believe  the  bentonite  test  is  a step 
toward  an  accurate,  simple,  inexpensive,  and  depend- 
able laboratory  aid  that  could  be  used  in  many 
laboratories. 

Drs.  Bloch  and  Bunim  studied  429  patients  in 
whom  rheumatoid  arthritis  or  some  other  disease 
was  definitely  diagnosed  by  clinical  examination. 
The  blood  test  finding  was  positive  in  97  (85  per 
cent)  of  114  patients  with  rheumatoid  arthritis.  Only 
3 per  cent  of  the  whole  group  reacted  to  the  test  when 
they  did  not  have  rheumatoid  arthritis. 

The  Philadelphia  researchers,  who  studied  a total 
of  160  patients’  serums,  found  the  test  to  be  accurate 
in  83  per  cent  of  48  patients  with  clinically  confirmed 
rheumatoid  arthritis.  Their  results  were  comparable 
to  those  in  previously  reported  blood  studies  with 
more  difficult  and  expensive  procedures. 

The  Philadelphia  research  team  was  headed  by 
Dr.  Russell  A.  DelToro,  of  the  department  of  medi- 
cine, section  of  rheumatology,  Benjamin  Franklin 
Clinic,  and  the  Pennsylvania  Hospital. 
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Newer  Liver  Function  Studies 

Serum  Cholinesterase  And  Transaminase 


Ax  AT'I'EMPT  to  reduce  the  plethora  of  liver 
function  tests  has  long  been  the  goal  of  those 
interested  in  liver  diseases,  ^^’roble^vski  and  Ladue 
and  then  others  have  commented  on  the  use  of  the 
serum  glutamic  oxalacetic  transaminase  activity 
(SGO-T)  as  a diagnostic  and  prognostic  test  in  liver 
disease.^’’^-'*’®  It  has  been  known  for  some  time  that 
the  enzyme  transaminase  is  present  in  large  quanti- 
ties in  such  body  tissues  as  heart  muscle,  skeletal 
muscle,  liver,  brain,  and  kidney.  In  the  presence 
of  damage  to  any  of  these  tissues,  the  serum  level 
of  this  substance  is  raised.  Following  the  devising 
of  a method  by  Karman®  to  measure  the  activity  of 
transaminase  in  the  serum,  many  reports  have  ap- 
peared on  the  usefulness  of  this  test."’®  It  has  proven 
particularly  useful  in  diagnosing  and  in  following 
the  course  of  liver  disease  and  myocardial  infarction. 
Other  writers  have  found  values  for  transaminase 
to  be  elevated  in  the  presence  of  certain  neuromus- 
cular diseases  and  following  the  use  of  opiates.®-^*'’^^ 
Other  enzymes  have  been  tested  in  similar  condi- 
tions, such  as  the  serum  glutrmic  pyruvic  transam- 
inase, which  is  said  to  be  more  specific  in  liver 
disease,  especially  hepatitis.  It  has  been  shown  that 
this  is  true  of  hepatitis.  The  SGO-T,  however,  is 
equally  and  perhaps  more  specific  in  cirrhosis  and 
other  forms  of  fiver  injury^-  and  from  a practical 
standpoint  has  a wider  range  of  usefulness  for  the 
general  laboratory.  The  SGP-T  probably  has  its 
greatest  value  as  a confirmatory  test,  particularly  in 
hepatitis. 

The  serum  cholinesterase,  sometimes  called  a 
pseudo-cholinesterase  since  it  hydrolizes  many  esters 
Ijesides  acetylcholine,  has  been  reported  to  be  of  value 
in  liver  di.'^ease  in  a number  of  papers  including  the 
excellent  review  of  Yorhaus  and  Kark.^®  This  sub- 
stance which  is  apparently  a mucoprotein  of  high 
molecular  weight,  is  produced  in  the  liver.  Cho- 
linesterase serum  levels  are  thus  depressed  in  liver 
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injury.  Determination  of  serum  cholinesterase  and 
transaminase  appeared  to  offer  an  advantage  over 
many  of  the  older  and  more  cumbersome  procedures. 
The  purpose  of  this  article  is  to  report  our  results 
with  these  tests. 


PL.\XS  OF  STUDY 


.\11  patients  admitted  to  the  Gastrointestinal  Sec- 
tional of  iMcGuire  Hospital  with  a suspected  or 
proven  liver  disease  were  studied.  The  conventional 
liver  function  test  profile  including  serum  bilirubin, 
prothrombin  activity,  alkaline  phosphatase,  thymol 
turbidity,  cholesterol  and  esters,  and  total  protein 
with  AG  ratio  were  done  on  most  patients.  .A.  BSP 
test  was  done  in  the  absence  of  jaundice.  The  SGO- 
T determinations  were  done  by  the  spectrophoto- 
metric  method  of  Karman.®  (Fig.  1)  This  measures 


SPECTROPHOTOMETRIC  ASSAY  OF 
SERUM  GLUTAMIC  OXALACETIC  TRANSAMINASE  (SGO-T) 


1,  ALPHA  + ASPARATE 

KETO-SLUTARATE 


S60“T«n 

SERUM 


L-glutamate 

+ 

OXALOACETATE 


. OEHYCROGENASE  ,f 

2.  OXALOACETATC-^Dl^NH-f-H  ^ > L-MALATE  OPN 


THE  DECREASE  IN  LIGHT  ABSORPTION  IS  MEASURED  ON  TiE 
SPECTROPHOTOMETER  AT  OPTICAL  DENSITY  . ONE  UNIT 

EQUAL  A DECREASE  IN  OPTICAL  DENSITY  OF  O.UOl  M\4_  UNDER 
THE  ABOVE  CONDITIONS.  THE  RESULT  EXPRESSED  IN-UNITS  PER 
CC  SERUM  PER  MINUTE, 

Fig.  1. 


the  decrease  in  optical  density  resulting  from  the 
oxidation  of  reduced  diphcsphopyridine  nucleotide 
when  serum  is  added  to  excesses  of  aspartic  acid  and 
alpha-keto-glutaric  acid  buffered  at  an  optimal  pH 
in  the  presence  of  reduced  disphosphop}  ridine  nu- 
cleotide and  malic  dehydrogenase.  Cholinesterase 
determinations  were  performed  by  the  pH  method  of 
Michel  and  the  results  e.xpressed  in  delta  pH  units.^^ 
(Fig.  2)  When  serum  containing  cholinesterase  and 
acetvlcholine  bromide  are  added  to  a buffer  at  pH  8 
at  25 °C.  for  one  hour,  acetic  acid  is  formed  which 
causes  a drop  in  pH  values  from  pH  8.  The  differ- 
ence in  pH,  using  tables  provided  by  Michel  (which 
allow  for  certain  corrections)  gives  the  results  in 


144 


ViRGixLV  Medical  Monthly 


MICHEL'S  METHCT)  FOR  SERUM  CHOLINESTERASE 


SERUM  plus  ACETYLCHOLINE  Buffer  *X  ACETIC 

CHOLINESTERASE  BROMIDE  ' ACID 

METHOD  MEASURES:  Decrease  in  pH  in  one  hour  (delta  pH/hr.) 
from  pH  8 

*Sodium  dlethylbarblturate,K2HP04,  NaCl,MgS04,  and  dist.  H20 

Fig.  2. 

delta  pH  units  per  hour  (or  decrease  in  pH  per 
hour) . 

Controls  consisting  of  57  transaminase  and  74 
cholinesterase  determinations  were  performed  on 
normal  hospital  personnel  and  patients  hospitalized 
for  uncomplicated  peptic  ulcer  and  functional  gas- 
trointestinal complaints.  Previous  studies  have  shown 
values  for  both  cholinesterase  and  transaminase  to 
be  normal  in  this  type  of  patient  with  a normal 
range  for  transaminase  from  5 to  40  units,  and  a 
normal  range  from  .45  to  1.45  delta  pH  units  for 
cholinesterase.  The  SGO-T  determinations  were 
generally  done  at  2-day  intervals  in  acute  cases  and 
weekly  in  static  ones.  Cholinesterases  were  done  at 
weekly  intervals,  as  it  has  been  shown  that  these 
values  do  not  change  rapidly.  This  may  be  because 
the  life  span  of  the  cholinesterase  molecule  is  approx- 
imately 28  days.  Carrying  out  this  study  for  a period 
of  over  one  year  gave  us  the  opportunity  to  observe 
a number  of  patients  for  a period  of  several  months. 
Many  were  seen  on  repeated  admissions  in  varying 
stages  of  liver  compensation. 

VIRAL  HEPATITIS 

Fourteen  patients  with  viral  hepatitis  were  studied. 

Seven  were  classified  as  infectious  and  seven  as 
serum  hepatitis,  on  the  basis  of  their  histories  and 
incubation  periods.  There  was  one  death  in  this 
group.  This  occurred  in  a previously  debilitated 
man  who  died  of  a chronic  serum  hepatitis  follow- 
ing a blood  transfusion.  (Fig.  3)  As  noted  in  the 
Table  1,  the  highest  SGO-T  values  varied  between 
72  and  1150  units  with  a mean  of  407.  The  lowest 
cholinesterase  values  varied  between  0.03  and  .99 
units  with  a mean  of  .71.  In  general,  the  height  of 
the  SGO-T  paralleled  the  acuteness  of  the  illness 
and  its  fall  toward  normal  correlated  well  with 
clinical  improvement.  Cholinesterase  fell  only  mod- 
erately in  this  group  of  patients  and  frequently  did 
not  reach  abnormally  low  levels.  A fall  to  very  low 
levels  indicated  a more  severe  case  with  slow 
recovery. 

Vorhaus  and  Kark  found  the  serum  cholinesterase 
was  depressed  in  acute  liver  diseases  such  as  hepa- 


Fig.  3.  T.G.  with  serum  hepatitis  and  a long  history  of 
malnutrition  ran  abnormally  low  levels  of  cholinesterase 
and  an  elevated  SGO-T  throughout  his  hospital  stay. 
Although  his  SGO-T  dropped  toward  normal  at  the 
time  of  his  death,  the  cholinesterase  never  rose. 

titis,  but  more  so  in  chronic  forms. Kaufman  using 
another  method  also  found  low  values  in  hepatitis, 
and  felt  the  test  was  an  especially  valuable  one  in 
differentiating  obstructive  from  hepatocellular  jaun- 
dice.^^  IMolander  also  found  values  were  depressed 
in  acute  liver  disease  and  rose  to  normal  with 
convalescence.®  LaMotta  and  his  co-workers  found 
a close  parallel  between  the  clinical  course  and  the 
cholinesterase  level. As  noted  in  our  cases,  there 
was  also  a close  correlation  between  the  percentage 
of  cholesterol  esters  and  the  values  for  cholinesterase. 
In  our  study,  the  cholinesterase  correlated  well  with 
the  severity  of  the  hepatitis.  In  most  patients,  it  did 
not  drop  to  abnormally  low  levels,  but  where  it  did, 
recovery  was  prolonged. 

The  value  of  the  SGO-T  in  acute  hepatitis  has  been 
noted  frequently.  It  is  often  elevated  before  any 
other  liver  function  test.  In  one  study,  at  an  institu- 
tion for  mentally  retarded  children,  the  SGO-T 
showed  elevation  up  to  four  weeks  prior  to  the  onset 
of  clinical  hepatitis.’  It  has  been  found  to  parallel 
more  closely  the  clinical  course  of  the  illness  than 
any  of  the  other  tests  commonly  used.  We  found  it 
of  great  value  in  the  differential  diagnosis  of  jaun- 
dice. In  decompensated  cirrhosis  and  in  obstruction, 
the  figures  for  transaminase  rarely  rose  above  150 
units  unless  hepatitis  was  superimposed.  In  hepa- 
titis, however,  the  figures  were  considerably  higher 
in  almost  all  instances.  A fall  in  the  SGO-T  more 
closely  correlated  with  the  patient’s  clinical  course 
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than  did  any  of  the  otlier  liver  function  tests.  It 
generally  fell  to  normal  levels  before  the  serum 
bilirubin  and  coincided  with  the  return  of  appetite 
and  well  being. 

L.\EXXEC’S  CIRRHOSIS 

There  were  65  patients  with  cirrhosis.  The  ma- 
jority of  these  were  alcoholics  to  some  degree.  Many 
were  admitted  following  an  acute  alcoholic  debauch. 
Some  were  in  coma  and  a number  had  had  a massive 
gastrointestinal  hemorrhage.  Several  patients  were 
observed  on  repeated  occasions  and  in  and  out  of 
hepatic  compensation.  It  was  difficult  to  divide  them 
into  arbitrary  compensated  and  decompensated 
groups  since  this  may  be  an  extremely  fine  distinc- 
tion. In  general,  however,  those  patients  with  frank 
icterus  (usually  over  2 mg.%  serum  bilirubin),  those 
with  present  or  impending  hepatic  coma,  and  those 
with  ascites  were  classified  as  decompensated.  Those 
with  ascites  were  included  with  reservations,  how- 
ever, since  some  of  these  maintained  their  ascitic 
state  for  months  and  years  with  little  evidence  of 
worsening  of  their  condition.  As  has  been  noted 
bv  others,  the  patients  with  the  most  active  disease 
ran  the  highest  levels  of  SGO-T  and  those  with  the 
most  severe  disease  ran  the  lowest  levels  of  cho- 
linesterase. Table  1 shows  the  highest  SGO-T  and 


a wide  range  of  cholinesterase  values  and  in  this 
group  the  BSP  was  often  of  more  value  in  diagnosis 
than  either  of  the  other  tests.  The  patients  who  were 
decompensated  without  ascites  were  frequently  those 
who  had  a massive  GI  hemorrhage  or  those  with 
jaundice.  It  was  here  that  the  cholinesterase  was  of 
particular  value  in  differentiating  jaundice  due  to 
hepatitis  from  that  due  to  cirrhosis.  In  patients  with 
ascites,  the  cholinesterase  reached  it  lowest  values 
and  it  was  here  that  the  close  parallel  between  serum 
cholinesterase  and  serum  and  albumin  was  most 
often  noted.  This  parallel  has  been  noted  previously 
and  we  found  also  a direct  linear  relationship  be- 
tween the  two  in  our  patients.  The  serum  cholin- 
esterase was  a much  more  delicate  and  accurate  test 
than  the  serum  albumin,  however,  and  frequently 
mirrored  damage  not  reflected  by  the  latter. 

Improvement  in  the  cirrhotic  state  was  followed 
closely  by  a rise  in  cholinesterase  toward  normal 
levels.  Failures  to  do  this  was  usually  associated  with 
poor  prognosis.  Levels  below  0.10  delta  pH  units 
were  not  often  associated  with  recovery.  The  transam- 
inase was  not  generally  as  useful  in  cirrhosis  as 
serum  cholinesterase.  Its  levels,  which  were  not 
usually  marked,  rapidly  fell  toward  normal  and 
remained  so  even  in  the  presence  of  severe  and  con- 
tinuing decompensation. 


T.cble  1 


Highest  SGO-T 
(Units) 

Lowest'Cholinesterase 
(delta  pH  Lmits) 

Diagnosis 

Number 

High 

Mean 

Low 

High 

Mean 

Low 

Hepatitis 

14 

1150 

407 

70 

.99 

.71 

.03 

Cirrhosis; 

65 

1.  Compensated 

30 

108 

40 

9 

1.15 

.60 

.23 

2.  Decompensated 

a.  Ascites 

19 

238 

69 

6 

1.00 

.13 

.00 

b.  No  Ascites 

16 

295 

92 

38 

.73 

.37 

.04 

Normal  Ranges:  SGO-T  5-10  Cholinesterase  0.45-1.41 


lowest  cholinesterase  levels  obtained  in  compensated 
cirrhosis,  decompensated  cirrhosis  with  ascites  and 
decompensated  cirrhosis  without  ascites.  The  high 
SGO-T  values  in  the  compensated  group  frequently 
were  attributed  to  the  alcoholic  condition  in  which 
the  patient  entered  the  hospital.  It  has  been  shown 
in  experimental  animals  and  man  that  alcohol  per  se 
will  cause  elevation  of  the  SGO-T.^'^*^®  We  also 
noted  this  on  occasion  in  our  alcoholic  patients  with- 
out cirrhosis.  Elevations  were  transient  and  rapidly 
fell  toward  normal.  In  this  same  group  there  was 


XEOPLASTIC  DISEASE  OF  THE  LIVER 
There  were  8 patients  in  this  series  with  neoplastic 
invasion  of  the  liver.  One  had  a primary  hepatoma 
superimposed  on  an  old  cirrhosis  with  ascites  of 
many  years  duration.  The  other  7 had  metastatic 
carcinoma  from  varied  primary  sites.  Fifty-five 
SGO-T  and  cholinesterase  determinations  were  done, 
the  former  ranging  from  14  to  262  with  a mean  of 
42,  and  the  latter  from  .12  to  .84  with  a mean  of 
.39.  Xeither  test  proved  as  consistently  valuable  as 
the  alkaline  phosphatase.  Thirty-one  phosphatases 
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were  done  in  this  group  of  patients  with  figures 
varying  between  2.8  and  47  Bodansky  units  with 
a mean  of  19.1,  a much  more  diagnostic  figure.  Low 
figures  for  cholinesterase  and  high  figures  for  SGO- 
T have  been  mentioned  by  others  as  occurring  fre- 
quentl}'  in  metastatic  tumors  of  the  liver.^®  In  our 
series  the}'  did  not  follow  any  consistent  pattern. 
\Miile  these  tests  were  sometimes  useful  in  determin- 
ing the  presence  of  liver  tumor,  they  were  not  nearly 
so  suggestive  of  neoplasm  in  our  patients  as  the 
alkaline  phosphatase. 

MISCELLANEOUS  DISEASES 

Arsenic  Poisoning:  Arsenic  is  a well  known  hepa- 
totoxin,  especially  in  the  forms  in  which  it  usually 
appears  in  commercial  sprays  and  rat  poisons.  Two 
patients  were  seen  with  arsenic  poisoning.  Both  of 
these  had  mild  to  moderate  rises  in  their  SGO-T 
levels,  one  to  108  and  the  other  to  102  units.  Both 
fell  to  normal  levels  within  7 to  10  days.  A cho- 
linesterase obtained  in  one  patient  was  normal. 
This  was  done  early,  however,  probably  before  the 
cholinesterase  had  had  a chance  to  fall,  and  was 
not  repeated.  BSP  was  the  only  other  liver  function 
abnonnality  seen.  The  usual  pancytopenia,  neuritis, 
and  other  evidences  of  poisoning  were  present.  Both 
patients  recovered. 

Brucellosis : One  patient  with  fever,  hepatospleno- 
megaly,  and  culture-proven  brucellosis  was  studied. 
'I'he  cholinesterase  fell  and  the  transaminase  rose, 
both  to  abnormal  levels.  All  values  returned  to  nor- 
mal with  clinical  improvement  on  antibiotic  therapy. 

Amyloidosis:  A case  of  primary  amyloidosis  of 
the  liver  was  studied  with  cholinesterase  and  trans- 
aminase both  normal.  The  only  abnormal  liver 
function  test  was  the  BSP  retention  of  25%.  This 
was  in  keeping  with  the  findings  of  others  who  have 
noted  that  the  liver  function  tests  other  than  BSP 
are  usually  unremarkable  in  primary  amyloidosis 
involving  the  liver. 2** 

Hemochromatosis : In  one  case  of  primary  hemo- 
chromatosis, the  cholinesterase  remained  between  .21 
and  .26  for  two  months,  rising  to  .68  following 
clinical  improvement  after  phlebotomies.  The  SGO- 
T varied  throughout  the  hospital  stay  between  23  and 
43  units.  Other  liver  function  tests  indicated  chronic 
liver  damage.  All  tests  improved  following  treatment 
but  none  so  strikingly  as  the  cholinesterase. 

Diibin-J ohnson  Syndrome:  As  could  be  expected 
in  this  relatively  benign  condition,  values  were  en- 
tirely normal.  The  only  abnormality  in  this  patient 
was  the  direct  bilirubin  of  3.5  mg.%. 


SUMMARY 

1.  The  combined  use  of  serum  cholinesterase  and 
serum  glutamic  oxalacetic  transaminase  in  hepatitis, 
cirrhosis,  metastatic  neoi)lasm  and  other  miscella- 
neous liver  conditions  was  studied  for  a period  of 
more  than  one  year  in  approximately  100  patients. 

2.  The  transaminase  reflected  mcst  accurately 
acute  liver  damage  and  especially  the  presence  of 
necrosis.  Cholinesterase  reflected  best  the  degree  of 
liver  function  impairment.  Both  tended  to  show 
prognosis  in  their  failure  to  change  from  abnormal 
values  and  in  the  rapidity  of  their  return  toward 
normal  values. 

3.  In  viral  hepatitis  the  SGO-T  was  particularly 
valuable,  being  the  first  test  to  become  abnormal 
and  it  more  accurately  reflected  clinical  improvement 
than  other  tests.  Cholinesterase  was  usually  not 
greatly  diminished  unless  the  case  was  severe. 

4.  In  cirrhosis  the  SGO-T  was  usually  only  mildly 
to  moderately  elevated.  Here,  the  cholinesterase  was 
frequently  the  most  sensitive  guide  to  prognosis.  Its 
failure  to  rise  indicated  a downhill  course. 

5.  In  neoplastic  diseases  of  the  liver  the  transam- 
inase was  frequently  elevated  and  the  cholinesterase 
depressed.  Neither  of  these  was  as  reliable  as  al- 
kaline phosphatase  which  was  almost  universally 
elevated  to  abnormal  levels. 

6.  In  a group  of  miscellaneous,  toxic,  infectious 
and  metabolic  diseases  the  SGO-T  measured  the 
acuteness  of  damage  to  the  cells,  and  the  cho- 
linesterase the  amount  of  damage  and  prognosis. 

1 ■ This  combination  of  tests  is  a valuable  one  in 
the  diagnosis  and  prognosis  of  liver  disease. 
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Library  Exhibit  On  Medical  Writing 


.\n  exhibit  on  the  writing  of  medical  articles  is 
displayed  in  the  University  of  Virginia  Medical 
Librar}-  from  February  3d  through  [March  31st. 

This  “how-to-do-it”  exhibit  collects  books  on  the 
various  phases  of  writing  articles  in  this  specialized 
field.  One  part  is  devoted  to  guides  for  writing  medi- 
cal articles.  Articles  which  are  acceptable  to  editors 
as  well  as  articles  which  are  valuable  to  the  profes- 
sion are  stressed.  Here  examples  of  articles  before 
and  after  revision  are  given.  Books  on  statistics  and 
the  application  of  statistics  to  the  biological  sciences 
are  shown  together  with  an  article  on  the  use  of 
(Computers. 


Another  part  of  the  exhibit  deals  with  the  inclusion 
of  charts,  tables,  and  illustrations  in  medical  articles. 
The  part  which  the  Medical  Librar}-  and  the  Medical 
Librarian  contribute  to  medical  writing  is  also  in- 
cluded. 

A table  of  books  on  the  subject  is  placed  nearby 
for  borrowing  and  browsing.  It  includes  hints  on 
the  securing  of  reprints,  on  bibliography  making,  on 
indexing  books,  and  on  the  proof-reading  of  articles, 
to  mention  a few  diverse  aspects.  Suggestions  for 
writing  special  fonns  such  as  abstracts,  case  reports, 
book  reviews,  and  papers  for  oral  presentation  are 
also  included. 
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The  Physician’s  Responsibility  in  Childhood 
Accident  Prevention 


/^ANE  OF  ]\IY  FRIENDS  who  heard  I was  speak- 
ing  asked  me  the  topic  of  my  address.  When 
I replied  “Childhood  Accident  Prevention”,  he 
paused  a moment  and  then  said,  “I  can’t  think  of 
a more  vitally  important  subject,  or  a more  deadly 
dull  one  to  discuss.” 

I think  it's  fair  to  ask  ourselves  whether  anything 
new  and  vital  can  be  said  about  a subject  as  old, 
as  broad,  as  obvious,  and  as  thoroughly  discussed 
as  childhood  accident  prevention.  Most  of  us  who 
deal  with  children  are  aware  that  accidents  are  the 
leading  cause  of  death  and  crippling  from  the  age 
of  one  through  adolescence.  We  very  definitely  do  not 
want  our  little  patients  hurt,  burned,  or  poisoned. 
When  these  things  occur  through  the  carelessness  or 
ignorance  of  parents,  we  are  distressed  and  disturbed 
and  often  do  not  hesitate  to  tell  the  parents  what  they 
did  that  was  wrong. 

But  what  do  we  do  to  help  them  do  right  the 
next  time,  or  to  prevent  the  accident  from  occurring 
in  the  first  place?  Do  we  have  a steady  and  con- 
tinuing program  of  safety  education  as  part  of  the 
routine  of  our  individual  practices  and  of  our 
medical  societies?  Are  we  really  doing  all  in  our 
power  to  increase  public  safety  consciousness,  and 
to  give  verbal  advice  and  literature  alicut  safety 
planning? 

I think  our  attitude  is  usually  a mixture  of  com- 
placency and  fatalism.  We  are  complacent  because 
we  are  in  favor  of  safety.  May  I })oint  out  that  being 
“for’’  safety  is  just  as  futile  as  being  “against”  sin — 
neither  attitude  has  any  value  unless  you  work  like 
the  devil  to  support  it.  The  road  to  the  emergency 
room,  like  the  road  to  another  well  known  place 
of  suffering,  is  paved  with  good  intentions — the  good 
intentions  of  parents  who  didn’t  really  believe  that 
Johnny  would  get  the  furniture  polish  out  of  the 
kitchen  cabinet;  of  doctors  who  know  that  furniture 
polish  should  be  kept  locked  away,  but  who  never 
said  so;  and  of  manufacturers  who  never  intended 
for  Johnny  to  drink  the  polish  and  so  did  not  print 
a warning  label  on  the  bottle. 

Presented  at  the  Annual  Meeting  of  The  Medical  Society 
of  Virginia,  October  12-14,  1958,  in  Richmond. 


FORREST  P.  WHITE,  M.D. 

Norfolk,  Virginia 

Our  good  intentions  do  not  justify  an  attitude  of 
complacency.  Do  the  facts  justify  an  attitude  of 
fatalism?  Certainly  many  accidents  are  going  to 
occur  no  matter  what  we  do.  Despite  all  our  efforts, 
there  will  be  plenty  of  evidence  of  carelessness  and 
ignorance  about  basic  safety  principles.  Should  we, 
therefore,  give  up  the  whole  project  as  useless? 

Eet  me  answer  the  question  this  way.  About  11,000 
children  between  the  ages  of  one  and  fifteen  are 
killed  each  year  in  accidents.  Suppose  that,  despite 
an  intensive  campaign  by  doctors  and  medical  so- 
cieties, we  could  reduce  that  mortality  by  only  5%. 
Five  per  cent  would  certainly  be  a discouraging  mor- 
tality reduction  in  any  other  field,  but  look  what 
we  would  have  done : prevented  550  childhood  deaths 
each  year,  and  saved  over  five  thousand  lives  in 
just  10  years. 

You  are  all  well  aware  of  the  remarkable  results 
that  have  been  obtained  over  the  past  fifty  years  by 
industrial  safety  campaigns.  There  has  been  a steady 
decline  in  deaths  from  automobile  accidents  per 
million  miles  traveled,  despite  the  terrible  loss  of 
40,000  lives  annually  from  this  cause.  Home  and 
j)ersonal  safety  planning  have  lagged  far  behind  in- 
dustrial and  higlnvay  safety.  A very  intensive,  con- 
tinuing campaign  by  many  people  and  organizations 
will  be  required  before  we  begin  to  bridge  the  gap. 

After  we  have  overcome  our  own  attitudes  of  com- 
placency and  fatalism  about  childhood  safety,  what 
is  it  that  we  wisli  to  teach  to  parents?  First  we  want 
to  work  on  their  attitudes,  to  get  them  to  accept  the 
planning  of  a safe  environment  for  their  children  as 
a vital  responsibility.  We  don't  want  an  attitude  of 
neurotic  overconcern,  where  the  parents  are  con- 
stantly hovering  over  the  child  to  keep  him  from 
hurting  himself.  Quite  the  contrary,  we  want  the 
environment  so  safe  that  the  parents  can  relax  and 
be  reasonably  sure  that  he  won't  be  hurt. 

This  involves  the  techniques  of  compartmentation 
and  restraint,  plus  removal  of  hazards.  “Compart- 
mentation” as  an  entity  in  child  care  was  first  de- 
veloped and  described  by  Dr.  E.  Robbins  Kimball 
of  Evanston,  Illinois.  The  tenn  simply  describes  the 
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technique  of  placing  the  infant  in  a restricted — and 
safe — area  for  certain  periods  of  the  day,  and  of 
gradually  changing  and  increasing  the  restricted 
area  until  the  child  has  the  knowledge  and  judgment 
to  be  unrestricted. 

Compartmentaticn  begins  with  the  play-pen.  The 
infant  becomes  accustomed  to  being  placed  in  the 
pen  at  fairly  regular  hours  each  day,  and  he  spends 
a large  part  of  his  waking  hours  there.  It  is  im- 
portant that  this  become  completely  routine  long 
before  he  learns  to  crawl.  The  play-pen  is  useful 
for  at  least  the  first  year,  and  often  up  to  two 
years.  The  transition  is  made  gradually,  not  to 
the  living  room  floor,  but  to  a gated  room.  The 
expansion  gate  properly  used  is  one  of  the  best  tools 
available  for  keeping  children  safe  and  happy,  and 
also  for  saving  wear  and  tear  on  mothers.  hen 
the  child  is  used  to  compartmentation,  the  mother 
should  be  able  to  put  him  in  the  room  well  stocked 
with  toys,  close  the  gate,  and  go  take  a nap.  Dr. 
Kimball  rightly  describes  this  as  “the  acid  test" 
of  compartmentation. 

As  the  child  emerges  from  the  gated  room,  it  is 
important  that  all  new  areas  ojjen  to  him  have  been 
checked  for  safety  hazards-exposed  electrical  fix- 
tures, heavy  objects  that  can  be  pulled  down,  cabinets 
containing  dangerous  fluids  or  medicines.  Floor  fur- 
naces, ovens,  and  open  heaters  are  potent  sources 
of  danger.  Compartmentation  should  prevent  chil- 
dren from  coming  near  them  until  they  are  old 
enough  to  really  understand  the  dangers  involved. 
It's  rather  superfluous  to  advise  a mother  to  keep 
the  pot  handles  turned  away  from  the  front  of  the 
stove — if  the  child  can  reach  the  handle,  he  can 
touch  the  burner  itself.  When  Junior  is  allowed  cut 
of  the  gated  room,  mother  should  make  her  last 
stand  in  the  kitchen.  A gate  should  go  up  across 
the  kitchen  door,  or  across  the  entire  kitchen-dining 
room  area.  In  addition  to  being  a safety  device,  this 
is  a fine  technique  for  preventing  the  “six  o’clock 
screaming  meemies” — mother  will  gladly  let  the  chil- 
dren romp  over  the  rest  of  the  house  if  they’re  not 
under  foot  while  she’s  trying  to  get  dinner. 

There  are  other  danger  areas  where  compartmenta- 
tion can  be  used — good  latches  on  the  cellar  door 
and  screen  door,  a gate  across  open  stairways,  and 
safe  screens  on  upstairs  windows.  Outside  the  house, 
a fenced-in  yard  can  make  the  difference  between 
a relaxed,  safe  summer  or  a daily  mad  chase  for 
mother  and  child. 

When  a new  baby  arrives,  he  should  be  protected 
from  the  toddler  by  a sturdy  gate  or  a latch  that  only 


an  adult  can  open.  Later  on,  the  older  child  should 
have  a room  he  can  retreat  to  where  the  toddler  can’t 
mess  up  his  toys  and  books,  not  so  much  for  safety 
as  to  keep  peace  in  the  family. 

These  are  the  basic  technics  of  compartmentation. 
Variations  will  suggest  themselves  to  suit  the  needs 
of  individual  families.  I would  like  to  emphasize 
that  compartmentation  intelligently  planned  and 
carried  through  is  not  a device  to  make  the  child 
unhappy  and  frustrated.  Quite  the  contrary,  it  should 
increase  his  happiness  and  decrease  his  frustration 
by  reducing  friction  within  the  home.  It  should  free 
the  mother  from  the  necessity  of  watching  the  child 
constantly  and  constantly  interfering  in  what  he  is 
trying  to  do.  Compartmentation  is  not  carried  out 
for  all  the  hours  of  the  day,  for  there  are  times  when 
the  mother  can  watch  the  child  in  an  unrestricted 
area  and  guide  his  actions.  However,  as  Dr.  Kimball 
points  out,  the  small  child  should  for  at  least  half 
the  waking  hours  of  the  day  be  relieved  of  the 
responsibility  of  not  touching  adult  things. 

Aside  from  compartmentation  and  removal  of  haz- 
ards, there  are  certain  times  when  the  child  must  be 
either  physically  restrained  or  constantly  watched. 
Babies  are  real  Houdinis  about  wriggling  out  of 
high  chairs  and  falling  on  tlieir  heads,  ^^'hen  mother 
goes  to  answer  the  phone  while  the  toddler  is  play- 
ing in  the  tub,  he  has  several  choices — fall  down 
in  the  tub,  tumble  out  of  it,  turn  on  the  hot  water, 
or  quietly  drown. 

Safety  of  the  child  in  the  automobile  is  a some- 
what different  subject,  but  an  extremely  important 
one.  It  has  been  shown  statistically  that  in  automo- 
bile accidents  the  person  most  subject  to  serious  or 
fatal  injury  is  the  child  in  the  front  seat,  especially 
if  he  is  standing  up.  The  average  car  seat  that  fits 
over  the  top  of  the  front  back-rest  is  almost  as  bad 
as  no  seat  at  all.  I have  had  the  personal  experience 
of  picking  my  owm  child,  car-seat  and  all,  off  the 
floor  after  I made  an  emergency  stop.  If  I’d  hit  the 
darned  fool  who  pulled  out  in  front  of  me,  the  child 
would  have  gone  through  the  windshield.  Now  I 
see  to  it  that  our  car-seat  is  firmly  anchored,  and  any 
child  who  sits  up  front  wears  a seat  belt.  Sitting 
or  standing  behind  the  front  seat  is  relatively  safe, 
provided  the  back  doors  are  provided  with  one  of 
several  safety  devices  to  prevent  their  being  oj>ened 
by  children. 

As  I have  said,  it  is  difficult  to  prove  statistically 
that  personal  safety  planning  is  effective.  Let  me 
give  just  one  illustration  where  figures  can  be  used 
in  a more  or  less  concrete  manner.  The  Cornell 
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Crash  Research  Program  has  shown  that  mortality 
in  automobile  collisions  can  be  reduced  about  60% 
by  the  use  of  proper  seat  belts.  Suppose  that  you 
begin  using  seat  belts  on  your  three-year  old  child 
or  grandchild,  and  instill  the  seat  belt  habit  into  him 
so  firmly  that  he  continues  to  use  them  throughout 
his  life.  Assume  that  this  cuts  his  chance  of  being 
killed  in  an  auto  accident  by  only  50%  instead  of 
the  60%  or  more  quoted  by  the  Cornell  group.  Sta- 
tistical analysis  shows  that  you  will  have  increased 
his  average  life  expectancy  by  more  than  two  months. 
Not  bad  for  a $10.95  investment  in  a seat  belt! 

.\s  the  child  becomes  older,  education  in  recog- 
nizing and  avoiding  hazards  obviously  becomes  more 
important  than  the  protective  measures  already  dis- 
cussed. Physicians  should  alert  parents  to  their  re- 
sponsibilities in  providing  this  education.  It  might 
be  added  that  a tendency  toward  “safeness”  in  a 
child  is  an  expression  of  his  total  personality.  Studies 
of  accident  repeaters  have  shown  that  the  tense,  dis- 
turbed child  may  be  decidedly  “accident  prone.” 
Everything  we  do  to  help  a child  develop  normally 
in  a relaxed  and  stable  environment  makes  a con- 
tribution to  his  safety. 

How  can  we  as  physicians,  independently  and 
in  our  societies,  hope  to  be  effective  in  safety  educa- 
tion of  parents  and  children?  First  of  all  we  must 
think  safety,  and  then  we  must  talk  safety.  Those 
of  us  who  do  well  child  care  must  learn  to  include 
a discussion  of  safety  practices  as  a routine  part 
of  our  advice  to  parents.  After  all,  we  don’t  feed 
babies  any  more — the  coalition  of  neighborhood 
mothers  and  baby  food  companies  has  grabbed  the 
feeding  ball  and  run  off  with  it.  This  means  that, 
if  we  don’t  need  to  unwind  a baby  from  an  over- 
feeding problem,  we  should  have  a little  extra  time 
to  discuss  safety.  This  discussion  shouldn’t  be 
dragged  in  by  the  heels,  so  to  speak,  but  should  be 
worked  naturally  into  the  conversation.  If  we  are 
alert,  we  will  find  plenty  of  cues. 

I am  reminded  of  the  story — probably  apocryphal 
— of  the  psychiatrist  who  was  screening  prospective 
draftees.  As  each  man  came  into  his  office,  the  psy- 
chiatrist waved  a white  handkerchief  at  him  and  said 
“What  does  this  make  you  think  of”.  The  first 
replied,  “I  think  of  bands  playing  and  soldiers 
marching  down  Fifth  Avenue  on  a wonderful  spring 
day  with  people  cheering  and  waving  flags.”  The 
psychiatrist  passed  him  without  comment.  The  next 
man  said,  “I  think  of  my  poor  old  mother  waving 
goodby  as  my  train  pulls  out  of  the  station.”  The 
psychiatrist  Jotted  on  his  record,  “Slighty  depressed. 


but  o.k.”.  To  the  third  man  he  asked  the  question, 
“What  does  this  handkerchief  make  you  think  of?” 
The  man  replied  “Women”.  “Women?  Why?” 
“That’s  all  I think  about.” 

The  point  is  that  if  we’re  safety-minded,  we'll 
think  about  safety  and  find  occasions  to  bring  it 
into  the  conversation.  Mothers  often  bring  the  sub- 
ject up  themselves  by  some  remark  such  as  “I  want 
you  to  check  his  head  real  good  because  he  fell  down 
the  steps  yesterday.”  Such  a comment  should  start 
a reflex  chain  of  events  beginning  with  a discussion 
of  stairway  protection  in  general  and  progressing  to 
other  possible  hazards  of  the  child’s  current  develop- 
mental stage.  In  ending  the  safety  conversation,  the 
physician  should  give  the  parent  one  or  two  pieces 
of  appropriate  safety  literature  with  a brief  comment 
about  them.  All  this  can  be  done  while  he  is  exam- 
ining the  child’s  head  “real  good”  to  reassure  the 
mother. 

Other  conversational  leads  are  frequent,  if  looked 
for.  When  a mother  with  a baby  on  the  examining 
table  turns  her  back  to  pick  up  a diaper,  the  safety 
lecture  is  automatic.  Of  course  the  mother  always 
says  “Oh  he  can’t  roll  over  yet,”  and  we  have  to 
point  out  patiently  that  safety  planning  lies  not  in 
preventing  what  we  expect  to  happen,  but  in  pre- 
venting what  we  don’t  expect  but  which  might  easily 
happen  anyway.  . . . Often  a parent  will  hold  a lighted 
cigarette  and  a baby  at  the  same  time,  giving  the 
opportunity  to  discuss  fire  hazards.  Whenever  I 
enter  an  examining  room  and  find  a toddler  busily 
trying  to  open  my  cabinets,  I talk  to  the  mother 
about  dangerous  materials  in  her  cabinets  at  home. 
There  are  safety  gates  and  latches  in  my  office.  I 
often  have  to  close  them  to  prevent  some  toddler 
from  slipping  away  to  go  fishing  in  the  men’s  room 
commode  or  racing  through  the  psychiatrist’s  wait- 
ing room  next  door.  Whenever  I do,  I try  to  discuss 
the  advantages  of  using  such  safety  equipment  at 
home. 

I mentioned  safety  literature,  and  there  is  plenty 
available.  Just  recently  the  Diaper  Institute  of 
America  made  available  at  minimal  cost  to  doctors 
a series  of  six  safety  sheets,  each  covering  the 
hazards  of  a particular  age  group.  These  can  be 
obtained  through  the  American  Academy  of  Pedi- 
atrics. Several  life  insurance  companies  have  free 
safety  pamphlets.  Among  the  outstanding  ones  are 
those  of  the  Metropolitan  Company,  “A  Letter  to 
Parents”,  and  “A  Formula  for  Child  Safety”.  This 
kind  of  material  can  be  very  helpful,  especially  if 
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the  physician  makes  a few  comments  to  focus  atten- 
tion on  it  as  he  gives  it  out. 

A safety  bulletin  board  is  ver}-  appropriate  for  the 
doctor's  office.  In  addition  to  material  from  various 
safety  publications  and  pamphlets,  I try  to  keep  one 
or  two  newspaper  clippings  about  recent  childhood 
accidents  fastened  to  a piece  of  cardboard  which  says 
in  large  letters,  “Could  this  accident  have  been  pre- 
vented?'’ This  is  a very  good  attention-getter.  Al- 
most everyone  has  enough  morbid  curiosity  to  read  it. 

Leaving  the  doctor's  individual  office,  it  is  appro- 
priate to  ask  what  organized  medicine  as  a whole 
should  be  doing  about  child  safety.  What  is  Vir- 
ginia doing?  There  is  an  Accident  Prevention  Com- 
mittee formed  jointly  by  the  Virginia  Pediatric  So- 
ciety and  the  state  chapter  of  the  American  Academy 
of  Pediatrics.  It  has  been  at  work  in  the  past  and 
has  big  plans  for  the  future.  Chairman  of  this  com- 
mittee, Dr.  H.  William  Fink,  was  instrumental  in 
planning  an  accident  prevention  campaign  in  Nor- 
folk last  vear.  The  Junior  Chamber  of  Commerce 
set  up  the  program  and  representatives  from  the 
County  ^Medical  Societ}-,  local  hospitals,  city  Health 
Department,  Retail  Druggist  Association,  Red  Cross, 
PTA  Council,  and  Public  Safety  Department  worked 
on  it.  During  this  campaign  our  new  Poison  Control 
center  was  publicized,  as  well  as  general  measures 
of  child  safety,  by  means  of  radio,  TV,  newspapers, 
and  addresses  before  various  clubs  and  organizations. 

The  Accident  Prevention  Committee  emphasizes 
that  the  big  safety  campaign  is  only  part  of  the 
answer  to  the  accident  problem.  A continuing,  year- 
round  program  by  doctors,  hospitals,  and  medical 
societies  is  needed.  Every  local  society  should  have 
its  own  accident  prevention  committee  to  study  local 
needs  and  coordinate  local  plans.  Every-  hospital 
emergencv  room  should  be  set  up  for  fast  and  ac- 
curate handling  of  accident  and  poisoning  cases. 
The  telephone  is  the  chief  instrument  for  obtaining 
early  attention  for  most  poisoning  cases.  Suppose 
a frantic  mother  calls  to  say  that  she  can't  contact 
her  doctor,  and  her  two-year-old  has  just  eaten  half 
a tube  of  a well-known  gelatinous  substance  contain- 
ing oxvquinolone.  The  emergency  room  personnel 
should  have  at  hand  a book  such  as  “Toxic  Ingre- 
dients of  Commercial  Products’'^  and  know  how  to 
find  out  whether  or  not  the  substance  is  dangerous. 
If  they  can’t  find  the  answer  in  the  book,  they  should 
know  how  to  contact  one  of  the  four  Poison  Control 
centers  in  the  state  to  obtain  the  information.  All 
those  who  handle  the  doctor’s  phone  at  the  office  and 
at  home  should  be  equally  versed  in  what  to  do  about 


a possible  poisoning  call.  Time  lost  in  deciding 
whether  or  not  to  bring  a child  in  for  treatment  can 
be  a crucial  factor  in  the  prognosis  of  a poisoning 
case. 

The  hospital  emergency  room  is  also  an  excellent 
place  for  spreading  accident  prevention  propaganda. 
We’ve  mentioned  the  complacency  of  parents  about 
accidents.  This  complacency  is  never  shaken  so  much 
as  when  a person's  own  child  has  just  had  a frighten- 
ing accident.  Just  as  soldiers  traditionally  are  sup- 
posed to  “get  religion”  during  a battle,  these  parents 
have  suddenly  get  religion  about  accident  prevention. 
We  want  to  see  to  it  that  they  get  the  sermon  then  and 
there.  Every  emergency  room  should  have  its  own 
safety  bulletin  board,  and  copies  of  several  different 
safety  pamphlets  should  be  readily  available. 

I think  we  will  have  to  conclude  that  there  is  much 
that  can  be  done,  and  much  that  we  are  not  doing 
in  childhood  accident  prevention.  In  the  great  or- 
ganizational work  of  our  medical  societies  and  hos- 
pitals, more  time  and  thought  must  be  given  to  our 
responsibilities  in  this  field.  In  our  private  practices, 
we  can  do  acceptable  jobs  of  well  child  care  by  mak- 
ing examinations,  answering  questions,  and  giving 
routine  immunizations.  This  should  not  be  accept- 
able to  us  as  physicians.  No  one  is  going  to  ask  us 
“How  can  I make  my  child’s  environment  safer?” 
But  they  have  asked  us  implicitly  “Help  me  raise  my 
child  to  be  strong  and  healthy.”  It's  up  to  us  to  tell 
them  the  things  they  need  to  know,  even  though  they 
don't  know  they  need  to  know  them. 

Eew  will  thank  us  for  safety  advice.  Certainly  no 
one  will  pay  us  extra,  as  they  do  for  immunizations. 
They  don't  realize,  but  we  should,  that  diphtheria, 
whooping  cough,  tetanus,  smallpox,  polio,  and 
typhoid  fever  combined  now  cause  only  about  1 /20 
as  many  deaths  in  the  children  of  this  country  as 
do  accidents. 

This  then  is  the  challenge,  and  the  op{X)rtunity, 
that  confronts  us.  There  is  no  glory,  no  tangible 
reward  in  accident  prevention  work.  There’s  no  im- 
mediate satisfaction  to  compare  to  that  which  we 
feel  when  we  help  pull  a child  through  a critical 
illness.  You  never  see  the  child  you  save  through 
accident  prevention.  If  we  seriously  undertake  the 
burden,  we  can  only  be  promised  a life-time  of 
stressing  the  same  points  day  after  day,  and  still 
finding  the  next  day’s  parents  just  as  complacent 
about  child  safety. 

But  the  results  are  there,  intangible  though  they 
may  be.  It  takes  a higher  order  of  imagination  to 
receiv'e  a feeling  of  accomplishment  in  child  safety 
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work.  .A.  higher  order  of  responsibility  is  required 
to  accept  the  challenge  laid  down  by  the  1 1 ,000 
deaths  and  untold  suffering  of  childhood  accident 
victims  each  year.  Medicine  has  faced  many  respon- 
sibilities in  the  past.  Let  us  see  to  it  that  this 
challenge  does  not  go  unheeded. 
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Fall  Prevention  for  Aged 


Falling  is  one  of  the  commonest  but  most  unneces- 
sary hazards  faced  by  older  persons.  Hundreds  of 
thousands  of  old  persons  are  injured  every  year 
from  falls,  and  more  persons  die  after  65  from  falls 
and  their  complications  than  from  auto  accident 
injuries,  according  to  an  article  in  the  February 
Today’s  Health,  published  by  the  American  Med- 
ical Association. 

The  article  listed  some  of  the  major  causes  of  falls 
and  the  ways  in  which  they  can  be  prevented.  One 
of  the  major  factors  in  falls  is  that  as  persons  age 
their  balance-recovery  machinery  fails.  If  a person 
starts  to  “teeter,”  certain  muscles  in  his  body  in- 
stantly go  into  action  to  keep  him  on  his  feet.  But 
in  the  older  years,  these  muscles  get  lazy  and  don’t 
function  as  rapidly. 

Some  of  the  most  common  causes  of  falls  and 
their  preventions  are: 

— Stairways.  When  an  older  person  goes  up  or 
down  stairs,  he  should  not  take  one  step  with  each 
foot,  but  should  put  both  feet  on  a step  Ijefore  pro- 
ceeding to  the  next  one. 

— Insufficient  light.  Older  persons  don’t  see  as 
well  as  they  once  did.  Stairways  especially  should 
be  lighted.  A night  light  in  the  bathroom  is  recom- 
mended. In  addition,  a person  should  keep  a flash- 
light by  his  bed  to  use  if  he  gets  up  in  the  night. 

- — Bedrooms.  The  most  dangerous  room  in  the 
house  is  not  the  kitchen,  but  the  bedroom.  This  is 
where  most  elderly  persons  fall,  often  because  they 
get  up  too  quickly  and  become  dizzy,  ^^’hen  a per- 
son gets  up,  he  should  sit  on  the  edge  of  the  bed 
for  a few  minutes. 

— Bifocal  glasses.  These  are  especially  dangerous 


when  a person  goes  downstairs,  since  he  may  look 
through  the  lo\ver  lens  and  the  steps  become  blurred. 

— Taking  a step  backwards.  If  a person  feels 
uncertain  about  his  footing,  he  should  never  step 
backwards  unless  he  can  see  where  he  is  going. 

■ — Not  lifting  feet  high  enough.  As  a person 
ages,  his  muscles  and  ligaments  are  less  lively  and 
he  doesn’t  lift  his  feet  as  high,  with  the  result  that 
he  trips  over  all  sorts  of  small  things — rug  corners, 
toys,  thresholds  and  doormats. 

— Ice.  When  the  sidewalks  are  slick,  a person 
should  stay  indoors.  If  he  must  walk  on  ice,  he 
should  use  a flat-footed  shuffle,  keeping  his  weight 
forward. 

— Bathrooms.  A rubber  suction  mat  in  the  tub 
is  a must  for  tub  or  shower.  In  addition,  grab-bars 
installed  on  the  wall  in  the  right  place  by  the  tub 
or  shower  can  prevent  falls. 

— Climbing  on  chairs.  Some  older  persons  won't 
admit  they’re  old  and  insist  on  climbing  on  chairs 
and  tables.  These  are  dangerous. 

In  addition,  there  are  dozen  of  other  things  that 
contribute  to  falls,  including  escalators,  poor  house- 
keeping, high  bus  steps,  shiny,  slippery  floors,  and 
throw  rugs  that  slide. 

The  article  urged  all  persons  to  learn  to  walk 
properly  and  to  arrange  their  environment  so  they 
won’t  fall.  In  conclusion,  it  listed  three  rules  for 
helping  people  to  stay  on  their  feet  in  old  age:  start 
studying  “senior-age  safety”  early;  keep  your  weight 
down,  and  keep  in  good  physical  condition. 

The  article  was  written  by  Edward  D.  Tales,  Jr., 
Lime  Rock  Station,  Conn. 
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Fat  Embolism 

Case  Report  and  Review  of  the  Literature 


T7AT  EMBOLISM  is  a syndrome  often  associated 
with  soft  tissue  trauma  and  fractures  of  long 
bones.  The  outstanding  characteristic  of  this  syn- 
drome is  the  result  of  a twofold  process:  first, 

. mechanical  obstruction  of  the  capillaries  by  fat 
globules  results  in  right  heart  failure  and  acute  cor 
pulmonale.  Second,  the  delayed  chemical  action  with 
hydrolysis  of  the  neutral  fats  to  produce  fatty  acids 
results  in  the  destruction  of  the  endothelium  of  the 
involved  capillaries. 

The  first  evidence  of  fat  embolism  was  seen  in 
1862  by  Zenker^^  who  injected  milk  into  the  veins 
of  a rabbit  and  produced  death.  In  1907  Rainier’^® 
advised  the  use  of  a tourniquet  to  prevent  the  trans- 
port of  fat  emboli.  The  mechanism  of  fat  emboli, 
until  recently  has  been  a rather  theoretical  subject, 
and  as  late  as  1948  an  official  British  joumal,®hi8 
published  a statement  that  fat  embolism,  as  a true 
entity,  does  not  exist  and  felt  the  diagnosis  should 
be  abandoned.  In  1957  Harkins,  Allen,  Moyer,  and 
Rhoads,^  in  their  discussion  of  fat  embolism  stated, 
‘‘The  significance  of  fat  embolism  has  not  been  es- 
tablished conclusively.  Among  the  troops  of  the 
I’nited  Nations  in  Korea,  Scully  was  often  able  to 
demonstrate  at  autopsy  fat  emboli  in  the  small  pul- 
monary vessels.  No  clinical  significance  was  evident 
except  in  infrequent  cases  in  which  emboli  passed 
through  the  pulmonary  circuit  to  reach  the  brain 
or  kidney  and  result  in  disturbances  of  the  sensorium 
or  hematuria.  The  therapy  is  entirely  nonspecific.” 

Other  reports  show  a gradual  and  progressive  rec- 
ognition of  the  condition  as  noted  by  Sutton^®  who,  in 
World  War  I,  showed  a lOO  incidence  in  wounds. 
Robb-Smith^  in  1941,  showed  789  accidents  with  41 
fat  emboli  and  29  as  a major  cause  of  death.  Thus 
the  incidence  of  fat  embolism  is  being  more  actively 
discussed  and  is  recognized  now  as  a major  problem 
in  the  complications  of  long  bone  fractures  and  in 
elective  orthopedic  surgery. 

The  concept  of  fat  embolism  until  recently  has 
been  that  the  emboli  consist  of  mechanically  released 
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particles  of  fat,  usually  marrow  fat  from  the  frac- 
tured bone.  The  fat  is  presumed  to  have  been  sucked 
into  the  veins  and  carried  to  the  lungs  as  emboli. 
Several  articles  attempt  to  refute  the  correctness  of 
this  theory.  Some  of  the  outstanding  reasons  pre- 
sented have  been  the  presence  of  a high  incidence  of 
fat  embolism  seen  in  ordinary  postmortem  findings 
which  are  identical  to  those  seen  in  fat  embolism 
from  fractures  of  long  bones.  Wright®-  in  1932, 
showed  a 52%  incidence  in  ordinary  postmortem 
findings.  Other  examples  have  been  seen  in  burns 
and  cardiovascular  deaths.  There  is  the  question 
of  a disturbance  in  the  lipid  metabolism  or  a change 
in  the  emulsification  of  neutral  fats  with  increased 
mobilization  of  fat,  synthesis  and/or  decomposition 
of  fat  as  noted  by  the  increased  serum  lipids.  This 
is  seen  after  ether  anesthesia  or  after  the  ingestion 
of  alcohol. 

Observations  of  the  extent  of  trauma  and  the 
frequency  of  fat  embolism  by  Johnson  and  Svan- 
borg^®  showed  that  extensive  injury  to  the  bone  mar- 
row may  produce  practically  no  fat  embolism  where 
in  other  cases  minor  injurj-  will  result  in  severe  fat 
embolic  syndromes.  Baylor  & Baylor®^  in  1949,  and 
Harrison  and  Street,  in  1951,  and  Key  and  Lottes®® 
have  reported  intra  medullary  nailing  of  fractures 
with  no  incidence  of  fatal  embolism.  Contradictor}' 
statements  are  seen  by  Kuntscher®®,  “Fat  embolism 
is  the  most  common  complication  of  medullar}'  nail- 
ing." There  have  been  reports  of  high  incidence  of 
fatal  emboli  in  cases  where  no  trauma  was  present 
such  as  burns,  acute  hematcgenous  osteomyelitis,  and 
periostitis. 2®44.45  xhere  has  been  some  discussion 
concerning  the  passage  of  fat  emboli  through  the 
capillaries  of  the  lung  into  the  smaller  vessels  of  the 
brain  and  kidney^®.  This  has  not  been  proven  con- 
clusively. 

With  this  preface  in  mind  a detailed  report  on  a 
recent  case  of  fat  embolism  at  this  hospital  with 
recover}'  is  presented. 

.\  21  year  old  white  male  from  Grayson  County, 
Virginia,  was  admitted  to  the  Marion  General  Hos- 
pital on  June  21,  1957,  sustaining  multiple  fresh 
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fractures  of  the  right  thigh  and  right  leg.  These 
fractures  involved  the  middle  third  of  the  femur, 
tibia,  and  fibula  with  over-riding,  but  no  evidence 
of  a compound  wound.  (Fig.  2-3)  At  the  time  of  ad- 
mission the  patient  was  conscious,  alert,  and  gave  a 
history  of  being  caught  between  his  motorcycle  and 
the  fender  of  a car  when  struck  at  an  intersection.  He 
was  pinned  between  the  two,  injuring  only  his  riglit 
leg  and  right  thigh.  There  was  no  evidence  of  head 
injur}",  no  loss  of  sensorium,  and  no  abrasions,  con- 
tusions, or  lacerations  of  the  skull,  trunk,  or  any 
other  part  of  the  body.  His  past  liistory  revealed 


On  the  second  day  following  injury,  the  patient  de- 
veloped acute  pulmonary  edema.  This  was  treated 
with  atropine,  gr.  1/100  every  two  hours,  rapid  digi- 
talization, nasal  oxygen,  hypertonic  glucose  solutions, 
and  antibiotics.  The  urinary  output  after  the  first  24 
hours  gradually  improved.  The  serum  lipase  done 
at  this  time  was  within  normal  limits.  The  advancing 
cerebral  edema,  repeated  generalized  convulsions, 
and  hyperthermia,  poor  general  condition,  etc.,  def- 
initely limited  his  prognosis.  Intravenous  fluids  were 
limited  to  1,000  cc.  of  S'"/  glucose  in  water  with  an 
additional  50  cc.  of  50%  hypertonic  glucose  solu- 
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that  as  a child  an  attack  of  acute  hematogenous 
osteomyelitis  involving  both  femurs  recjuir^d  drain- 
age at  that  time.  These  areas  were  then  well 
healed.  The  remainder  of  the  physical  findings  were 
essentially  negative.  Temperature  98.6°,  pulse  80, 
respirations  18,  blood  pressure  130/80.  The  patient 
was  placed  in  skeletal  traction  with  a pin  through 
the  upper  third  of  the  tibia  and  the  leg  placed  in  a 
Thomas  splint  with  a Pearson  attachment.  An  open 
reduction  was  planned  for  the  following  morning. 
However,  about  7 a.m.,  the  patient  suddenly  developed 
drowsiness  and  preoperative  sedation  was  withheld. 
On  examination  the  patient  was  semicomatose.  He 
developed  severe  generalized  convulsions  and  lapsed 
into  a deep  coma.  A mild  shock  was  present  and  a 
gradual  decerebrate  rigidity  developed  which  lasted 
for  about  two  weeks.  An  intracranial  lesion  was 
considered  though  there  was  no  history  of  head 
injury.  A catheter  was  inserted  and  only  50  cc. 
of  bloodv  urine  was  obtained  in  the  first  24  hours. 


tion  daily  in  an  attempt  to  reduce  the  cerebral  edema. 
The  jjupils  were  markedly  dilated  bilaterally,  the 
patient  was  in  decerebrate  rigidity  with  bilateral 
positive  Babinski  and  absent  abdominal  reflexes.  Fat 
was  p'csent  in  the  urine  in  a dilution  of  1-1800. 
The  extreme  hyperthermia  which  reached  104- 
105°  was  controlled  by  the  use  of  ice  packs  (see 
graph).  The  patient  was  semicomatose  for  a period 
of  eight  weeks  and  then  gradually  improved.  Tube 
feedings  using  a sustagen  tube,  catheter  drainage, 
movement  from  side  to  side  and  careful  nursing  care 
greatly  helped  in  his  recovery.  Early  in  the  state 
there  were  j)etechial  hemorrhages  along  the  lateral 
chest  wall  especially  on  the  left  side  and  a drop  in 
hemoglobin  from  95  to  70%.  This  latter  was  cor- 
rected by  500  cc.  of  whole  blood.  The  patient  grad- 
ually improved  and  by  August  1,  1957  he  was  able 
to  move  his  arms  and  legs.  A body  cast  was  applied 
incorporating  the  tibial  pin  in  a double  hip  spika. 
Neurosurgical  consultation  with  Dr.  William  Tice 
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of  Roanoke,  on  July  7,  1957  confirmed  the  above 
findings.  "The  patient  showed  a decerebrate  state 
with  very  little  extensor  rigidity  but  at  this  time 
showed  no  voluntary  movement  of  the  extremities. 
The  reflexes  were  active  and  essentially  equal,  with 
the  reflexes  more  prompt  on  the  right  than  on  the 
left.  There  were  bilateral  positive  Babinski  reac- 
tions, and  absent  abdominal  reflexes.  There  were  no 
responses  to  painful  stimulation.  The  pupils  were 
large  and  equal.  The  eye  grounds  showed  white 
areas  of  retinal  degeneration  which  resembled  exu- 
dates of  secondary  hemorrhage.” 

Some  residual  brain  damage  is  noted  at  the  present 


Figure  2 


time  especially  in  memory  loss.  He  can  read,  write 
and  move  his  legs  and  arms,  and  at  the  present 
time  the  described  fractures  are  well  healed.  He 
was  discharged  on  August  8,  1957,  and  at  present 
has  minimal  residuals  of  his  lesion.  We  feel  that 
he  has  made  an  amazing  recover}'. 

Fat  embolism  after  trauma  has  been  confused 
with  pulmonary  edema,  subdural  hematoma,  broncho- 
pneumonia, and  diabetic  coma.  It  has  been  unrec- 
ognized frequently  until  too  late  to  institute  pos- 
sible life  saving  therapy.  Patients  often  die  in  acute 
right  sided  heart  failure  early  in  the  first  stages  of 
fat  embolism.  The  significant  diagnostic  signs  are 
usually  a marked  droj)  in  hemoglobin  out  of  pro- 
j)ortion  to  the  blood  loss  about  the  fracture  site.®^  This 
is  usually  seen  48-72  hours  after  the  initial  onset. 
Fat  globules  may  be  seen  earl}-  in  the  blood  stream 
with  a dark  field  microscope  and  fluoroscreen;  in  the 
urine  using  the  sizzle  test  of  Scuderi®®  and  in  the 
sputum.  The  serum  calcium  usually  drops,  the 
serum  lii)ase  will  rise  in  2-6  hours  after  the  incident 
and  will  return  to  normal  within  24  hours.  Petechial 


hemorrhages  are  noted  about  the  chest  and  abdom- 
inal wall.  Acute  cor  pulmonale  occurs  after  the 
embolism  is  quite  marked  and  is  often  accountable 
for  the  high  mortality. 

Bone  marrow  embolism  which  sometimes  appears 
coexistent  with  fat  embolism  is  an  identical  mecha- 
nism but  is  usually  seen  with  rib  and  vertebral  frac- 
tures rather  than  long  bone  fractures.  Rappaport 
and  Rone  and  Howe®-  described  two  hundred  cases 
of  trauma  where  bone  marrow  embolism  was  present 
in  a 6%  incidence.  They  state,  “The  intramedullary 
sinusoids  of  the  blood  spaces  may  be  separated  from 
the  systemic  circulation  by  a single  endothelial  cell 
and  it  is  hard  to  understand  why  bone  marrow 
embolism  is  not  more  common.”  Other  types  of 
embolism  have  been  noted,  i.e.,  pulmonary  embolism 
from  blood  clot  (thrombophlebitis),  cotton  fibers, 
metallic  substances,  particulate  foreign  body  and  air. 
In  pulmonary  embolism,  a mechanical  block  of  the 
main  trunk  of  the  pulmonary  artery  results  in  prompt 
death  when  60  occlusion  is  present.  A similar 
type  of  mechanical  obstruction  occurs  in  fat  embolism 
during  the  first  stage  but  involves  rather  massive 
embolism  of  capillaries  with  resultant  acute  and 
sudden  severe  dilatation  of  the  right  heart,  drop  in 
minute  volume,  increased  pulmonary  artery  pressure, 
and  fall  in  blood  pressure,  cardiac  output  and  apnea. 

Many  experiments  using  the  so-called  “bland”  sub- 
stances have  been  used.  Zenker®^  in  1862  injected  milk 
into  the  jugular  vein.  Dunn®  in  1920  used  potato 
starch  and  saline,  Harman  and  Ragaz^®  in  1950  used 


Figure  3 


an  alcoholic  extract  of  homogenous  fat  and  injected  it 
into  rabbits  and  their  results  showed  similar  effects, 
i.e.,  mechanical  obstruction  but  in  addition  a severe 
chemical  irritation.  When  paraffin  was  used  no  such 
pulmonary  lesions  could  be  noted.  His  findings  at 
this  time  were  “considering  the  irritative  nature  of 
the  long  chain  fatty  acids  on  the  tissues  of  the  lung 
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with  the  presence  of  lipase  in  the  alveolar  septum, 
it  was  felt  that  the  lesions  were  the  result  of  hydrol- 
ysis of  the  emboli  as  neutral  fat  and  inflammation 
produced  by  release  of  the  fatty  acids”. 

Price,  Hatta,  and  Smith®'  in  1935  studied  the  ef- 
fects of  multiple  small  emboli  and  the  dynamics  of 
the  resulting  pulmonary  hypertension.  They  used 
barium  sulfate  to  produce  mechanical  obstructions 
as  a source  of  emboli.  Farris,®®  in  the  Surgical  Clinics 
of  North  America  in  1954,  introduced  buckshot  up 
to  three  hundred  pieces  into  the  internal  jugu- 
lar vein  of  a rabbit  and  amazingly  enough  pro- 


and  classified  under  sterols.  Oleic  acid  (CihH;{402) 
linoleic  and  linolenic  are  the  unsatured  fatty  acids. 
Stearic  and  palmitic  acids  are  saturated  and  these 
are  solidified  at  body  temperature.  Phospholij)ids  are 
found  in  all  tissues  and  sphingomyelin  is  found  most- 
ly in  the  brain  and  nerve  tissue.  The  sterols,  choles- 
terols,  complex  hydroaromatic  alcohols  are  found  in 
essentially  all  tissues  and  body  fluids.  They  exist  in  a 
free  state  and  with  fatty  acids  as  esters.  The  increase 
in  cholesterol  ester  indicates  that  the  sterols  play  a 
part  in  the  transport  of  fatty  acids.  There  is 
neither  fat  nor  phospholipid  in  the  urine  normally. 


Phases  of  Fat  Embolism 

1.  Mechanical  Pulmonary  hypertension 


embolization 


Death 

Schema  indicating  possible  consequences  of  fat  embolism.  Halasz,  N.  A.  and  Marasco,  J.  P. ; An 
Experimental  Study  of  Fat  Embolism.  Surgery  41 : 1957.® 


duced  very  little  physiological  change.  These  passed 
into  the  right  side  of  the  heart  and  out  into  the  pul- 
monary circuit,  done  under  local  anesthesia  without 
untoward  results. 

In  order  to  discuss  fat  embolism  a review  of  the 
chemistry  of  fats  is  in  order.  Fat  can  be  extracted 
with  ether  and  alcohol  and  in  this  extract  fatty  acids 
are  found.  Fatty  materials  are  classified  as : 1.  Try- 
glycerides  of  fatty  acids,  that  is  true  fats  and  oils. 
2.  Lipid  compound  of  fatty  acids  with  secondary 
alcohol  cholesterol.  3.  Free  cholesterol  and  various 
pigments  which  are  soluble  in  fat  but  are  not  related 
closely  to  the  fats.  These  are  unsaponifiable  materials 


Absorbed  fat  can  be  seen  in  the  blood  as  minute  par- 
ticles through  a dark  field  microscope  less  than  one 
micron  in  diameter  called  chylomicrons.  Normally 
about  three  fourths  of  the  fat  in  blood  is  in  solution 
and  is  attached  beta  lipo  protein.  A physiological  hy- 
perlipemia is  seen  after  ingestion  of  fats  with  a peak 
occurring  about  three  hours  after  the  ingestion  of 
the  meal.  The  turbidity  seen  in  the  blood  in  h>T9er- 
lipemia  is  due  primarily  to  an  increase  in  the  neutral 
fat.  When  the  cholesterol  or  phospholipids  are  ele- 
vated, the  serum  is  clear.  “Boyd  concluded  that  the 
phospholipids  tend  to  maintain  the  other  fat  frac- 
tions in  a supersaturated  state  in  the  serum.  Lehman 


Volume  86,  March,  1959 


157 


and  Moore^'*  have  already  suggested  that  this  phe- 
nomenon may  be  due  to  fat  normally  in  the  blood 
aggregating  into  larger  particles  as  a result  of  certain 
physical  and  chemical  changes  in  the  blood.”-®  How- 
ever, there  are  no  changes  in  the  hematocrit,  blood 
volume,  etc.,  to  substantiate  this.  Scuderi®®  was  one 
of  the  early  ones  to  show  that  hydrolyzed  fat  is  much 
more  toxic  than  neutral  fat  from  which  it  is  derived 
and  produces  an  intense  exudate  in  the  lungs  in 
experimental  animals.  He  found  that  oleic  acid  was 
seven  times  as  lethal  as  neutral  bone  fat.  Gomori 
and  others  have  demonstrated  that  lung  tissue  is 
high  in  the  enzyme  lipase. 

Fat  is  removed  from  the  circulation  by  four  mech- 
anisms, excretion  going  through  the  kidneys,  ex- 
cretion through  the  liver,  reticuloendothelial  sys- 
tem, and  blood  and  tissue  lipase.  Swank“‘  noted 


Figure  4 


physiological  clustering  of  fat  chylomicrons  in 
the  blood  after  a fatty  meal.  These  larger  fat  par- 
ticles are  then  presumedly  strained  out  of  the  cir- 
culation by  capillaries  and  reticuloendothelial  cells. 
Why  alcoholics  are  more  prone  to  fat  embolism  than 
nonalcoholics  has  not  been  proven.  However,  this 
is  also  seen  with  ether  and  cyclopropane  anesthesia. 
It  has  also  been  noted  with  some  increased  incidence 
in  the  use  of  intravenous  ether.  Du  Toit®®  suggests 
that  the  fat  emulsion  is  less  stable  in  these  individ- 
uals and  j)ostulates  that  this  is  due  to  frequent  dilu- 
tion with  alcohol  in  the  case  of  the  alcoholic.  It 
seems  probable  that  fat  solvents  may  in  some  way 
make  the  fat  unstable. 

In  reviewing  his  work^®  we  see  that  the  amount 
of  fat  in  long  bones  was  considered  to  be  insuffi- 
cient to  produce  fat  embolism  after  fractures. 
This  was  first  noted  by  Scriba®^*  in  1880  and  then 


again  by  Lehman  and  Moore^®  in  1923.  They  felt 
the  local  site  of  fracture  was  not  the  true  source  and 
that  there  was  a systemic  site  of  pulmonary  embolism. 
Their  conclusion,'*®  however,  was  based  on  studies 
using  rabbits  in  determining  the  amount  of  fat  in  the 
diaphysis  which  they  estimated  to  be  about  70  grams 
of  fat.  Peltier,®®  however,  studied  human  femurs 
and  extracted  the  fat  with  95  9(  alcohol  and  ether. 
He  found  that  the  tubular  diaphysis  does  not  con- 
tain a major  store  of  bone  fat  as  assumed  by  Lehman 
and  Moore,  and  that  the  spongy  metaphysis  contained 
the  greater  volume  (60%  in  the  metaphysis)  with 
a total  of  121  grams  of  bone  fat  in  the  adult. 
This  fat  from  the  human  long  bone  and  subcutaneous 
tissue  is  almost  entirely  neutral  with  60-80%  of  the 
fatty  constituents  being  unsaturated.  The  major 
portion  of  the  unsaturated  fatty  acids  consist  of  oleic 
acid  which  is  seven  times  as  lethal  (Scuderi)®®  as 
neutral  fat. 

The  toxic  properties  of  neutral  fat  and  free  fatty 
acids  are  well  evaulated  by  Peltier*®-®®  (see  graphs). 
The  injection  of  neutral  fat  results  in  sudden  dyspnea, 
venous  engorgement,  and  white  froth  at  the  mouth 
and  nose.  At  autopsy  the  right  side  of  the  heart  is 
markedly  dilated,  there  is  thinning  of  the  wall  of  the 
ventricle,  the  lungs  are  moist,  somewhat  heavier  and 
anemic.  The  toxicity  of  the  neutral  fat  thus  is  a 
function  of  the  viscosity,  resulting  in  acute  cor  pul- 
monale. 

Fatty  acids,  on  the  other  hand,  result  in  toxicity 
which  is  a function  of  the  degree  of  unsaturation  of 
the  fatty  acids.  This  appears  after  a latent  period, 
of  24-72  hours,  and  is  due  to  the  hydrolysis  of  neu- 
tral fats.  The  result  is  dyspnea  coming  on  more 
slowly,  profuse  flow  of  serosanguineous  fluid  from 
the  nose  and  mouth,  no  venous  congestion,  and  at 
autopsy  the  heart  is  small  and  not  dilated.  The  lungs 
are  markedly  engorged  with  a bloody  exudate  and 
there  are  multiple  areas  of  hemorrhagic  infiltration 
of  the  lungs.  The  hemoglobin  drops  out  of  all 
pro{X)rtion  to  the  amount  of  blood  loss  at  the  frac- 
ture site.  Petechial  hemorrhages  are  seen  in  the  skin 
especially  in  the  trunk.  The  findings  in  the  brain 
as  noted  by  Pearsall  and  Weaver®®  show  “hyperemia 
of  the  meninges  and  cortical  vessels.  The  gray  mat- 
ter shows  little  change  whereas  the  white  matter  shows 
petechial  hemorrhage.  Areas  of  softening  are  noted 
in  the  brain  stem  especially  where  the  capillaries 
contain  fat  emboli.  The  choroid  plexus  frequently 
shows  widespread  damage.  There  is  perivascular 
myelin  degeneration  and  usually  little  neurological 
reaction.” 
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Peltier,--  in  the  previous  references,  shows  that 
the  rabbit  dying  after  the  injection  of  900  mg. 
of  trilene,  on  autopsy,  revealed  a lung  markedly 
anemic.  Histological  study  of  a section  of  this  lung 
showed  some  disorganization  of  the  alveolar  pattern 
with  some  edema.  The  rabbit  dying  after  250  mg. 
of  oleic  acid  being  introduced  intravenously  revealed 
a grossly  hemorrhagic  lung.  Histological  sections 
of  this  lung  revealed  marked  congestion,  hemorrhagic 
exudate  and  disorganization  of  the  alveolar  pattern. 
This  death  due  to  trilene  was  on  a viscosity  basis 
with  mechanical  obstruction,  whereas  death  resulting 
from  the  injection  of  oleic  acid  following  a latent 
period  of  24-72  hours  after  the  injection  was  due  to 
the  hemorrhage  into  the  lung  secondary  to  the  chem- 
ical action  of  the  fatty  acid.  Other  investigators  have 

substantiated  this  viewpoint. ^*43.55 

II.  Chemical  Phase  of  Fat  Embolism 

Toxic  properties  of  neutral  fat  and  fatty  acids 

1.  Neutral  fat-toxicity  is  a function  of  the  viscosity. 

1 

1.  Sudden  dyspnea  Acute  right  heart 

2.  Venous  engorgement  failure  due  to  mechanical 

3.  White  froth  at  mouth  block, 
and  nose 

4.  .Autopsy — Right  side  heart  markedly  dilated 
thinning  of  wall  of  ventricle 

Lungs  moist — somewhat  heavier  and  anemic 

2.  Fattv  acids — Toxicity  is  a function  of  the  degree  of 

1. 

1.  Dyspnea  more  slowly  Latent  period  24-72  hours 

due  to  hydrolysis  of  fats 

2.  Profuse  flow  serosanguineous  fluid  nose  and  mouth. 

3.  No  venous  congestion 

4.  At  autopsy  heart  is  small — not  dilated 

5.  Lungs  engorged  with  bloody  exudate 

6.  Multiple  areas  of  hemorrhagic  infiltration  in  lungs 

Experimental  studies  done  by  Nicholas  Halaz  and 
John  Horasco®  concerning  the  physiological  changes 
in  pulmonary  artery  jjressures  and  femoral  artery 
pressures  proved  interesting.  These  experiments 
using  dogs  and  inserting  catheters  into  the  pulmonary 
artery,  left  auricle  and  into  the  femoral  arterj"  re- 
vealed rather  dramatic  changes  after  the  injection 
of  fatty  substance.  These  consisted  of  a rapid  rise 
in  the  pulmonary  artery  pressure  during  the  injec- 
tion and  a fall  in  the  femoral  artery  pressure  and  at 
the  same  time  a period  of  apnea  lasting  for  3 to  15 
seconds  and  up  to  3 minutes.  In  addition  there  was 
a marked  bradycardia,  a drop  in  blood  pressure,  and 


cyanosis  followed  1)}’  a deep  slow  Cheyne-Stokes 
respiration.  Sometimes  there  is  a short  period  just 
before  death  of  extreme  tachyjjnea  produced  by  the 
intercostal  muscles  without  diaphragmatic  action. 
This  is  known  as  a Churchill-Downing  reflex®  due  to 
the  distention  of  the  pulmonary  vessels.  One  should 


(From  Peltierl®) 

Figure  5 


refer  to  their  article  concerning  this  graph  (Fig.  7) 
for  further  details. 

The  one  consistent  finding  noted  was  that  fat  was 
not  found  in  the  venous  side  of  the  pulmonary  cir- 
cuit, left  side  of  the  heart,  until  shortly  before  death. 
Another  graph  from  this  article®  describes  the  mechan- 
ical phase  of  pulmonary  embolism.  Emboli  block 
the  pulmonary  capillaries  with  spasm  in  the  pul- 
monary vascular  bed  producing  an  acute  cor  pul- 
monale. The  so-called  Jarisch-Bezold  reflex  (brady- 
cardia, apnea,  systemic  arterial  h3’pGtension)  is  due 


(From  Peltier^*) 

Figure  6 


to  the  distention  of  the  pulmonary  vessels.  This  was 
followed  by  a diminished  pulmonary  hypertension 
as  the  fat  passes  through  the  lungs  with  massive 
peripheral  embolization  resulting  in  death.  Imme- 
diate cause  of  death  in  all  cases  appeared  to  be  a 
respiratory  arrest  which  preceded  cardiac  standstill 
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and  was  felt  to  be  due  to  the  cerebral  anoxia  sec- 
ondary to  the  fat  in  the  vessels  of  the  brain.  This 
is  a theoretical  graph  which  was  set  up  by  these 
authors®  to  describe  the  possible  developments  that 
take  place  during  the  pulmonary  embolism  in  the 
first  stage  of  the  embolic  phenomena. 

Peltier^*  used  a tourniquet  in  studying  the  effects 
of  trauma  in  dogs.  When  the  tourniquet  was  left 
in  place  for  a period  of  30  to  60  and  even  90  minutes 
after  long  bone  fractures,  no  fat  emboli  could  be 
found  in  the  blood  until  the  release  of  the  tourniquet. 
When  no  tourniquet  was  used,  after  30  minutes  five 


Inflammation  of  bone.  HedrP^  felt  that  acute  hemo- 
lytic osteomyelitis  and  acute  periostitis  are  very  def- 
inite sources  of  fat  embolism.  2.  Soft  tissue  damage. 
3.  Changing  altitudes  and  pressure,  i.e.,  deep  sea 
diving  and  high  altitude  flying.  Hawkins  and  Rat- 
kins  demonstrated  that  the  typical  “bends”  syndrome 
is  not  only  a source  of  nitrogen  bubbles  but  also  of 
fut  emboli.  It  is  to  be  noted  that  bone  marrow 
embolism  and  fat  embolism  coexist  in  a ratio  of 
about  84%  fat  embolism  to  26%  bone  marrow  em- 
bolism. 

In  summarizing,  it  would  apjDear  from  the  review 
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Figure  7 


(From  Halasz  and  Marasco®) 


out  of  seven  dogs  showed  fat  emboli  present.  After 
the  release  of  the  tourniquet,  the  morbidity  remained 
lower  than  when  no  tourniquet  was  used.  This  em- 
phasizes the  importance  of  the  use  of  the  tourniquet 
and  the  prophylactic  measures  to  prevent  the  trans- 
port of  fat  emboli.  Local  tissue  pressure  has  been 
shown  to  be  a major  factor.  When  fractures  are 
closed  considerable  higher  frequency  of  fat  embolism 
occurs  than  in  open  or  compound  fractures.  Stress, 
ACTH,  cortisone,  have  failed  to  show  any  effect  on 
fat  embolism^®.  fatty  meal  has  shown  no  par- 
ticular effect  although  previously  described  to  have 
a moderate  effect.  (Pearsall  and  Weaver-^).  This 
was  refuted  by  Peltier.^®  The  systemic  stores  of 
fat  cannot  be  completely  excluded  although  the  weight 
of  evidence  is  on  a local  rather  than  a systemic  effect 
in  fat  embolism. 

Other  situations  in  which  suspicion  of  the  fat 
embolism  syndrome  should  be  considered  are:  1. 


of  the  literature  and  a study  of  the  case  history 
presented  that  the  basic  cause  of  fat  embolism  has 
not  been  definitely  established  and  needs  further 
investigation.  Warthin®®  in  his  classic  review  felt 
that  the  source  of  fat  embolism  was  at  the  injured 
site  and  most  authors  still  agree  with  this.  The  most 
logical  explanation  at  the  present  time  seems  to  be 
this  is  a twofold  process  making  fat  embolism  a 
syndrome  rather  than  a lesion.  First,  mechanical 
obstruction  due  to  the  viscosity  of  the  neutral  fat 
results  in  acute  cor  pulmonale.  Second,  24  to  72 
hours  after  the  precipitating  occurrence,  hydrolysis 
of  the  neutral  fat  produces  unsaturated  fatty  acids 
such  as  oleic  acid  and  results  in  severe  chemical 
irritation  and  destruction  of  the  endothelium  of  dis- 
tant capillaries. 

In  considering  the  treatment  and  avoidance  of  the 
fat  embolism  syndrome  there  are  several  important 
factors  that  are  felt  now  to  be  of  benefit.  1.  The  use 
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of  a tourniquet  in  elective  cases.  2.  The  gentle  han- 
dling of  fractures.  3.  Prevention  of  shock  and  dehy- 
dration. 4.  Rai)id  digitalization  in  cases  of  right 
heart  failure  and  pulmonary  edema.  5.  Considera- 
tion of  the  fact  that  ether  and  cyclopropane  anes- 
thesia increase  serum  lipids  which  may  predispose 
to  the  fat  embolism  syndrome.  Acute  alcoholism  also 
seems  likely  to  be  a predisposing  factor.  6.  The  use 
of  heparin  appears  to  be  of  doubtful  value  and  is 
only  mentioned  to  be  condemned  since  dispersion  of 
the  fat  globules  results  in  expedition  of  emulsifica- 
tion of  the  fat  and  break  down  into  component  fatty 
acids  with  resultant  disruption  of  capillaries  and 
endothelium.  7.  Beware  of  a fall  in  hemoglobin  24- 
48  hours  after  long  bone  fracture.®^ 

In  the  field  of  physiological  and  biochemical  re- 
search there  is  an  approach  verj^  much  needed  by 
the  clinician.  This  is  the  suppression  of  lipase  secre- 
tion during  the  chemical  stage  of  fat  embolization 
in  order  to  prevent  the  hydrolysis  of  fats  to  fatty 
acids  and  the  immobilization  of  calcium  ion  which 
become  involved  with  the  fatty  acids  to  form  calcium 
soaps.  This  involves  the  problem  of  elevated  serum 
lipase  in  the  pulmonary  circuit  during  fat  embolism. 

We  feel  that  an  alertness  to  an  all  too  seldom 
recognized  syndrome  in  association  with  continued 
efforts  in  the  physiological  and  biochemical  fields 
may  further  aid  us,  the  clinicians,  to  avoid  prevent- 
able mortality  and  disability. 
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Staphylococcal  Infections  in  Hospitals 
(Continued) 

Staphylococcal  Disease  on  Surgical  Services.  It 
should  be  recalled  that  before  antibiotics  were  known, 
staphylococci  were  the  wound  pathogens  found  in 
about  two-thirds  of  all  infections. 

Clinical  infection  may  be  prevented  in  wounds 
produced  by  trauma  by  prompt  and  adequate  removal 
of  devitalized  tissue  and  foreign  bodies.  The  exact 
pathways  by  which  staphylococci  gain  access  to  clean 
wounds  are  not  known.  A number  of  considerations 
suggest  that  the  majority  of  clean  wounds  which  have 
become  seriously  infected  may  have  been  seeded  in 
the  operating  room.  The  deep-seated  nature  of  the 
central  focus,  the  frequent  association  with  hemato- 
mata,  the  time  of  appearance  following  operation 
(usually  noted  at  first  dressing),  and  the  known 
difficulty  of  experimentally  infecting  a sutured 
wound  after  a few  hours  have  elapsed,  are  reason 
for  this  belief.  A high  percentage  of  opened  or 
drained  wounds  will  become  colonized  with  staphy- 
lococci by  cross-infection  on  the  wards.  This  may 
happen  without  clinical  manifestations  and  with 
little  or  no  effect  on  the  wound  itself.  This  wound 
then  becomes  a reservoir  of  potentially  virulent 
strains  which  may  result  in  an  outbreak. 

Burns  usually  acquire  profuse  bacterial  flora  which 
reflect  the  patient’s  environment.  There  is  evidence 
that  burned  patients,  who  in  former  years  would 
have  died  during  the  first  two  or  three  days  from 
fluid  and  electrolyte  imbalance,  are  now  saved  to 
develop  fatal  sepsis.  Staphylococci  are  the  most 
significant  organisms  found  in  burned  patients. 

Staphylococcal  disease  concerns  all  of  the  surgical 
specialties.  Severe  outbreaks  have  been  reported  on 
thoracic  services;  problems  involving  bones  and  joints 
have  followed  radical  surgery;  urinary  tract  infec- 
tions have  been  well  documented;  endocarditis  and 
myocardial  stitch  abscesses  have  followed  heart  and 
great  vessel  surger}q  enteritis,  fatal  parotitis,  in- 
creased incidence  of  empyema  in  children,  pneumonia 
in  adults,  respiratory  infections  in  all  ages  have  all 
been  attributed  to  the  staphylococcus. 

Certain  fundamental  principles  that  have  served 
the  surgeon  well  in  the  past  to  prevent  infection 


must  be  revised  and  adhered  to  strictly.  The  first 
and  most  important  is  surgical  technique.  Rigid 
aseptic  and  antiseptic  methods  are  almost  equally 
important.  Good  old-fashioned  hospital  cleanliness 
must  be  applied  by  all  disciplines. 

Separate  operating  rooms  for  clean  and  “dirty” 
cases  are  not  recommended.  All  operating  rooms 
should  be  cleaned  between  operations  and  meticu- 
lously so  after  an  operation  on  a contaminated  case. 
“Dirty”  cases  should  be  placed  at  the  end  of  the 
operating  schedule. 

Operating  room  clothing  must  not  be  worn  outside 
the  operating  room.  Visitors  to  the  operating  room 
must  change  completely  from  street  clothing  before 
entering  the  operating  room. 

Patients  should  be  brought  to  the  operating  room 
on  a stretcher  that  has  been  thoroughly  cleaned  and 
covered  with  freshly  laundered  linens  supplied  by 
the  operating  room.  They  should  not  be  covered 
with  blankets  from  the  wards. 

Once  the  disease  is  established,  isolation  techniques 
must  be  practiced  to  prevent  cross-infection.  When 
a barriee  nursing  system  is  set  up,  it  must  be  hon- 
ored by  all,  physicians  as  well  as  nurses.  Prompt 
incision  and  drainage  or  possibly  a more  agressive 
debridement  and  early  secondary  closure  may  be 
indicated. 

There  is  no  doubt  that  meticulous  surgical  tech- 
nique and  judgment  can  result  in  a staphylococci 
wound  infection  rate  of  practically  zero.  To  bring 
this  about: 

1.  Technique  should  be  an  adequate  scrub  tech- 
nique combined  with  a thorough  alcohol  rinse 
of  the  skin. 

2.  Gentle  handling  of  tissues  and  minimal  usage 
of  plain  and  chronic  catgut,  particularly  in  the 
parietes. 

3.  Routine  closure  of  all  surgical  wounds  with 
interrupted  alloy  steel  wire  is  an  important 
technical  step. 

4.  Copious  saline  irrigation  of  wounds  mechan- 
ically removes  necrotic  fat,  blood  clots,  and 
also  organisms  which  have  seeded  the  wound 
during  the  time  of  the  operative  procedure. 
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5.  Conversation  during  the  course  of  an  opera- 
tion must  be  minimized  to  prevent  a constant 
sprav  of  organisms  into  the  surgical  wound. 

6.  Ill-advised  drainage  with  irrigating  foreign 
materials  should  be  abandoned. 

7.  Local  use  of  antibiotic  agents  prophylactically 
at  the  time  of  closure  of  uncontaminated,  clean 
surgical  wounds  is  open  to  question.  Anti- 
biotics are  not  effective  in  the  presence  of 
necrotic  tissue  or  in  an  abscess.  Their  func- 
tion is  one  of  protection  against  invasive  infec- 
tion and  metastatic  complications  incident  to 
the  surgical  attack  upon  the  lesion.  When 
used,  one  must  be  selected  to  which  the  organ- 
ism is  apparently  vulnerable. 

8.  Every  effort  should  be  made  to  minimize  cross- 
infection through  contaminated  dressing  carts 
and  faulty  dressing  care. 

9.  It  should  be  remembered  that  sterilization  of 
anesthetic  and  endoscopic  apparatus,  stetho- 
scopes, ophthalmoscopes,  sphygmomanometers, 
etc.,  is  necessary  in  epidemics  to  control  spread 
of  infection. 

It  would  appear  essential  for  every  surgical  serv- 
ice to  keep  a running  record  of  its  infection  rates 
from  year  to  year  as  a guide  and  measure  of  the 
success  of  its  preventive  program. 

Staphylococcal  Disease  on  Getieral  Medical  Serv- 
ices. The  life  threatening  staphylococcal  disease 
syndromes  observed  in  medical  patients  are  staphy- 
lococcal bacteremia  with  metastatic  involvement  of 
many  organs  and  staphylococcal  pneumonia.  Staphy- 
lococcal enterocolitis  is  more  apt  to  occur  in  surgical 
patients.  Primar}-  hematogenous  osteomyelitis  is  rare 
but  metastatic  osseous  lesions  frequently  complicate 
the  course  of  disseminated  staphylococcal  infections. 
The  magnitude  of  the  problem  on  medical  services 
is  not  known  and  mortality  figures  do  not  convey 
information  concerning  its  scope.  Statements  con- 
cerning morbidity  give  a clearer  notion.  Large  out- 
breaks of  the  disease  are  unusual  on  medical  services. 
Infections  arise  in  patients  already  seriously  ill  with 
other  unassociated  diseases.  Patients  with  leukemia, 
Hodgkin’s  disease,  metastatic  malignancies,  diabetes, 
disseminated  lupus  erythematosus,  renal  failure,  and 


chronic  pulmonary  disease  are  examples.  Patients 
with  exfoliative  dermatitis,  influenza,  or  any  local 
surgical  procedure,  and  patients  receiving  steroids  or 
corticotropins,  nitrogen  mustards,  radiation,  folic 
acid  antagonists,  and  even  broad  spectrum  antimi- 
crobial therapy  are  very  suspectible. 

Hospital-acquired  staphylococcal  disease  decreases 
the  efficiency  of  hospital  operation,  prolongs  the  stay 
of  individual  patients,  increases  the  cost  of  medical 
care  and  jeopardizes  the  recover}-  of  some  patients. 
iMany  patients  infected  while  in  the  hospital  do  not 
develop  a recognizable  infection  until  some  time  after 
their  discharge  and  detection  of  its  presence  in  the 
community  becomes  essential  to  delineation  of  the 
hospital  problem  and  its  control.  A number  of  in- 
fants develop  the  first  signs  of  infection  after  dis- 
charge from  the  hospital  and  transmission  from 
them  to  their  mothers  takes  place  in  the  home.  The 
epidemic  strains  are  readily  transmitted  to  other 
family  members,  persist  for  long  periods  within  the 
family,  and  are  resp>onsible  for  endemic  staphylococci 
disease  within  the  family  unit.  A very  significant 
community  outbreak  will  follow  uncontrolled  strain 
specific  nursery  outbreaks.  There  is  no  satisfactory 
approach  to  eradication  of  epidemic  strains  from  the 
family  and  the  disease  may  be  expected  to  recur  over 
long  periods  despite  repeated  attempts  to  eradicate  it. 

(To  be  continued  in  next  issue) 

Ref:  Hospital-Acquired  Staphylococcal  Disease.  Proceed- 
ings of  the  National  Conference,  September  1958,  sponsored 
by  the  U.S.  Public  Health  Service  and  the  National  Acad- 
eme of  Sciencies. 


Monthly  Report  of  Bureau  of  Communicable  Disease 


Jan. 

Jan. 

1959 

1958 

Brucellosis 

2 

0 

Diphtheria 

2 

5 

Hepatitis 

26 

29 

Measles 

1341 

434 

Meningococcal  Infections 

7 

10 

Meningitis  (Other) 

20 

17 

PoHnmvp]ifi<? 

2 

0 

Rabies  (In  Animals) 

16 

43 

Rockv  Mt.  Spotted  Fever 

0 

0 

Streptococcal  Infections 

1014 

529 

Tularemia 

4 

8 

Tvphoid  Fever 

1 

4 
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JAMES  B.  FUNKHOUSER,  M.D. 
EDNA  M.  LANTZ 
Richmond,  Virginia 


Mental  Hospital  Population,  Drugs  and 
Rehabilitation 

One  of  the  big  factors  influencing  the  size  of  Vir- 
ginia’s hospital  population  is  the  rate  at  which  pa- 
tients return  after  discharge.  xA.lthough  all  but  a 
few  psychiatrists  have  given  up  the  theory  that  the 
moon  has  an  influence  on  mental  illness,  State  hos- 
pital authorities  know  that  the  rate  of  return,  as  well 
as  the  rate  of  first  admission,  is  strongly  influenced 
by  matters  somewhat  beyond  medical  control.  For 
example,  the  hospital  census  curiously  enough  fluc- 
tuates with  the  seasons.  November,  December,  Jan- 
uary, February  were  the  low  months  from  ’52  through 
’58  (and  before).  (See  Chart  1) 


term  studies  in  other  states,  as  well  as  Virginia, 
show  that  the  first  admission  rates  and  return  rates 
are  higher  during  economic  depression  and  lower 
during  prosperous  times.  For  example,  they  are  lower 
during  war  than  peace  time.  War  probably  drains 
the  fully  fit  young  men  away  from  jobs  that  can 
then  be  handled  by  physically  and  mentally  handi- 
capped and  so  such  people  can  survive  economically 
outside  the  hospital.  (See  Chart  2)  The  two  low 
points  on  the  first  admissions  represent  World  War 
II  and  the  Korean  War.  Readmissions  were  only 
slightly  influenced  by  the  two  wars. 

The  advent  of  tranquilizing  drugs,  so  extra- 
vagantly proclaimed  by  the  lay  press,  and  some 


But  more  important  than  the  seasonal  change  is 
the  influence  of  social  and  economic  climate.  Long 

Funkhouser,  James  B.,  M.D.,  Assistant  Commissioner 
and  Lantz,  Edna  M.,  Statistician,  Department  Mental  Hy- 
giene and  Hospitals,  Richmond,  Virginia. 

Approved  for  publication  by  Commissioner,  Depart- 
ment Mental  Hygiene  and  Hospitals. 


professional  journals,  was  given  most  of  the  credit 
for  the  slight  population  drops  or  leveling  off  of  the 
census  in  mental  hospitals  throughout  the  country 
last  year.  Enthusiasts  foresaw  the  eventual  empty- 
ing of  our  mental  hospitals  and  a new  era  for 
psychiatry. 
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Little  credit  was  given  to  the  favorable,  socio- 
economic weather  which  notoriously  affects  first  ad- 
mission and  return  rates. 

Practically  no  credit  was  given  for  the  stepped- 
up  intensive  treatment  program  in  the  hospitals.  This 
was  directly  the  result  of  higher  salaries  for  hospital 
personnel,  increased  staffs,  etc. — also  the  result  of 
economic  prosperity. 

Not  enough  credit  was  given  to  the  weight  of 
accumulated  years  of  effort  by  mental  health  asso- 
ciations and  other  organizations  who  have  gradually 
educated  the  public,  the  employer  and  industr}-  into 
what  may  be  called  “communit}’  acceptance  of  the 
mentally  handicapped"’. 


However,  a reaction  to  the  factors  which  reduce 
hospital  populations — drugs,  intensive  treatment, 
prosperous  general  economy,  community  acceptance 
(and  to  whatever  factors  such  as  the  moon  or  sun 
spots  which  are  still  unguessed)  has  apparently  set 
in. 

Our  hospital  population  is  slowly  rising  again  or 
is  levelling  off.  (See  Chart  3)  Despite  seasonal  dips 
in  December  and  January,  the  graph  shows  that  the 
trough  of  1957-1958  is  beginning  to  swell.  This  is 
the  same  in  other  states  with  whom  Virginia  has  a 
comparable  reporting  system. 

Since  the  medical  profession  cannot  hope  to  di- 
rectly or  appreciably  alter  the  non-medical  factors. 


(Dots  between  dates  denote  intervening  months). 

Community  acceptance,  however,  has  a companion 
factor,  actually  an  opposing  factor,  which  might  be 
called  “hospital  acceptance”.  This  is  brought  about 
by  mental  health  information  which  leads  to  new 
cases  being  diagnosed  earlier,  people  accepting  hos- 
pitalization more  readily  and  being  admitted  sooner. 
This  in  turn  means  better  treatment  results,  sooner 
discharge,  etc. 


it  means  that  our  State  institutions,  already  over- 
crowded, will  become  more  and  more  overcrowded 
unless  efforts  are  redoubled  in  directions  where  med- 
ical influence  can  be  felt,  ^^'e  will  have  to  further 
intensify  our  treatment  program.  (This  means  re- 
cruitment and  enlargement  of  staff.)  We  will  have 
to  educate  the  public  into  even  greater  community 
acceptance  of  the  discharged  mental  patient.  The 
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other  alternative  is  to  build  bigger  hospitals. 

Paradoxically  the  new  tranquilizing  drugs  have 
not,  as  might  be  expected,  reduced  the  need  for 
nurses,  doctors,  social  workers  and  rehabilitation  ex- 
perts. The  drugs  have  actually  created  a demand  for 
more  personnel  since  they  render  many  more  patients 
suitable,  amenable  and  feasible  for  psychotherapy 
and  rehabilitation. 

Among  the  leaders  in  the  effort  to  return  the  patient 
to  the  community  are  the  State  and  Federal  officers 
of  Rehabilitation.  Initially  designed  for  the  physi- 
cally handicapped,  rehabilitation  programs  since 
1946  include  the  mentally  handicapped  as  well  as 
the  physically  handicapped.  Somewhat  surprisingly, 
the  mentally  handicapped  are  often  the  very  best 
and  most  suitable  candidates  for  rehabilitation  ef- 
forts. This  can  probably  be  e.xplained  by  the  fact  that 
adult  mental  patients  do  no  lose  their  vocational 
skills  during  a period  of  mental  sickness.  When  they 
recover  their  mental  heath,  they  do  not  have  to  be 
taught  a new  trade  or  vocation,  as  is  usually  the  case 
with  the  physically  handicapped  individuals. 

It  has  been  abundantly  proved  by  a number  of 
studies  that  approximately  two-thirds  of  the  mental 
cases  feasible  for  rehabilitation  are  successfully  re- 
stored to  gainful  employment.  A local  study  in  Vir- 
ginia jointly  conducted  by  the  Veterans  Administra- 
tion and  the  Virginia  State  Office  of  Rehabilitation 
showed  that  out  of  75  mentally  handicapped  patients 


studied,  40  were  accejjted  for  training  and  33  were 
employed.  The  annual  income  of  the  group  employed 
was  $93,245.00,  an  average  for  the  individual  of 
$2,825.00.  This  amount  was  $600.00  better  than 
for  the  total  (mental  and  physical)  group  of  the 
handicapped.^ 

In  other  words,  the  mentally  handicapped  did 
better  than  the  physically  handicapped  so  far  as 
economic  rehabilitation  was  concerned.  Recent  studies 
in  Massachusetts^  show  that  mental  patients  are  still 
gainfully  employed  2 1/2  years  after  leaving  the 
hospital.  It  is  of  considerable  interest  that  a half 
of  the  patients  in  both  of  these  studies  are  schizo- 
phrenics. 

Aside  from  the  humane  considerations,  there  are 
strong  arguments  inherent  in  these  figures  to  prove 
the  wisdom  of  rehabilitation  for  the  mentally  ill. 
It  is  far  better  for  a patient  to  be  gainfully  employed 
in  the  community  as  a consumer  and  a tax  payer  than 
to  become  a social  drone  by  permanent  residence 
in  mental  institutions,  which  are  expensive  to  build, 
staff  and  maintain. 

1.  Dawson,  A.  R.  and  Anderson,  R.  N.:  “Placement  of 

Rehabilitated  Patients”  Journal  American  Medical 
Association,  Oct.  8,  1955,  Vol.  159,  pp.  557-559. 

2.  Lindner,  M.  P.  and  Landy,  D.:  “Post  Discharge  Ex- 

perience and  Vocational  Rehabilitation  Needs  of 
Psychiatric  Patients”,  Mental  Hygiene,  Jan.  1958, 
Vol.  42,  #1,  pp.  29-44. 


Work  for  Heart  Patients 


Common  sense  and  observation  are  the  only  basis 
on  which  a doctor  can  decide  whether  a heart  attack 
victim  should  return  to  work. 

In  spite  of  all  the  material  written  and  all  the 
advice  given,  there  is  no  way  in  which  the  doctor 
can  tell  if  his  patient  should  return  to  work  except 
through  his  own  “common  sense  and  clinical  judg- 
ment,” according  to  a guest  editorial  in  the  February 
Journal  of  the  American  Medical  Association. 

Dr.  Leonard  J.  Goldwater,  Columbia  University, 
New  York,  said  interest  in  occupational  activities  for 
cardiac  patients  seems  to  be  at  an  all-time  high. 
Most  studies  indicate  that  most  cardiac  patients  can 


safely  return  to  work.  Only  a few  need  changes  in 
occupation. 

Before  the  doctor  can  decide  about  his  individual 
patient,  he  must  take  a number  of  features  into  con- 
sideration. They  include  the  patient’s  age,  and 
previous  occupational  activity,  the  cause  of  his  heart 
disease,  the  nature  of  the  heart  condition,  the  need 
for  and  response  for  treatment. 

“Knowledge  of  the  physical  and  emotional  stress 
of  the  patient’s  job  obviously  constitute  an  indis- 
pensible  part  of  the  evaluation.  Transportation 
problems  and  extraoccupational  activities  cannot  be 
overlooked.” 
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Richmond  Blue  Shield  Directors 

The  Board  of  Directors  of  Virginia  Medical  Serv- 
ice Association,  the  Blue  Shield  Plan  headquartered 
in  Richmond,  is  composed  of  thirty-five  persons; 
twelve  physicians  appointed  by  The  Medical  Society 
of  Virginia;  twelve  physicians  elected  by  the  Par- 
ticipating Physicians;  and  eleven  persons,  also  elected 
by  the  Participating  Physicians  (corporate  member- 
ship), who  represent  the  subscribing  public.  The 
physician  Board  ^lembers  should,  of  course,  repre- 
sent not  only  different  specialists  but  also  the  several 
geographical  regions  of  the  area  served  by  the  Blue 
Shield  Plan.  That  such  is  the  case  is  apparent  from  a 
perusal  of  the  list  of  Board  Members  for  1959  which 
is  presented  below.  In  summary,  the  specialties  are 
numerically  represented  as  follows:  Internal  Medi- 
cine, 5;  General  Surgery,  4;  General  Practice  4; 
Obstetrics-Gynecology,  3 ; Pediatrics,  2 ; and  Anes- 
thesiolog}’,  EEXT,  Orthopedics,  Psychiatry,  Radi- 
ology, and  P’rolog}-  each  are  represented  by  one  phy- 
sician. These  twenty-four  physicians,  in  turn,  repre- 
sent fourteen  different  communities  or  sections  of  the 
Plan's  service  area. 

What  are  these  physician-Directors  of  Blue  Shield 
doing? 

m m m ^ m ^ 

* Mason  C.  Andrews,  M.D.,  Obstetrics  and  Gyne- 

cology, Norfolk. 

Mr.  H.  A.  Brower,  Personnel  Superintendent,  E.  I. 
du  Pont  de  Nemours  & Co.,  \\’aynesboro. 

Mr.  William  T.  Brunot,  Comptroller,  Reynolds 
Metals  Company,  Richmond. 

F.  •A.shton  Carmines,  M.D.,  Orthopedic  Surgery, 
Newport  News. 

George  Cooper,  Jr.,  !M.D.,  Radiolog}',  Charlottes- 
ville. 

* Russell  M.  Cox,  M.D.,  Pediatrics,  Portsmouth. 

Mr.  R.  B.  Crawford,  President,  Kilkare  Laundry, 

Farmville. 

Mr.  John  E.  Damerel,  Director  of  Personnel,  City 
of  Richmond,  Richmond. 

•Directors  selected  by  The  Medical  Society  of  Virginia. 


Edited  by 

RICHARD  J.  ACK.\RT,  M.D. 

Most  obvious  is  the  fact  that,  through  Blue  Shield, 
they  are  helping  one  out  of  every  five  Virginians  to 
prepay  for  basic  medical  service. 

Through  Blue  Shield  they  are  setting  the  pace 
and  pattern  for  the  evolution  of  the  entire  voluntary 
medical  care  insurance  program  in  the  United  States. 

Through  Blue  Shield  they  are  proving  that  med- 
ical care  can  be  prepaid  by  voluntary  cooperation 
of  doctor  and  patient — with  free  choice  of  physician 
for  the  patient,  fee-for-service  for  the  doctor,  and  a 
private  confidential  relationship  between  them — and 
that  the  people  of  Virginia  like  it  that  way. 

Through  Blue  Shield  they  are  showing  that  pa- 
tients and  doctors  do  not  need  an  outside  agency  to 
bring  them  together,  and  that  no  one  but  the  patient 
himself  needs  to  profit  from  prepayment  of  medical 
care  costs. 

Through  Blue  Shield  they  are  conducting  an  ef- 
fective demonstration  that  physicians  can  solve  urgent 
and  complex  social  problems  within  the  framework 
of  private  enterprise. 

Theirs  is  a big  job.  They  need  the  help,  sugges- 
tions, and  day-to-day  cooperation  of  all  members  of 
the  medical  profession  they  represent. 

* rif  m -K 

Frank  D.  Daniel,  M.D.,  General  Practice,  Char- 
lottesville. 

T.  Dewey  Davis,  M.D.,  Internal  Medicine,  Rich- 
mond. 

^Ir.  S.  Douglas  Fleet,  Vice-President  and  Sales 
Manager,  Albemarle  Paper  Mfg.  Co.,  Richmond. 

William  Grossman,  M.D.,  Pediatrics,  Petersburg. 
* Randolph  H.  Hoge,  IM.D.,  Gynecology,  Richmond. 

Guy  W.  Horsley,  M.D.,  General  Surgery,  Rich- 
mond. 

Mr.  M.  Hubbard,  Executive  Secretary,  Virginia 
Farm  Bureau  Federation,  Richmond. 

Mr.  William  H.  King,  Attorney,  Richmond. 

Charles  H.  Lupton,  M.D.,  General  Surgery,  Nor- 
folk. 

Mr.  James  Mann,  Jr.,  .Attorney,  Norfolk. 
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]Mr.  William  Aleacham,  Associate  Editor,  Norfolk- 
Virginia  Pilot,  Norfolk. 

*Harold  W.  Miller,  M.D.,  General  Practice,  \^’ood- 
stock. 

* Claude  A.  Nunnally,  M.D.,  Internal  Medicine, 

Fredericksburg. 

* Wilkins  J.  Ozlin,  M.D.,  Urology,  South  Hill. 

H.  Grant  Preston,  M.D.,  Ophthalmology  and  Oto- 
laryngology, Harrisonburg. 

* Benjamin  W.  Rawles,  Jr.,  M.D.,  General  Surger)’, 

Richmond. 

Edwin  Rucker,  M.D.,  Obstetrics  and  Gynecology, 
Richmond. 

* ^^'illiam  C.  Salley,  M.D.,  Internal  Medicine,  Nor- 

folk. 

*Directors  selected  by  The  Medical  Society  of  Virginia. 


* John  R.  Saunders,  M.D.,  Psychiatry,  Richmond. 
Ernest  G.  Scott,  M.D.,  Internal  Aledicine,  Lynch- 
burg. 

McKelden  Smith,  M.D.,  Internal  Medicine,  Staun- 
ton. 

Mrs.  Ben  Wailes,  Dean  of  Women,  Sweet  Briar 
College,  Sweet  Briar. 

Thomas  Walker,  M.D.,  Anesthesiology,  Richmond. 

* D.  Edward  Watkins,  M.D.,  General  Surgery, 

Waynesboro. 

Mr.  Morris  W.  W'hitaker,  Secretary,  Allen-Morri- 
son  Sign  Company,  Lynchburg. 

* Fletcher  J.  Wright,  Jr.,  M.D.,  General  Practice, 

Petersburg. 

* Julian  H.  Yeatman,  M.D.,  General  Practice,  Fork 

Pinion. 


Research  Dog  Hero 


The  National  Society  for  Medical  Research  has 
formally  conferred  the  title  of  Research  Dog  Hero 
of  1958  on  a mixed-breed,  three-year-old  dog  from 
the  Deep  South.  The  dog  is  Big  Ben,  a large,  mostly 
German  shepherd  animal.  He  was  selected  for  the 
honor  because  of  his  part  in  Tulane  Plniversity  re- 
search which  has  placed  medical  scientists  on  the 
threshold  of  a startling  new  technique  for  attacking 
brain  cancers. 

Ben,  a roguish,  clownish  canine  according  to  the 
men  who  worked  with  him  at  Tulane,  has  “retired” 
from  service  as  a research  animal  and  is  the  adopted 
pet  of  a New  Orleans  family. 

His  outstanding  service  to  science  took  place  dur- 
ing a year  long  period,  in  which  he  provided  living 
proof  of  the  feasibility  of  a new  “perfusion”  treat- 
ment for  deadly  brain  tumors. 

He  was  twice  the  subject  of  experiments  which 
showed  that  the  technique  called  perfusion  could 
be  useful  in  the  battle  against  cancer  in  human 
limbs  and  other  organs.  He  also  served  as  a blood 
donor  for  other  animals.  Once  Ben  had  his  own 
life  saved  by  an  emergency  operation  to  stop  a mas- 
sive hemorrhage  in  his  neck. 

Through  perfusion,  medical  men  now  can  use 
drugs  at  two  to  three  times  the  strength  otherwise 
possible.  If  injected  directly  into  the  regular  blood 
stream  in  such  amounts,  they  would  destroy  vital 
tissue  and  would  be  fatal. 

.A.nd  it  was  Big  Ben’s  medical  career  which  made 
possible  the  improvement  of  this  technique  to  the 
point  where  the  brain,  which  is  often  the  site  of 


deadly  tumors,  can  be  successfully  perfused  in  ex- 
perimental animals. 

To  date,  the  perfusion  treatment  has  been  used 
in  73  instances  on  human  patients’  limbs  and  organs 
at  Tulane.  Brain  perfusion  has  yet  to  be  attempted 
on  a human  being.  But  it  is  likely  that  it  soon  will 
be,  and  Tulane  medical  scientists  mark  Big  Ben’s 
contribution  as  a milestone  in  medical  progress 
against  one  of  nature’s  cruelest  diseases. 

The  big  dog  arrived  at  the  Tulane  medical  school 
last  year  at  the  time  when  basic  work  was  being  done 
in  perfusion.  He  had  been  sent  to  the  school  after 
being  picked  up  as  a stray  in  Mississippi. 

The  scientists’  problems  then  were  to  determine 
how  much  anti-cancer  drug  could  be  used  without 
seriously  endangering  normal  tissue,  and  to  develop 
a proper  method  to  tie  the  heart-lung  machine  into 
the  circulatory  system  of  the  limb  or  organ  involved. 

Big  Ben  had  done  his  job.  He  deserved  a home  of 
his  own.  As  soon  as  this  was  made  public,  applica- 
tions flooded  into  the  school.  These  were  carefully 
screened  and  in  August,  Ben  became  the  pet,  play- 
mate and  watchdog  of  a local  family  with  three 
children. 

In  the  past  four  months,  Ben  has  been  one  of  the 
luckiest  of  lucky  dogs.  He  is  a beloved  pet  and  a 
neighborhood  celebrity. 

The  award  presented  by  the  National  Society  for 
Medical  Research  is  a special  collar  bearing  a silver 
plate  with  an  inscription  identifying  Big  Ben  as 
Research  Dog  Hero  of  1958. 
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Excerpts  from  A.M.A.  Planning  Confer- 
ence in  the  Field  of  Aging,  September 
13-14,  1958. 

The  problems  confronting  American  medicine  are 
many  and  complicated.  While  it  has  always  been 
true,  more  and  more  these  problems  seem  to  enun- 
ciate themselves  in  terms  which  require  concerted 
action  for  coordinated  approaches  by  the  individual 
physician  and  organized  medicine  at  all  levels. 

The  time  arrived  a few  years  ago  for  organized 
medicine  to  devote  more  thought  and  action  to  the 
political  and  socio-economic  phase  of  medicine.  The 
physician  should  not  be  like  the  ostrich  hiding  his 
head  in  the  sand,  while  those  people  who  always 
want  something  for  nothing  and  do-gooders  unite 
with  those  of  socialistic  ideas  and  try  to  enforce  them 
on  others  by  concerted  congressional  action. 

The  busy  physician  is  prone  to  forget  that  each 
of  these  measures  enacted  bring  Socialized  Medicine 
just  a step  nearer  and  I believe  that  unless  some 
drastic  action  is  taken  immediately  the  Forand  Bill 
will  pass  this  Congress.  The  medical  profession 
seems  not  to  worry  too  much  until  such  a bill  is  ready 
to  pass,  then  they  arrive  too  late  and  with  too  little 
to  prevent  the  passage. 

The  medical  profession  and  the  voluntary  health 
insurance  agencies  realize  that  something  has  to  be 
done  to  furnish  care  and  medical  aid  to  our  aging 
citizens  over  65  years  of  age  with  reduced  incomes 
and  modest  resources.  Voluntar}-  health  insurance 
plans  must  be  inaugurated  immediately  that  will  be 
acceptable  both  to  the  recipients  and  the  medical 
profession.  The  medical  profession  must  continue  to 
assert  its  leadership  and  responsibility  for  assuring 
adequate  medical  care  for  this  group  of  our  citizens. 
The  American  ^ledical  .\ssociation,  the  constituent 
and  component  medical  societies,  and  physicians 
should  expedite  the  development  of  effective  volun- 
tary- health  insurance  for  the  above  group  with  mcdest 
resources  or  low  family  incomes.  The  physician 
should  agree  to  accept  a level  of  compensation  as  full 
payment  for  medical  services  rendered  to  this  group 
which  will  permit  the  development  of  such  insurance 
at  a premium  rate  that  these  aging  citizens  can 
afford  to  pay. 

The  American  Medical  Association's  responsibility- 
in  any-  medical  problem  is  to  develop  broad  policies 
and  to  offer  leadership.  These  policies  must  be  prac- 


tical and  capable  of  adaptation  to  the  needs  of  the 
individual  state  and  counties. 

The  state  medical  societies,  standing  as  they  do 
in  a middle  position,  are  imjx)rtant  keys  to  an  effec- 
tive approach  to  the  problem  of  the  aged  or  any 
other  problem.  The  state  society  can  adopt  the  poli- 
cies enunciated  nationally-  and  adapt  them  to  the 
circumstances  of  their  own  state.  State  societies  have 
a major  responsibility-  for  keeping  informed  as  to 
what  non-medical  groups  are  doing  and  for  repre- 
senting medicine's  viewpoint  with  such  groups.  As 
we  come  close  to  the  grass  roots,  such  liaison  becomes 
increasingly  important. 

What  can  physicians  do  to  help  the  financing 
problem  ? 

1.  Make  it  possible  for  insurers  to  offer  benefits 
more  in  keeping  with  health  care  costs. 

2.  Provide  a basis  upon  which  purchasers  of  in- 
surance can  select  realistic  levels  of  benefits. 

3.  In  the  event  that  co-insurance  is  involved,  it 
should  be  possible  for  the  subscriber  or  policyholder 
to  plan,  in  advance,  the  extent  of  his  participation 
in  costs. 

Expensive  diagnostic  methods  and  therapy  should 
be  altered  to  the  limit  compatible  with  good  medical 
care.  Overutilization  of  diagnostic  techniques  and 
therapeutic  agents,  always  undersirable,  is  particu- 
larly significant  today  because  of  cost.  We  should 
cooperate  with  the  insurers  by  reducing  hospital 
admissions  and  stay-.  Every  patient  who  is  sent  to 
a hospital  for  a diagnostic  procedure,  which  could 
have  been  done  in  the  office  increases  the  cost  of 
medical  care. 

Aging  is  one  of  the  developmental  phases  in  the 
life  span  of  human  beings.  The  aging  or  the  aged 
are  people  in  a certain  period  of  life  and,  as  people, 
have  the  same  qualities  and  needs  that  people  at 
any-  life  period  have.  They-  have  some  needs  as  the 
child  has,  the  young  adolescent  and  adult,  the  basic 
needs  of  being  wanted,  of  being  loved,  of  being 
needed,  of  being  productive,  of  being  part  and  parcel 
of  their  environment,  and  belonging  to  a larger  order 
of  things. 

.\  significant  number  of  persons  65  and  over  are 
not  indigent.  True,  their  incomes  may  be  less  than 
formerly  and  their  savings  may-  be  diminished.  Many 
are  retired.  Their  health  or  medical  care  needs  in 
many  instances  are  somewhat  different  from  those  who 
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are  younger  and  still  in  active  employment.  1 feel  that 
the  vast  majority  of  our  senior  citizens  want  to  feel 
independent.  IMoreover,  they  want  to  pay  their  own 
way.  To  meet  these  circumstances  and  to  assist  them 
in  planning  pa}'ment  for  their  medical  care,  physi- 
cians through  their  medical  societies  could  make 
special  arrangements,  including  reduced  fees  where 
necessary  or  desirable. 

A six  point  program  which  offers  the  solid,  positive 
groundwork  for  the  solution  of  the  many-sided  geri- 
atric problem  must: 

1.  Promote  health  maintenance  and  restorative 
services. 

2.  Encourage  the  training  cf  personnel  and  the 
development  of  facilities  for  the  care  of  the  aged. 

3.  Cooperate  in  developing  community  programs 
for  senior  citizens. 

4.  Expand  medical  and  socio-economic  research 
in  reference  to  aging  and  the  aged. 

5.  Improve  methods  of  financing  health  care  for 
the  aged. 


6.  Inspire  a coordinated  program  which  will  seek 
public  accejjtance  of  a proper  perspective  toward 
older  citizens. 

Whoever,  we  are,  professional  men  or  business 
men,  we  all  share  the  social  obligation  of  giving  aged 
people  a chance  to  live  a productive  life.  Because 
a person  reaches  an  age  of  65,  62  or  60  with  his 
capabilities  and  his  desire  for  productive  work  still 
alive  and  strong,  such  a person  should  not  be  fenced 
apart  from  everyone  else  by  an  artificial  barrier, 
either  for  his  own  sake,  or  for  the  sake  of  economy. 
Ability  backed  Ijy  years  of  experience,  b}'  a deeper 
knowledge  of  living,  and  by  the  wisdom  of  human 
problems  is  worth  saving.  By  the  same  token,  the 
person  of  advancing  years  has  the  social  obligation 
to  continue  to  contribute  both  to  his  own  welfare  and 
to  the  economy. 

W.  Linwood  Ball,  M.D. 

Editor’s  Note:  Dr.  Ball  is  vice-president  of  the  Ameri- 
can Medical  Association  and  also  a delegate  from  The 
Medical  Society  of  Virginia. 


Putting  a Publication  “To  Bed” 

Ever  stop  to  consider  how  much  work  is  involved  in  getting  out  a magazine? 
This  may  give  ymu  an  idea. 


Regardless  of  its  size,  every  magazine  consists  of 
a bunch  of  separate  articles  or  stories,  each  theo- 
retically based  on  what  is  commonly  known  as  an 
idea. 

It  is  popularly  supposed  that  such  ideas  leap  nim- 
bly from  the  mind  of  the  editor.  Occasionally  they 
do.  More  often,  however,  the  idea  is  the  brainchild 
of  some  struggling  writer  who,  faced  with  a deadline 
and  a blank  piece  of  paper,  must  create  something 
out  of  nothing  in  no  time  flat. 

In  addition  to  this  simple  requirement,  the  writer 
is  expected  to  dig,  delve,  probe,  and  come  up  with 
a batch  of  interesting  facts.  Even  if  they  are  dull 
as  dishwater,  he  is  supposed  to  make  them  sound 
interesting.  If  he  succeeds,  he  is  sometimes  given  a 
byline. 

Once  the  writer  has  painfully  whittled  his  idea 
into  finished  form,  it  is  subjected  to  another  long 
and  arduous  process  known  as  putting  the  publica- 
tion “to  bed.” 

This  process  is  carried  out  by  a group  of  unsung 
heroes  generally  described  as  artists,  photographers, 
engravers,  typesetters,  proofreaders,  make-up  men, 
printers,  and  bindery  workers.  These  gentlemen  are 


usually  anonymous  but  their  jobs  have  the  advantage 
of  being  conducted  during  normal  working  hours. 
This  allows  them  to  have  dinner  with  their  families, 
a privilege  not  always  shared  by  the  writer. 

The  second  step  in  transforming  the  idea  into 
finished  form  falls  on  the  artist  or  layout  man,  who 
arranges  the  text  to  fit  the  space  and  decides  upon 
the  illustrations  to  be  used  and  where  they  shall  be 
placed.  Frequently,  this  genius  also  supervises  the 
photographer.  When  drawings  are  used  instead  of 
photographs,  the  artist  also  had  the  pleasure  of 
drawing  them. 

The  artwork  and  photos  then  go  to  an  engraver. 

The  engraver’s  craft  is  an  old  an  honorable  one 
but  too  technical  to  explain  here.  Suffice  it  to  say 
that  making  an  engraving  takes  anywhere  from 
several  hours  to  several  days,  depending  upon  the 
engraver’s  disposition  and  the  amount  of  work  in 
his  shop.  His  disposition  frequently  proves  the  de- 
termining factor. 

While  the  engraver  is  performing  his  miracles, 
the  type  is  set  by  a typographer.  Some  is  set  by 
machine  and  some  by  hand.  Proofs  are  then  pulled 
and  corrected  by  scholarly  printing  company  em- 
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ployees  known  as  proofreaders.  In  addition  to  hav- 
ing an  eagle  eye,  they  must  also  know  how  to  sp>ell 
ever}’  word  in  the  dictionary. 

Next,  the  type  and  engravings  are  locked  up  in 
a big  metal  form  by  a make-up  man,  who  must  see 
that  everything  fits  together  as  shown  on  the  layout. 
Sometimes  this  can't  be  done,  cold  metal  being  an 
obstinate  thing,  and  the  writer  and  layout  man  are 
called  on  to  cut  out  some  of  the  words  or  alter  the 
layout  so  the  masterpiece  will  fit  the  space.  This  is 
one  reason  why  writers  have  ulcers  and  some  layout 
men  are  prone  to  strong  drink. 

At  this  stage  the  locked-up  form  is  ready  to  go 
to  press.  This  is  known  as  “putting  the  publication 


to  bed.”  Once  it  has  gone  to  bed,  all  concerned 
breathe  a sigh  of  relief.  All,  that  is,  except  the  press- 
men and  the  people  in  the  bindery,  who  are  supposed 
to  see  that  the  printing  presses  produce  exactly  the 
right  colors  and  that  the  pages  are  folded  and  stitched 
in  the  order  intended. 

Of  all  the  people  involved  in  these  procedures, 
probably  those  deserving  the  most  sympathy  are  the 
writer,  the  typographer,  and  the  proofreader.  They 
have  to  read  the  stuff!  Fortunately  for  the  rest — ■ 
they  don't.  A blessing  shared,  it  might  be  added, 
by  the  gentle  reader,  who  can  pass  up  the  whole 
caboodle  with  complete  unconcern  for  all  the  time 
and  effort  it  took  to  put  the  publication  “to  bed.” — 
Tennessee  Progress 


Values  of  Autopsy 


Autopsy,  “the  operation  no  one  talks  about,” 
should  be  talked  about — long  before  there  is  any 
need  for  it.  Every  family  should  discuss  the  ques- 
tion of  autopsy  and  decide  how  it  feels  about  the 
operation,  thus  simplifying  the  decision  when  a 
family  member  dies.  This  recommendation  was 
made  in  an  article  in  the  February  Today's  Health, 
published  by  the  .\merican  iMedical  Association. 

.\utopsy  can  “bring  peace  of  mind  to  the  patient's 
family  and  the  gift  of  life  itself  to  future  genera- 
tions.” Yet  many  persons  object  to  post-mortem 
examinations.  Their  objections  are  often  based  on 
misconceptions. 

There  is  no  fee  for  performing  an  autopsy.  It 
can  be  performed  in  less  than  two  hours,  and  will 
not,  as  many  persons  think,  delay  the  funeral. 

There  is  little  fact  to  substantiate  the  statement 
that  autopsy  is  against  a person’s  religion.  The  ar- 
ticle quoted  Protestant  and  Roman  Catholic  leaders 
as  saying  there  is  no  objection  to  autopsy  in  their 
churches.  While  Orthodox  Judaism  forbids  autopsy. 
Reform  Judaism  does  not. 

.\nother  objection  is  “The  patient  has  suffered 
too  much  already.”  This  attitude  e.xpresses  the  feel- 


ing that  the  patient  still  exists  and  is  capable  of 
feeling  pain. 

Three  reasons  why  post-mortem  examinations  are 
important  were  cited.  They  are: 

— Some  diagnoses  cannot  be  made  by  observation. 
Tumors  of  the  brain,  for  example,  may  spread  to 
the  lung,  but  the  location  of  the  primary  lesion  can't 
be  demonstrated  without  autopsy. 

— For  research  purposes.  Correct  diagnosis  still 
remains  the  most  difficult  and  fundamental  part  of 
a doctor's  job.  Whatever  his  field  of  specialization, 
there  is  perpetual  interest  in  research,  and  autopsy 
is  one  of  the  most  valuable  aids. 

— ^To  find  an  explanation  for  symptoms  (often 
coincidental)  which  do  not  fit  in  with  the  patient's 
primary  disease. 

Through  autopsy,  a doctor  may  learn  how  to  pre- 
vent certain  diseases  from  recurring  within  a fam- 
ily, thus  prolonging  life  expectancy.  Autopsy  may 
also  explain  why  a person  died  and  thus  relieve  a 
family  member's  mind.  And  finally  it  may  provide 
information  of  value  in  the  advancement  of  general 
medical  knowledge. 
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Woman’s  Auxiliary 


President Mrs.  Charles  A.  Easley,  Danville 

President-Elect Mrs.  Walter  A.  Porter,  Hillsville 

Vice-Presidc7its Mrs.  George  K.  Brooks,  Richmond 

Mrs.  James  M.  Moss,  Alexandria 
Mrs.  W.  A.  Eskridge,  Parksley 


Recording  Secretary Mrs.  Robert  B.  Keeling,  South  Hill 

Corresponding  Secretary Mrs.  J.  J.  Neal,  Danville 

Treasurer Mrs.  Wyndham  B.  Blanton,  Richmond 

Publication  Chairman  . Mrs.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  J.  R.  St.  George,  Portsmouth 

Mrs.  Lee  S.  Liggan,  Irvington 
Mrs.  Maynard  Emlaw,  Richmond 

Richmond. 

In  December,  the  gavel  was  silent  and  all  business 
was  laid  aside  as  Au.xiliar)'  members  met  for  our 
annual  Christmas  party,  held  this  year  at  the  home 
of  Mrs.  William  T.  Moore.  'I'he  oustanding  decora- 
tions, under  the  supervision  of  Mrs.  F.  Elliott  Ogles- 
by, and  Richmond’s  big  snow  of  the  same  date  com- 
bined to  set  the  mood  for  the  Christmas  season.  Toys 
were  collected  for  distribution  to  the  City  Welfare 
Department. 

Our  January  meeting  was  held  in  Windsor  Farms 
at  the  beautiful  new  Headquarters  Building  of  The 
Medical  Society  of  Virginia.  All  of  us  who  had  not 
already  been  there  were  eager  to  see  the  new  building, 
and  we  heard  many  compliments  on  the  lovely  bright 
decorating. 


Our  special  guests  were  Mrs.  Charles  A.  Easley, 
Jr.,  State  President,  and  Mrs.  Walter  A.  Porter, 
President-Elect.  Mrs.  Easley  reviewed  for  us  the 
highlights  of  her  trip  to  the  A.M.A.  Auxiliary  meet- 
ing, where  medical  legislation  before  Congress,  high- 
way safety,  and  the  importance  of  AMEF  were 
emphasized. 

The  final  figure  of  our  Auxiliary’s  contribution  to 
Sheltering  Arms  Hosj)ital  has  reached  $2,573.20. 
The  Auxiliary  expressed  sjjecial  thanks  to  Mrs. 
Isadore  Zfass  for  her  splendid  work  on  the  house 
tour  by  which  this  money  was  raised.  In  addition, 
approximately  $8000.00  worth  of  drugs  have  been 
collected  since  June  for  donation  to  Sheltering  Arms. 

Mrs.  j.  Henry  Haavkins 

Northampton-Accomac. 

The  Auxiliary  to  the  Northampton-Accomac  Med- 
ical Society  held  its  first  meeting  of  the  year  on 
January  13th  at  the  home  of  Mrs.  J.  Fred  Edmonds, 
Accomac,  with  nineteen  meml)ers  and  one  guest  pres- 
ent. Mrs.  Raymond  G.  Brown,  president,  presided. 

'Fhe  sum  of  twenty-five  dollars  was  given  to  the 
Leigh-Hodges-Wright  Memorial  Fund  as  part  of 
Doctor’s  Day  observance.  Donations  were  also  given 
to  various  funds  for  each  county  and  to  the  Student 
Loan  Fund.  Plans  for  the  observance  of  Doctor’s 
Day,  to  be  held  at  the  home  of  Dr.  and  Mrs.  H.  L. 
Denoon,  Jr.,  on  April  4th,  were  discussed. 

Catherine  Trower  (Mrs.  Holland) 
Chairman,  Press  and  Publicity 


No  Margin  for  Error 


The  American  Medical  Association  and  the  Amer- 
ican Hospital  Association  released  on  February  4 a 
new  film  on  hospitals  and  the  law.  The  film,  No 
Margin  for  Error,  was  previewed  by  presidents 
and  executives  of  allied  hospital  associations  meet- 
ing at  the  midyear  conference  of  the  American  Hos- 
pital Association. 

No  Margin  for  Error  is  one  in  a series  of  medi- 
colegal films  produced  by  The  Wm.  S.  VIerrell  Com- 
pany, pharmaceutical  manufacturers.  It  presents  one 
of  the  most  pressing  current  problems  in  legal  medi- 
cine, the  cause  and  effect  of  human  mistakes  in  the 
complex  system  of  the  modern  hospital.  Skillfully 
and  candidly,  case  histories  deal  with  major  causes 
of  in-hospital  professional  liability  action. 

Mix-up  in  patient  identification,  mistakes  in  blood 
bank  procedure,  and  error  in  medication  dosage  are 
examples  of  problems  the  film  reveals.  It  reports, 
based  upon  a recent  study,  that  45%  of  all  medica- 


tion errors  occur  as  a result  of  mistakes  in  patient 
identification. 

The  importance  of  the  operating  room  sponge  count 
procedure  is  demonstrated.  One  sees  how  60-90  sec- 
onds can  often  make  the  difference  between  a correct 
count  or  a mistake  and  possibly  legal  action. 

No  Margin  for  Error  })oints  the  way  for  active, 
thoughtful  cooperation  between  medical  and  admin- 
istrative staffs  of  the  hospital.  Through  this  film 
the  A.M.A.  and  A.H.A.  show  how  a large  number 
of  incidents  caused  by  human  error  can  be  effectively 
reduced. 

No  Margin  for  Error  is  a 16  mm.  Idack  and 
white  optical  sound  film,  running  time,  30  minutes. 
Prints  are  available  for  loan  from  The  Wm.  S.  Mer- 
rell  Company,  Cincinnati  15,  Ohio,  the  American 
Medical  Association  or  the  American  Hospital  Asso- 
ciation. 
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Book  Announcements 


Books  received  for  review  are  promptly  acknowl- 
edged in  this  column.  In  most  cases,  reviews  will  be 
published  shortly  after  the  acknowledgment  of  re- 
ceipt. However,  we  assume  no  obligation  in  return 
for  the  courtesy  of  those  sending  us  same. 

Clinical  Obstetrics  and  Gynecology.  Volume  1,  Num- 
ber 2.  Toxemias  of  Pregnancy.  Edited  by  Louis 
M.  Heilman,  M.  D.  Fibromyomas  of  the  Uterus. 
Edited  by  Robert  A.  Kimbrough,  M.  D.  A Quarterly 
Book  Series.  Paul  B.  Hoeber,  Inc.,  New  York.  1958. 
250  pages.  Price 

Therapeutic  Exercise.  Edited  by  Sidney  Licht,  M.  D., 
Honorary  Member,  British  Association  of  Physical 
Medicine;  etc.  Third  Volume  of  Physical  Medicine 
Library.  Elizabeth  Licht,  Publisher,  New  Haven, 
Conn.  1958.  xiv-893  pages.  Illustrated.  Price  $16.00. 

Negroes  and  Medicine.  By  DIETRICH  C.  REITZES. 
Published  for  The  Commonwealth  Fund  by  Harvard 
University  Press,  Cambridge,  Mass.  1958.  xxxi-400 
pages.  Price  $7.00. 

Cold  Injury,  Ground  Type.  Medical  Department, 
United  States  Army.  By  COLONEL  TOM  F. 
WHAYNE,  MC.,  USA  (Ret.),  Professor  of  Preven- 
tive Medicine,  School  of  Medicine,  University  of 
Pennsylvania;  and  MICHAEL  E.  DeBAKEY,  M.  D., 
Professor  of  Surgery  and  Chairman  of  the  Depart- 
ment, Baylor  University  College  of  Medicine,  Hous- 
ton. Tex.  Prepared  under  the  direction  of  Major 
General  S.  B.  Hays,  The  Surgeon  General.  United 
States  Army.  Editor  in  Chief,  Colonel  John  Boyd 
Coates,  Jr.,  MC.;  Associate  Editor,  Elizabeth  M. 
McFetridge,  M.  A.  xxi-570  pages.  For  sale  by  the 
Superintendent  of  Documents,  U.  S.  Government 
Printing  Office,  'Washington  25,  D.  C.  Price  $6.25. 

Hormone  Production  in  Endocrine  Tumours.  Ciba 
Foundation  Colloquia  on  Endocrinology.  Volume 
12.  Editors  for  the  Ciba  Foundation,  G.  E.  W. 
Wolstenholme,  O.B.E.,  M.A.,  M.B..  B.Ch.,  and 

Maeve  O’Connor,  B.A.  Little,  Brown  and  Company, 
Boston.  1958.  xii-351  pages.  With  58  Illustrations. 
Price  $9.00. 

Epilepsy.  By  MANFRED  SAKEL,  M.D.  With  a Pref- 
ace by  Otto  Poetzl,  Professor  Emeritus  University 
and  Clinic  of  Vienna.  Philosophical  Librar>%  New 
York.  1958  xxxvi-204  pages.  Price  $5.00. 

Neurological  Basis  of  Behavior.  Ciba  Foundation 
Symposium.  In  Commemoration  of  Sir  Charles 
Sherrington,  O.M.,  G.B.E.,  F.R.S.,  1857-1952.  Editors 
for  the  Ciba  Foundation  G.  E.  W.  'Wolstenholme, 
O.B.E.,  M.A.,  M.B.,  B.Ch.,  and  Celcilia  M.  O’Con- 
nors, B.Sc.  Little,  Brown  and  Company,  Boston. 
1958.  xii-400  pages.  With  109  illustrations.  Price 
$9.00. 


Clinical  Obstetrics  and  Gynecology.  Volume  1,  Num- 
ber 3.  Symposium  on  Abnormal  Uterine  Bleeding. 
Edited  by  John  I.  Brewer,  M.D.  A Quarterly  Book 
Series.  Paul  B.  Hoeber,  Inc.,  New  York.  1958. 

Water  and  Electrolyte  Metabolism  in  Relation  to 
Age  and  Sex.  Ciba  Foundation  Colloquia  on  Age- 
ing. Volume  4.  Editors  for  the  Ciba  Foundation 
G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  B.Ch.,  and 
Maeve  O’Connor,  B.A.  Little,  Brown  and  Company, 
Boston.  1958.  xii-327  pages.  With  85  illustrations. 
Price  $8.50. 

What  We  Do  Know  About  Heart  Attacks.  By  JOHN 
W.  GOFMAN,  M.D.,  Professor  of  Medical  Physics, 
University  of  California,  Berkeley.  G.  P.  Putnam’s 
Sons,  New  York.  1958.  xi-180  pages.  Price  $3.50. 

Schizophrenia.  By  MANFRED  SAKEL,  M.D.  With 
a foreword  by  Professor  Hans  Hoff,  Head  Depart- 
ment of  Neurology  and  Psychiatry,  University  of 
Vienna.  Philosophical  Librarj%  New  York.  1958. 
vii-335  pages.  Price  $5.00. 

Emergency  War  Surgery.  U.  S.  Armed  Forces  Issue 
of  NATO  Handbook  Prepared  for  Use  by  the  Medi- 
cal Services  of  NATO  Nations.  United  States  De- 
partment of  Defense,  xi-411  pages.  Illustrated. 
For  sale  by  the  Superintendent  of  Documents, 
U.  S.  Government  Printing  Office,  Washington  25, 
D.  C.  Price  $2.25. 

The  Doctor  Business.  By  RICHARD  CARTER.  Dou- 
bleday & Company,  Inc.,  Garden  City,  N.  Y.  1958. 
283  pages.  Price  $4.00. 


Men,  Molds,  and  History.  By  FELIX  MARTI-IBA- 
NEZ,  M.D.,  Professor  and  Director  of  the  Depart- 
ment of  the  History  of  Medicine,  New  York  Medi- 
cal College;  Flower  and  Fifth  Avenue  Hospitals, 
New  York;  and  Editor-in-Chief  of  MD  Medical 
News  magazine.  MD  Publications,  Inc.,  New  York. 
1958.  114  pages.  Cloth.  Price  $3.00. 


The  Birth  of  Normal  Babies.  By  LYON  P.  STREAN, 
M.So.,  Ph.D.,  D.D.S.,  F.A.P.H.A.,  Consultant,  Nor- 
ristown State  Hospital  and  Montgomery  Hospital, 
Norristown,  Pa.  Twayne  Publishers,  New  York. 
1958.  194  pages.  Cloth.  Price  $3.95. 


Fracture  Surgery.  A Textbook  of  Common  Fractures. 
By  HENRY  MILCH,  M.D.,  Emeritus  Attending  and 
Consulting  Orthopedic  Surgeon,  Hospital  for  Joint 
Diseases,  New  York.  And  ROBERT  AUSTIN 
MILCH,  M.D.,  Assistant  Resident  Surgeon,  Peter 
Bent  Brigham  Hospital,  Boston.  With  a Chapter 
on  Anesthesia  by  Herbert  D.  Dubovsky,  M.D.,  Di- 
rector of  Anesthesiology,  Easton  Hospital,  Easton, 
Pennsylvania.  A Hoeber  Harper  Book.  Paul  B. 
Hoeber,  Inc.,  New  York.  1959.  x-470  pages.  AVith 
671  illustrations.  Cloth.  Price  $17.50. 
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Editorial 


• • • • 


Physicians  in  Politics 

'"T^HE  JANUARY  ISSUE  of  The  New  Medical  Maleria  lists  the  number  of  physi- 
cians serving  in  the  legislatures  of  20  states.  Conditioned  as  we  are  in  Virginia 
to  the  frequent  election  of  physicians  to  ])ul>lic  office,  it  comes  as  a surprise  to  learn  that 
less  than  half  of  the  states  have  physicians  in  their  current  legislatures.  Even  more 
remarkable  is  the  fact  that  Virginia,  with  si.x  doctors  serving  in  The  General  Assembly, 
leads  all  other  states  in  number  and  our  rejaresentatives  constitute  more  than  one-sixth 
of  all  state  legislators  in  the  United  States.  This  means  we  have  eight  times  our  share, 

Politically  minded  physicians  appear  to  be  a Southern  specialty,  for  no  less  than 
24  of  the  35  physicians  live  south  of  the  IMason  and  Dixon  line.  Tennessee  and  North 
Carolina  have  three  physicians  each  while  the  State  of  New  York  and  all  of  New  England 
cannot  boast  a single  medical  legislator.  It  is  true  that  Pennsylvania  has  two  physicians 
at  Harrisburg  but  Ohio,  Illinois  and  California  combined  can  muster  only  one  medical 
lawmaker. 

If  there  is  a ready  explanation  for  this  curious  situation  it  does  not  come  to  mind 
immediately.  It  may  mean  that  Southerners  like  their  physicians  and  show  their  affec- 
tion and  confidence  in  them  by  electing  them  to  public  office.  Northerners  on  the  other 
hand  are  probalily  more  prone  to  be  impressed  by  outward  evidence  of  material  success 
and  this  in  turn  may  prompt  them  to  vote  for  business  men  and  lawyers.  A second  and 
possibly  more  valid  reason  is  that  politics,  as  practiced  in  the  North,  may  have  less 
appeal  to  the  physician  than  it  has  in  the  South. 

Be  that  as  it  may,  it  is  a healthy  situation  to  have  medical  representation  in  law- 
making circles.  Public  health  measures  may  be  dealt  with  more  intelligently  and 
medical  school  appropriations  may  be  approached  more  factually  if  physicians  par- 
ticipate in  the  debate.  The  physician’s  greatest  contribution,  however,  may  lie  in  his 
understanding  of  human  nature  and  an  ability  to  translate  this  into  constructive  legis- 
lation. 

H.J.W. 
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An  A.M.A.  Service 


T X THE  MAZE  of  medical  literature  the  special  reports  of  the  various  councils  of 

the  American  IMedical  Association  stand  out  as  authoritative  statements  of  present 
day  medical  thought.  The  re|X)rts  are  prepared  deliberately  and  represent  a consensus 
of  informed  medical  opinion. 

Two  such  reports  on  diverse  subjects  have  been  puldished  this  year  and  might  be 
cited  as  worthwhile. 

The  Council  on  Food  and  X'^utrition  authorized  the  publication  of  a special  report 
on  Vitamin  Preparations.  The  distinction  was  made  between  the  Minimum  Daily 
Requirements  of  X'utrients  and  the  Recommended  Dietary  Allowances,  the  former 
being  the  amount  necessary  to  prevent  symptoms  of  deficiency  and  the  latter  being  the 
amount  of  nutrients  that  will  maintain  good  nutrition.  There  is  a discussion  of  the 
use  of  vitamins  as  dietar}'  supplements,  with  a listing  of  the  specific  and  comparatively 
few  instances  where  this  use  is  indicated.  Vitamins  as  therapeutic  agents  are  briefly 
reviewed  with  emphasis  on  the  point  that  the  decision  to  employ  vitamin  preparations 
in  therapeutic  amounts  clearly  rests  with  the  physician.  Appropriate  mention  is  made 
of  the  potential  toxicity  of  vitamins  A and  D.  The  report  does  not  list  the  amount  of 
money  spent  annually  by  the  American  people  but  its  final  sentence  wisely  reads, 
“It  is  sound  judgment  to  emphasize  repeatedly  that  properly  selected  diets  are  the 
primary  basis  for  good  nutrition.” 

Another  significant  report  is  that  of  the  Commission  on  Medical  Care  Plans  published 
in  a Special  Edition  of  the  Journal  of  the  American  Medical  Association  on  January 
17,  1959.  This  is  a 97  page  statement  compiled  under  the  chairmanship  of  Dr.  Leonard 
Larson  after  a 3 1/2  year  study  by  outstanding  authorities.  The  work  was  divided 
between  three  committees.  The  first  considered  a group  of  miscellaneous  and  unclassi- 
fied plans,  the  largest  of  which  was  that  of  the  United  ^line  Workers.  The  second 
committee  reviewed  Blue  Shield  and  private  insurance  programs  and  the  third  indus- 
try programs,  including  Workmen’s  Compensation.  The  report  contains  a wealth  of 
factual  material  regarding  the  operation  of  these  plans.  Of  particular  interest  to 
physicians  is  the  discussion  of  the  eftect  of  these  plans  on  the  quality  of  medical  care, 
on  the  physician-patient  relationsliip,  on  tlie  preservation  of  free  clioice  of  physicians, 
on  the  cost  of  medical  care  and  on  medical  ethics  in  general.  As  Dr.  Larson  points  out 
in  his  preface,  the  rej)ort  recommends  possible  solutions  to  perplexing  problems  and 
also  raises  questions  which  are  yet  to  be  answered. 

EXXIOX  S.  WlLLI.AMS,  M.D. 
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Society  Activities . . . . 


Annual  Spring  Clinic. 

The  Norfolk  County  IMedical  Society  will  hold  its 
.Annual  Spring  Clinic  on  March  21st  at  the  Center 
Theatre,  Norfolk. 

The  program  will  be:  Endocrine  Aspects  of  .Ab- 
normal Uterine  Bleeding  by  Dr.  Georgeanna  Seegar 
Jones,  .Assistant  Professor,  Department  of  Gyne- 
cology, Johns  Hopkins  University  and  Hospital; 
Diagnosis  and  Treatment  of  Renal  Hypertension 
by  Dr.  Eugene  F.  Poutasse,  Staff  Urologist,  Cleve- 
land Clinic  Foundation  and  Frank  E.  Bunts  Insti- 
tute; Report  on  a Trip  to  Russia  by  Dr.  Mark  M. 
Ravitch,  .Associate  Professor  of  Surgery,  Johns  Hop- 
kins University  School  of  Medicine,  Surgeon  to  the 
Johns  Hopkins  Hospital,  and  Surgeon-in-Chief  at 
the  Baltimore  City  Hospitals;  Current  Concepts  of 
the  Etiology  and  Pathogenesis  of  Cancer  by  Dr. 
David  E.  Smith,  Professor  of  Pathology,  Univer- 
sity of  Virginia;  Some  .Aspects  of  the  Chemotherapy 
of  Lymphoma  by  Dr.  Byrd  S.  Leavell,  Professor  of 
Internal  Medicine,  University  of  Virginia;  Surgical 
Treatment  of  Metastatic  Cancer  by  Dr.  Lemuel  Bow- 
den, .Assistant  Attending  Surgeon,  Gastric  and 
Mixed  Tumor  Services,  Memorial  Hospital,  New 
York  City;  and  Radioisotopes  in  Clinical  Aledicine 
by  Dr.  Richard  H.  Chamberlain,  Professor  of  Radi- 
ology, University  of  Pennsylvania  School  of  Medi- 
cine and  Graduate  School  of  Medicine. 

Northern  Virginia  Medical  Council. 

.At  a recent  meeting  the  Council,  representing 
Northern  Virginia  doctors  who  are  members  of  the 
.Alexandria,  .Arlington  and  Fairfax  Aledical  Societies, 
elected  Dr.  Thomas  E.  Haggerty,  Falls  Church,  as 
president  Dr.  James  Moss,  Alexandria,  vice-presi- 
dent; Dr.  Carl  Parker,  Falls  Church,  secretary;  and 
Dr.  Robert  Norment,  .Arlington,  treasurer. 

Northampton  County  Medical  Society. 

.At  a meeting  of  this  Society  on  Januar}-  29th,  Dr. 
John  R.  Alajjp,  Nassawadox,  was  elected  president; 
Dr.  Joseph  E.  Gladstone,  Jr.,  Exmore,  vice-presi- 
dent; and  Dr.  William  F.  Bernart,  Nassawadox,  sec- 
retary-treasurer. Dr.  William  J.  Sturgis,  Jr.,  was 


named  a member  of  the  Board  of  Censors  of  the 
Society;  and  Dr.  Sturgis,  Sr.,  representative  to  the 
Board  of  Trustees  of  the  Northampton- Accomack 
Memorial  Hospital. 

Dr.  Lewis  Gillespie  of  the  National  Heart  Insti- 
tute at  Bethesda,  was  guest  speaker.  He  outlined  a 
recent  advance  in  the  treatment  of  hypertension  and 
discussed  some  of  the  biochemical  as]:)ects  of  the 
action  of  this  new  drug. 

The  Mid-Tidewater  Medical  Society. 

Held  its  regular  quarterly  meeting  at  West  Point 
on  January  27th.  The  president.  Dr.  Harold  W.  Fel- 
ton, presided.  The  following  program  was  presented: 
The  Medical  Management  of  Pulmonary  Infections 
by  Dr.  John  Guerrant;  The  Surgical  Management 
of  Pulmonary  Infections  by  Dr.  George  Alinor; 
Dysphagia  by  Dr.  James  C.  Respess;  The  Surgical 
Management  of  Dysphagia  by  Dr.  Minor;  Office 
Examination  for  Cancer  Cells  by  Dr.  Clifford  Fox. 
.All  speakers  are  from  the  Medical  School  of  the 
University  of  Virginia. 

Southwestern  Virginia  Medical  Society. 

The  spring  semi-annual  meeting  of  this  Society 
will  be  held  in  Alarion  on  .April  16th. 

Petersburg  Medical  Faculty. 

Dr.  Milton  Ende  has  been  elected  president  of 
the  Faculty,  wdth  Dr.  Kirby  T.  Hart  as  vice-presi- 
dent and  Dr.  .Alvin  Cohen,  secretary-treasurer. 

The  Tri-State  Medical  Association 

Will  hold  its  annual  meeting  in  Y’inston-Salem, 
North  Carolina,  at  the  Robert  E.  Lee  Hotel,  March 
16-17.  There  will  be  panels  on  Gastroenterology, 
Dermatology,  Psychiatry,  Cardiology  and  Trauma. 
Individual  papers  will  be  on  Urology,  Infertility, 
Hypnosis  in  Pregnancy  and  Radiation  Hazards.  All 
])hysicians  are  invited  to  attend  this  meeting. 

Dr.  William  R.  Jordan,  Richmond,  is  president, 
and  Dr.  R.  B.  Davis,  Greensboro,  North  Carolina, 
secretary-treasurer. 
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News . . 


New  Members. 

Since  the  list  published  in  the  February  issue  of 
the  Monthly,  the  following  new  members  have  been 
admitted  into  The  ITedical  Society  of  ^’irginia : 
Thomas  Rector  Bass,  M.D.,  Tazewell 
Charles  Patterson  Cardwell,  III,  IM.D.,  Richmond 
Enda  Anthony  Coogan,  M.I).,  Annandale 
Eugene  Micheaux  Evans,  Jr.,  M.D.,  Danville 
William  Noel  Gordge,  M.D.,  Roanoke 
Panos  George  Gregoriou,  INI.D.,  Clintwood 
Euther  J.  Hamlett,  M.D.,  Roanoke 
Donald  Thomas  Hensley,  ^I.D.,  Vienna 
Dietrich  Walter  Heyder,  M.D.,  Norfolk 
Cecil  Hougie,  ^l.D.,  Charlottesville 
Erancis  Joseph  Januszeski,  ^I.D.,  Richmond 
Erank  Mitchell  Johnson,  M.D.,  Roanoke 
Harr)-  Isaac  Johnson,  Jr.,  M.D.,  Roanoke 
Harold  ^I.  Johnson,  M.D.,  Falls  Church 
^^'illiam  Ellis  Josey,  M.D.,  Norfolk 
Edward  Erancis  Patrick  Kearney,  M.D.,  Mathews 
Charles  Bennett  Marshall,  M.D.,  Martinsville 
James  Hawver  iMcVey,  M.D.,  Richlands 
John  Henry  Moling,  III,  [NED.,  Winchester 
Leslie  Lawrence  Peters,  IM.D.,  .\rlington 
Herman  Howard  Pinkerton,  Jr.,  M.D.,  Abingdon 
Walton  Eugene  Stevens,  ^I.D.,  Charlottesville 
Anton  Strohhofer,  :M.D.,  Richmond 
John  David  Varner,  iSI.D.,  Roanoke 
Joseph  M.  Vilallonga,  M.D.,  Ealls  Church 
William  Rice  Warren.  :M.D.,  Orange 
Herbert  L.  Weinberg,  ^I.D.,  Suffolk 
William  Franklin  Weller,  :M.D.,  Roanoke 
Francis  Edward  Winslow,  Jr.,  !M.D.,  \ a.  Beach 

Dr.  William  H.  Barney, 

Lynchburg,  has  been  named  “Outstanding  Young 
Man’’  of  the  year  by  the  Junior  Chamber  of  Com- 
merce. He  is  the  eleventh  recipient  of  the  annual 
distinguished  service  award  and  the  first  physician 
to  be  so  honored. 

Dr.  Clifford  G.  Gaddy 

Has  been  named  Danville’s  outstanding  young 
man  for  1958  by  the  Junior  Chamber  of  Commerce. 
The  honor  was  presented  to  him  as  “a  father  of 
six,  a lay  preacher,  a skilled  physician  and  the  presi- 
dent of  the  Danville  Little  League  Baseball  .Asso- 
ciation’’. 


Dr.  Robert  D.  Shreve, 

Altavista,  has  been  named  the  third  annual  "Alan 
of  the  Year”  for  outstanding  sen-ice  to  the  com- 
munity. The  award  was  presented  at  the  annual 
banquet  of  the  Altavista  Chamber  of  Commerce. 

Medical  Cruise  to  the  Caribbean. 

The  Duke  F'niversity  Aledical  Center  will  have 
its  Eourth  Aledical  Cruise  to  the  Caribbean,  sailing 
from  New  York  on  April  2nd  and  returning  .April 
14th,  and  sailing  from  Wilmington,  North  Carolina 
on  the  3rd,  returning  on  the  13th. 

Those  interested  should  contact  the  Director  of 
Postgraduate  Aledical  Education,  Duke  University 
Aledical  Center,  Durham. 

Dr.  Bohannon  Honored. 

Dr.  .Alvah  P.  Bohannon,  dean  of  Halifax  County 
physicians,  was  honored  guest  of  the  Ruritan  Club 
at  its  meeting  in  January.  He  has  been  practicing 
in  Halifax  for  more  than  fifty-two  years  and  has  his 
office  in  Yirgilina.  Dr.  Bohannon  recalled  that  when 
he  first  saw  A’irgilina,  it  was  a roaring  mining  town. 
Gold  has  been  found  in  the  surrounding  countryside 
and  miners  from  all  over  the  countr)-  poured  in.  There 
was  a bar  on  virtually  every  corner  and  the  street 
resembled  those  of  the  traditional  Wild  West  town. 

Evening  Medical  Lecture  Program. 

The  spring  programs  of  the  Evening  Aledical  Lec- 
ture Series  and  the  Research  Society  of  the  Univer- 
sity of  Virginia,  School  of  Aledicine,  are  held  in 
the  auditorium  of  the  medical  school  and,  with 
the  exception  of  the  meeting  on  Alarch  24th,  all  will 
be  presented  at  8:00  P.AI.  .All  physicians  are  cor- 
dially invited  to  attend  any  or  all  of  these  presenta- 
tions. 

The  programs  started  on  February  2nd,  and  those 
scheduled  for  Alarch  are:  Alarch  16 — The  Develop- 
ment and  .Application  of  .Anticonvulsant  Drugs  by 
Dr.  H.  Houston  Alerritt,  .Acting  Dean  and  Professor 
of  Neurology,  College  of  Physicians  and  Surgeons, 
Columbia  L’niversity  and  Director,  The  Neurological 
Institute,  Presbyterian  Hospital,  New  A'ork. 

Alarch  23^ — The  Staige  Davis  Blackford  Memorial 
Lectureship — The  Effect  of  Adrenergic  .Amines  on 
the  Cardiovascular  System  by  Dr.  Daniel  T.  Watts, 
Chairman,  Department  of  Pharmacology,  Univer- 
sity of  ^^’est  A’irginia  Aledical  School,  Alorgantown. 
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March  24  (4:00  P.M.) — The  Squibb  Centennial 
Lecture — The  Function  of  Coenzyme  A in  Fat  and 
Lipid  Metabolism  by  Dr.  Feodor  Lynen,  Director, 
The  Max  Planck  Institute  for  Cell  Chemistry,  ]Mu- 
nich,  Germany. 

April  6 — The  Phi  Chi  Lectureship — Subject  to  be 
announced  by  Dr.  H.  William  Scott,  Jr.,  Chairman, 
Department  of  Surgery,  Vanderbilt  University  School 
of  iMedicine,  Nashville,  Tennessee. 

April  13 — Clinical  and  Experimental  Observa- 
tions on  the  Cortisones  by  Dr.  Philip  S.  Hench,  The 
Mayo  Clinic,  Rochester,  Minnesota. 

The  programs  by  the  Research  Society  of  Virginia 
are: 

March  9 — Phenol  Sensitive  DPNH  Oxidase  in 
Rat  Uterine  Homogenates  by  Miss  Mary  Louise 
Stephens;  The  Effect  of  Specific  Antibody  Upon  the 
Course  of  Herpes  Simplex  Infections  in  Tissue  Cul- 
ture by  Dr.  Clayton  E.  Wheeler,  Jr.;  and  E.xperi- 
mental  Production  of  Dissecting  Aneurysms  of  the 
Aorta  by  Drs.  Frank  S.  Blanton,  Jr.,  William  H. 
Muller,  Jr.,  and  W.  Dean  Warren. 

April  20 — Serum  Cholesterol  Studies  in  Healthy 
Individuals — Dr.  Fred  D.  Robinson  and  Amory  M. 
Sommaripa;  Re-Evaluation  of  the  Hemodynamics 
of  Cirrhosis  and  Portal  Hypertension  by  Drs.  W. 
Dean  Warren  and  William  H.  Muller,  Jr.;  and 
Total  Circulating  Sodium  and  Hyponatremia  by 
Frank  J.  Borsody,  Drs.  Nuzhet  Atuk,  Julian  R. 
Beckwith,  and  J.  Edwin  Wood,  Jr. 

Dr.  D.  W.  Scott,  Jr., 

Has  been  installed  as  president  of  the  Fredericks- 
burg Kiwanis  Club.  Dr.  T.  Stacy  Lloyd  is  a director 
of  the  Club. 

The  Arlington  County  Health  Department, 

Of  which  Dr.  Ralph  G.  Beachley  is  the  Director, 
has  again  been  approved  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical 
Association  for  an  additional  two  years  of  residency 
training  in  public  health.  This  department  is  one  of 
thirty-nine  in  the  nation  which  is  so  designated  and 
provides  training  for  medical  health  officers  wishing 
to  enter  the  field  of  public  health  and  qualify  for  the 
American  Board  of  Preventive  Medicine  and  Public 
Health. 

Virginia  Trudeau  Society. 

Respiratory  diseases,  including  lung  cancer,  un- 
usual forms  of  pneumonia,  and  tuberculosis  in  chil- 
dren, will  be  discussed  at  the  annual  meeting  of  the 
Virginia  Trudeau  Society.  The  meeting  will  open 


at  2:00  P.M.,  .“^pril  8,  in  the  Hotel  Jefferson  in 
Richmond. 

Topics  will  reflect  the  recent  decision  bj-  the 
National  Tuberculosis  .Association  and  the  .American 
Trudeau  Society  to  adopt  the  entire  field  of  respira- 
tory disease  for  expanded  activity.  W’hile  the  NT.A 
retains  the  eradication  of  tuberculosis  as  the  objec- 
tive of  first  importance,  acute  respiratory  infections 
will  claim  attention  of  TB  associations  in  those  areas 
where  the  tuberculosis  problem  does  not  warrant  the 
full-time  effort  of  a vigorous  voluntary  agency  pro- 
gram. 

Selected  for  the  \^TS  program  to  speak  on  “The 
Present  Status  of  Cytologic  Diagnosis  of  Lung 
Cancer”  is  Dr.  Leopold  Koss,  Director  of  Cytology 
and  .Associate  Pathologist  at  Memorial  Hospital  in 
New  York  City,  and  .Associate  Professor  of  Pathol- 
ogy, Sloan-Kettering  Division,  Cornell  University 
Aledical  School. 

Dr.  Oscar  Auerbach,  Chief  of  Laboratory  Services, 
Veterans  Administration  Hospital,  East  Orange,  New 
Jersey,  will  speak  on  “Carcinoma-in-Situ  and  Its 
Significant  Changes.” 

Dr.  Sydney  Jacobs,  physician  of  New  Orleans  and 
President-Elect  of  the  Southern  TB  Conference,  is 
to  discuss  “Unusual  Forms  of  Pneumonia  and  Diag- 
nosis and  Treatment  Thereof.” 

Dr.  Edwin  L.  Kendig,  Richmond  pediatrician  and 
director  of  the  Child  Chest  Clinic  at  Medical  College 
of  Afirginia,  will  pre.sent,  “Tuberculosis  in  Children 
Contracted  from  Mothers  with  ‘.Arrested’  TB.” 

The  medical  session  will  be  followed  by  a social 
hour  and  dinner  at  which  Dr.  Daniel  Jenkins,  Presi- 
dent of  the  American  Trudeau  Society  and  Professor 
of  Medicine,  Baylor  University,  Texas,  will  give  the 
keynote  address. 

.All  physicians — general  practitioners,  chest  spe- 
cialists, internal  medicine,  and  others — are  invited 
to  attend  the  meeting.  They  need  not  be  members 
of  the  Trudeau  Society.  Re.servations  should  be 
made  directly  with  the  hotel. 

Staff  Appointments. 

Dr.  James  H.  Powell  has  been  elected  chairman 
of  the  Medical  Staff  of  the  Petersburg  General  Hos- 
pital, succeeding  Dr.  Julius  H.  Hopkins.  Vice  chair- 
man is  Dr.  Munford  R.  Yates  and  secretary  is  Dr. 
David  B.  Drewry,  with  Dr.  .Alvin  Cohen  as  alternate 
secretary.  Chiefs  of  sections  are  Dr.  James  D.  Mason 
with  Dr.  William  S.  Sloan  as  alternate,  internal 
medicine;  Dr.  Herman  W.  Farber,  pediatrics;  Dr. 
James  A.  Thweatt,  general  practice;  Dr.  Clyde  W. 
Vicks,  Jr.,  general  surgery;  Dr.  Francis  R.  Payne, 
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Jr.,  obstetrics;  Dr.  Hojjkins,  surgical  specialties; 
and  Dr.  Simon  Russi,  diagnostic  service. 

Dr.  George  H.  Smith  has  been  elected  president 
of  the  Medical  Staff  of  Winchester  ^Memorial  Hos- 
pital with  Dr.  Frank  E.  Tappan  vice-president;  Dr. 
Robert  S.  Boyd  secretary;  and  Dr.  M.  D.  Custer,  Jr., 
treasurer. 

Dr.  Fred  C.  McCall  has  been  elected  chief  of  the 
medical  staff  at  Bristol  ^lemorial  Hospital,  succeed- 
ing Dr.  William  Credle.  Dr.  Talmadge  Buchanan 
is  vice  chief;  Dr.  Russell  Frankhouser,  secretary- 
treasurer;  Dr.  Frank  Sutterlin,  chief  of  surgery; 
Dr.  Joe  Mitchell,  chief  of  obstetrics  and  pediatrics; 
and  Dr.  Fred  Vance,  Jr.,  chief  of  medicine. 

Child  Psychiatry  and  Neurology  Lectures. 

-A.  series  of  lectures  are  being  held  at  the  Lynch- 
burg Training  School  and  Hospital  in  the  fields  of 
child  psychiatry  and  child  neurology  by  professors 
in  residence  at  the  School  and  Hospital.  Lectures 
began  in  January,  and  subsequent  sj>eakers  and  lec- 
ture dates  are  as  follows: 

May  28-30 — Child  Psychiatry  by  Dr.  Wilfred  C. 
Hulse,  New  York  City. 

July  30-.\ugust  1 — Child  Neurology  by  Drs.  Wal- 
ter O.  Klingman,  The  Titus  Harris  Clinic,  Profes- 
sor of  Psychiatry  and  Neurology,  The  University  of 
Texas,  Galveston. 

September  24-26 — Child  Psychiatry  by  Dr.  Fred- 
erick H.  Allen,  Professor  of  Psychiatry,  F’niversity 
of  Pennsylvania  Medical  School,  Philadelphia. 

October  29-31 — Child  Neurolog}-  by  Dr.  Sidney 
Carter,  Associate  Professor  of  Neurology,  Colum- 
bia University,  New  York. 

November  19-21 — Child  Neurolog}-  by  Dr.  Paul 
M.  Ellwood,  Jr.,  Director  of  Inpatient  Service,  Eliza- 
beth Kenny  Institute,  ^Minneapolis. 

All  physicians  are  invited  to  attend  these  lectures 
which  have  been  made  possible  by  a grant  from  the 
Smith,  Kline  and  French  Foundation.  Further  in- 
formation may  be  obtained  from  Dr.  Benedict  Nag- 
ler.  Superintendent,  Lynchburg  Training  School  and 
Hospital,  Colony,  Virginia. 

American  Academy  of  General  Practice. 

The  11th  .\nnual  Scientific  .Assembly  of  the  -Acad- 
emy will  be  held  in  San  Francisco,  .April  6-9.  The 
scientific  program  will  feature  28  prominent  physi- 
cian authorities.  More  than  100  scientific  and  300 
technical  exhibits  will  be  prepared.  .All  meetings  will 
be  held  in  the  Civic  .Auditorium. 

Dr.  Holland  T.  Jackson,  Fort  AA’orth,  Texas,  is 
president  of  the  .Academy.  Dr.  Fount  Richardson, 


I-  ayetteville,  .Arkansas,  is  president-elect  and  will 
take  office  at  the  San  Francisco  meeting 

O 

Dr.  C.  L.  Riley, 

.A  member  of  the  Board  of  Directors  of  the  Com- 
mercial & Savings  Bank,  AA'inchester,  during  the  past 
five  years,  was  elected  Chairman  of  the  Board  at 
the  meeting  of  stockholders  in  Januarv. 

Post-Graduate  Day. 

The  Roanoke  Alemorial  Hospital  will  hold  its 
tenth  annual  Post-Graduate  Day  program  on  Alarch 
19th  at  the  Hotel  Roanoke.  The  meeting  is  open  to 
interested  physicians  and  is  approved  for  Category 
One  credit  by  the  .American  .Academy  of  General 
Practice.  The  program  begins  at  2:00  P.M.,  and  is 
as  follows:  Pyelonephritis  and  Hypertension  in 
Pregnancy  Masquerading  as  To.xemia  by  Dr.  Frank 
Finnerty,  Georgetown  University  Aledical  School; 
Transaminase  and  Other  Serum  Enzyme  Tests  in 
Clinical  Medicine  by  Dr.  Felix  ^^■roblewski,  Cor- 
nell University  Aledical  School;  Functional  Gastro- 
intestinal Disease  by  Dr.  Dwight  L.  Wilbur,  Stan- 
ford University  Medical  School;  and  Experience  with 
Transplantation  of  the  Human  Kidney  and  Renal 
Hypertension  by  Dr.  Hartwell  Harrison,  Harvard 
Aledical  School. 

Eye  Bank  Research  Laboratory. 

The  Elbyrne  G.  Gill  Eye  and  Ear  Foundation 
announces  the  establishment  of  a research  laboratorv 
in  conjunction  with  the  Eye  Bank  and  Sight  Con- 
servation Society  of  A'irginia.  The  laboratory  is 
prepared  to  make  the  dye  test  for  Toxoplasmosis. 

International  Academy  of  Proctology. 

The  Eleventh  .Annual  Convention  of  the  .Academy 
will  be  held  in  New  York,  .April  5-9. 

There  will  be  special  emphasis  on  anal  and  rectal 
panel  j)resentations  and  on  newer  treatment  methods. 
Eminent  speakers  from  all  parts  of  the  country  and 
abroad  will  present  papers  and  motion  picture  dem- 
onstrations of  their  personal  technics. 

Physicians  and  their  wives  are  cordially  invited 
to  attend  the  convention,  whether  or  not  they  are 
affiliated  with  the  .Academy.  For  further  informa- 
tion, contact  Dr.  .Alfred  J.  Cantor,  Executive  Secre- 
tary, 147-41  Sanford  .Avenue,  Elushing  55,  L.  I., 
New  A'ork. 

The  Southwestern  Society  of  Nuclear  Medi- 
cine 

Will  hold  its  fourth  annual  meeting  at  the  Roose- 
velt Hotel  in  New  Orleans,  Alarch  14-15. 
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A MEDICOLEGAL  CONFERENCE,  sponsored  by  AMA,  will  be  held  in  Washington 
at  the  Mayflower  Hotel  on  March  20-21.  The  program  will  be  of  interest  to  both  phy- 
sicians and  attorneys,  and  component  societies  might  wish  to  send  representatives.  Among 
the  subjects  to  be  covered  are:  Medical  and  Legal  Problems  Involved  in  Narcotic  Ad- 
diction, Traumatic  Neurosis,  The  Approach  of  Medicine  and  the  Law  to  Contingent 
Fees,  Res  Ipsa  Loquitur  in  Professional  Liability  Cases,  Impartial  Medical  Testimony, 
and  The  Classic  Method  of  Cross  Examining  an  Expert  Medical  Witness.  The  Confer- 
ence begins  with  registration  at  12:00  Noon  on  Friday  and  will  be  concluded  by  4:30 
P.M.  on  Saturday. 

THE  CIVILIAN  PHASE  OF  MEDICARE,  according  to  reports  from  Washington,  will 
cost  between  $90  and  $93.6  million  for  the  current  fiscal  year  ending  June  30.  This  is 
$21  million  more  than  Congress  approved.  It  is  further  reported  that  the  Army  and  Air 
Force  are  able  to  shift  funds  from  other  accounts  to  make  up  for  their  Medicare  short- 
ages. The  Navy,  however,  will  probably  have  to  submit  a deficiency  appropriation  for 
approximately  $6  million.  A request  for  $89  million  has  been  made  for  next  year. 

SIMPLIFIED  CLAIM  FORMS  are  covered  in  a booklet  which  has  been  mailed  to  every 
member  of  The  Medical  Society  of  Virginia.  The  booklet  was  prepared  by  the  Health 
Insurance  Council  and  contains  forms  designed  for  all  types  of  health  and  accident  in- 
surance policies.  The  forms  are  being  used  by  many  insurance  companies  throughout 
the  United  States. 

A number  of  inquiries  concerning  simplified  forms  have  been  received  in  recent  months, 
and  it  is  hoped  that  this  booklet  will  provide  the  answers. 

STATEMENTS  FOR  1959  AMA  DUES  have  been  mailed  from  the  State  Office.  These 
statements  should  not  be  confused  with  those  for  State  Society  dues  which  were  mailed 
during  the  first  week  of  January.  It  might  be  well  to  mention  that  AMA  dues  should 
be  paid  by  June  1 . 

THE  SPECIAL  EDITION  of  the  Journal  of  the  AMA,  dated  January  17,  should  be 
read  carefully  by  all  physicians.  The  special  edition  contains  a report  of  the  Commission 
on  Medical  Care  Plans,  which  was  appointed  by  the  Board  of  Trustees  of  the  AMA 
in  1954.  The  report  concerns  itself  with  medical  care  plans  in  existence  throughout 
the  United  States  and  deals  with  three  broad  areas  of  research:  ( 1 ) the  nature  and  meth- 


od  of  operation  of  the  various  types  of  plans  through  which  persons  receive  the  services 
of  physicians;  (2)  the  effect  of  these  plans  on  the  quality  and  quantity  of  medical  care; 
and  (3)  the  legal  and  ethical  status  of  the  arrangements  used  by  these  plans. 

INTEREST  IN  CIVIL  DEFENSE  may  be  increasing.  According  to  the  Director  of 
the  Office  of  Civil  and  Defense  Mobilization,  Americans  are  not  as  apathetic  about  the 
dangers  of  thermonuclear  attack  as  is  commonly  supposed.  He  stated  that  over  thirty 
million  requests  have  been  received  for  cards  listing  five  things  that  every  citizen  should 
know  should  an  attack  occur.  It  was  also  mentioned  that  forty  million  copies  of  a 
"Handbook  for  Emergencies”  have  been  distributed  by  Boy  Scouts.  Those  desiring  copies 
may  secure  them  from  local  civil  defense  offices  or  from  the  Washington,  D.C.,  Head- 
quarters of  OCDM. 

COST  OF  MEDICAL  AND  HOSPITAL  CARE  is  well  covered  in  an  editorial  from 
the  Dallas  Morning  News.  It  admits  that  during'  the  last  twenty  years  physicians’' 
fees  have  Increased  84  per  cent.  However,  an  automobile  that  cost  $1,000  in  1938  now 
costs  $3,500.  It  also  mentions  that  haircuts  have  gone  up  205  per  cent,  movie  admissions 
120  per  cent,  and  baby  shoes  171.  The  editorial  tells  of  a plumber’s  wife  who  was 
rushed  to  the  hospital  for  an  emergency  appendectomy.  The  total  bill  came  to  $148. 
The  plumber  then  figured  that  the  hospital  would  have  paid  in  excess  of  $148  if  it  had 
hired  three  sets  of  plumbers  on  eight  hour  schedules  with  overtime  figured  on  a twenty- 
four  hour  basis.  Brought  out  also  is  the  fact  that  the  biggest  factor  in  the  rise  of  hospital 
costs  is  labor.  It  states  that  in  a hospital  where  the  average  daily  cost  per  patient  is 
$28.81,  hospital  personnel  alone  accounts  for  $22  of  that  amount. 

THE  KEOGH-SIMPSON  BILL  has  been  favorably  approved  by  the  House  Ways  and 
Means  Committee  and  apparently  is  headed  for  early  floor  action.  The  bill,  as  reported 
out  of  committee,  is  identical  with  the  version  which  passed  the  House  last  year  bur 
died  in  the  Senate.  . ■ 

This  bill  would  allow  self-employed,  including  physicians,  to  set  aside  10  per  cent  of 
gross  adjusted  income,  up  to  $2,5  00,  when  paid  into  retirement  plans.  The  maximum 
to  be  set  aside  in  any  lifetime  would  be  $50,000.  Leading  the  campaign  for  enactment  is 
the  American  Thrift  Assembly,  of  which  the  American  Medical  Association  is  a mem- 
ber. It  is  reported  that  the  bill  is  gaining  new  supporters  In  the  Senate  and  may  be  acted 
on  in  that  body  this  session. 

MEDICAL  SCHOOLS  are  finding  it  increasingly  difficult  to  attract  and  retain  com- 
petent faculty  because  of  a lack  of  adequate  financial  resources.  It  has  been  learned  that 
all  82  schools  are  confronted  with  a most  serious  teacher  shortage  which,  apparently,  is- 
increasing.  A recent  report  from  the  National  Fund  for  Medical  Education  indicates 
that  in  1957  there  existed  333  faculty  vacancies  and  in  195  8 this  number  had  increased 
to  622.  The  schools  need  the  help  of  every  physician  If  they  are  to  remain  free  from 
federal  control.  Contribute  now  to  the  AMEF. 
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Dr.  Howard  Russell  Masters, 

Prominent  Richmond  psychiatrist,  died  January 
27th,  at  the  age  of  sixty-four.  He  was  a native  of 
Fredericksburg  and  a graduate  of  the  Medical  Col- 
lege of  Virginia  in  1919.  Dr.  Masters  was  president 
of  Tucker  Hospital  and  associate  professor  of  psy- 
chiatry and  neurolog}’  at  the  Medical  College  of 
Virginia.  He  was  a member  of  the  Board  of  the 
Memorial  Guidance  Clinic  and  one  of  the  organizers 
of  the  clinic.  He  had  served  as  president  of  the  clinic 
and  also  as  acting  director.  Dr.  Masters  was  ap- 
pointed in  1953  to  the  college  of  electors  for  the 
Hall  of  Fame  for  Great  Americans.  He  had  been 
president  of  the  Randolph-Macon  Alumni  Associa- 
tion and  held  an  honorary  LTD  degree  from  the 
college. 

Dr.  Masters  served  in  the  medical  reserve  corps 
of  the  army  in  1917-1919.  He  was  a member  of 
many  professional  organizations  and  had  been  a 
member  of  The  Medical  Society  of  Virginia  for 
thirty-seven  years. 

His  wife  and  four  children  survive  him. 

Dr.  Sheppard  Kellam  Ames, 

Councilor  of  The  Medical  Society  of  Virginia, 
died  January  31st  at  his  home  in  Cape  Charles.  He 
was  sixty-three  years  of  age  and  received  his  medical 
degree  from  the  University  of  Virginia  in  1925. 
Dr.  Ames  .specialized  in  cardiology.  He  was  with 
the  Army  in  World  War  1,  serving  with  Base  Hos- 
pital 45.  Dr.  Ames  was  a charter  member  and  first 
president  of  the  Cape  Charles  Lions  Club.  He  joined 
The  iSIedical  Society  of  Virginia  in  1926,  and  was 
a member  of  the  Council,  representing  the  first  dis- 
trict. 

His  wife,  two  sons  and  two  daughters  survive 
him. 

Dr.  William  Harvey  Whitmore, 

Widely-known  Norfolk  physician,  died  January 
30th.  He  was  a native  of  Lynchburg  and  sixty-six 
years  of  age.  Dr.  Whitmore  graduated  in  medicine 
from  the  University  of  Virginia  in  1916  and  had 


practiced  radiology  in  Norfolk  for  the  past  twenty 
years.  He  served  in  the  United  States  Naval  Medical 
Corps  and  saw  service  in  World  Wars  I and  II, 
retiring  as  a Captain.  Dr.  Whitmore  was  a past 
president  of  the  Radiological  Society  of  Virginia 
and  had  been  a member  of  The  Medical  Society  of 
Virginia  for  twenty  years. 

His  wife,  two  daughters  and  one  son,  Dr.  W.  H. 
Whitmore,  Jr.,  survive  him. 

Dr.  Mervin  Wilbur  Glover, 

Alexandria,  died  January  9th,  following  a heart 
attack  in  his  office.  He  was  born  in  Sitka,  Alaska, 
when  his  father  was  stationed  there  with  the  U.  S. 
Public  Health  Service,  and  was  fifty-one  years  of 
age.  Dr.  Glover  graduated  in  medicine  from  the 
George  Washington  University  in  1932.  He  served 
with  the  Army  Air  Corps  during  World  ^^’ar  II 
and  was  promoted  to  the  rank  of  major.  He  was  a 
member  of  the  Medical  Society  of  Virginia. 

He  is  survived  by  his  wife  and  three  daughters. 
IMrs.  Glover  is  formerly  a president  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  Virginia. 

Dr.  Nicholas  Flood  Hix, 

Prominent  Wise  County  physician,  died  January 
1st  after  a brief  illness.  He  was  eighty-two  years  of 
age  and  a graduate  in  medicine  from  the  University 
of  Virginia  in  1900.  Dr.  Hix  was  recognized  as 
the  oldest  active  physician  in  \^'ise  County  where 
he  had  been  practicing  for  nearly  58  years.  He  was 
net  only  active  in  the  practice  of  his  profession  but 
was  considered  one  of  the  most  successful  apple 
producers  in  Southwest  Virginia.  His  orchards  were 
started  as  a hobby  more  than  fifty  years  ago  and  they 
now  contain  almost  10,000  trees.  Dr.  Hix  was  a 
member  of  The  Medical  Society  of  Virginia. 

His  wife  and  three  daughters  survive  him. 

Dr.  Aaron  W.  Martin, 

Hillsville,  died  August  30th.  He  was  seventy- 
nine  years  of  age.  Dr.  Martin  was  a Life  Member 
of  The  Medical  Society  of  Virginia,  having  joined  in 
1917. 
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Dr.  Rawles. 

On  November  24,  1958,  Dr.  B.  W.  Rawles,  Sr.,  died,  age 
88.  He  was  next  to  the  oldest  member  of  the  Academy 
and  one  of  a dozen  of  the  oldest  graduates  from  the 
Medical  College  of  Virginia. 

Born  in  Xansemond  County  he  received  his  education 
at  the  county  schools,  the  Bethel  Military  Academy,  and 
graduated  from  the  Medical  College  of  Virginia  in  1897. 
After  interning  at  the  Old  Dominion  Hospital  he  began 
to  practice  in  Richmond.  Surviving  him  is  his  wife,  four 
sons,  one  daughter  and  ten  grandchildren.  One  of  these 
sons,  Benjamin  Rawles,  Jr.,  is  a past  president  of  this 
organization.  He  rapidly  began  to  take  his  place  in  Rich- 
mond and  was  interested  in  many  things.  At  the  Medical 
College  of  Virginia  he  taught  principles  of  surgery  for 
manv  years.  He  was  a communicant  of  St.  Paul's  Epis- 
copal Church,  a thirty-second  degree  Mason,  and  took 
his  place  in  organized  medicine  We  have  many  old  men 
around  on  the  retired  list  but  Dr.  Rawles  practiced  medi- 
cine up  until  a few  weeks  of  his  death. 

Dr.  Rawles  was  a type  of  a self  reliant  general  prac- 
tioner  who  approached  his  job  with  confidence  and  had 
good  reason  for  that  confidence.  He  was  in  no  way  a dil- 
ettante in  what  he  attempted  to  do.  Such  a man  loved 
humanity-  and  combated  its  ills.  He  wanted  to  be  the  one 
to  help.  Obviously,  if  his  interests  were  entirely  in  some 
specialized  line  that  would  deprive  him  of  the  oppor- 
tunity of  being  near  what  ever  would  befall  and  to  be 
needed  was  his  desire.  He  could  look  ant'  man  in  the  eye 
and  say  “I  am  a physician,  I may  not  know  as  much  about 
surgery  as  my  son  but  even  there  I know  my  way  around. 
I am  a practitioner  of  the  Art  of  Medicine.” 

Times  change  and  men  change  with  them  but  knowing 
Dr.  Rawles  gave  one  an  insight  to  a type  that  is  fast 
vanishing.  These  men  seem  to  guide  themselves  with  the 
precept  of  “Hold  fast  to  that  which  is  good”  and  at  the 
same  time  be  always  ready  to  accept  a proven  modern 
truth.  They  would  then  apply  this  truth  to  therapy.  Re- 
search was  not  their  field  but  it  would  probably  be  help- 
ful to  our  conceit  if  we  could  compare  the  scientific  tech- 
nical success  of  our  lives  to  the  solid  ethical  attainments 
of  theirs. 

A man  of  this  type  was  interested  in  everything  and 
that  carried  him  to  the  out-of-door  and  the  fields  and 
streams.  It  is  often  remarked  how  many  of  the  true  dis- 
ciples of  Aescalapius  are  fishermen. 

When  all  the  honors  have  been  paid,  can  there  be  a 
higher  epitaph  than  this?  He  loved  the  sick  and  the  sick 
loved  him. 

Be  It  Therefore  Resolved  that  this  resolution  be  re- 
corded in  the  minutes  of  the  Richmond  Academy  of  Medi- 
cine and  that  copies  be  sent  to  The  Medical  Society  of 
Virginia  and  the  family. 

Arthur  S.  Brinkley,  M.D. 

Thom.^s  W.  Murrell,  M.D. 

Dr.  Blanton. 

Dr.  Howson  Wallace  Blanton  was  born  in  Richmond, 
on  Februarj-  9,  1892  and  died  in  Richmond  on  December 
12,  1958. 

His  mother,  Elizabeth  Wallace  Blanton  came  from  a 
distinguished  Virginia  family,  and  his  father,  Charles 


.\rmistead  Blanton,  of  equally  fine  ancestry,  distinguished 
himself  as  a leading  practitioner  of  medicine  in  Richmond 
over  a period  of  many  years.  These  parents  lived  to  rare 
old  age  and  had  the  joy  and  satisfaction  of  observing  the 
outstanding  medical  careers  of  their  two  sons. 

Dr.  Blanton  attended  the  Glebe  School  in  Richmond,  and 
Hampden  Sydney  College,  where  he  graduated  with  A.B. 
degree  in  1912.  While  in  school  he  was  a member  of  the 
Convenantors,  that  fine  boys  organization  of  the  Presby- 
terian Church,  unfortunately  now  replaced  by  the  multi- 
tudinous groups  in  the  modern  youth  movement.  He  re- 
mained an  earnest  and  devoted  member  of  the  First  Pres- 
byterian Church  and  was  a Deacon  for  many  years.  In 
college.  Dr.  Blanton  had  a fine  record  as  a student  and 
leader.  He  was  a halfback  on  the  football  team,  and 
Captain  his  senior  year,  and  was  Captain  of  Hampden 
Sydney's  second  basketball  team  and  an  infielder  on  the 
baseball  team.  For  the  next  year  while  teaching  in  the 
Armstrong  High  School  of  Richmond,  he  successfully 
coached  the  football  team  of  John  Marshall  High  School. 

He  studied  medicine  at  the  College  of  Physicians  and 
Surgeons  of  Columbia  University,  where  he  graduated  in 
1917,  after  internship  and  residency  at  St.  Luke’s  Hospital, 
New  York  City,  he  was  associated  with  Dr.  Blake  at  the 
American  Ambulance  Service  in  Paris  during  World  War 
I,  and  was  later  a 1st  Lieutenant  in  the  U.  S.  Army  Med- 
ical Corps. 

He  practiced  internal  medicine  with  his  father  and 
brother,  Wyndham  Bolling  Blanton  from  1918  to  his  death 
in  1958.  He  was  an  astute  diagnostician,  and  an  earnest, 
hard  working  doctor.  The  complete  care  of  his  patients 
was  always  his  objective,  this  combined  with  his  charm- 
ing personality  brought  to  him  large  numbers  of  people 
who  were  his  patients  and  devoted  friends.  Dr.  Blanton 
was  interested  in  people  and  in  helping  them.  One  of  his 
outstanding  characteristics  was  the  unhurried  manner  in 
which  he  displayed  this  interest  and  dispensed  his  aid. 
The  result  was  a host  of  people  made  better  b}'  him,  both 
physically  and  spiritually. 

He  was  a member  of  the  Richmond  Academy  of  Medi- 
cine. The  NIedical  Society  of  Virginia  and  the  American 
Medical  Association.  He  was  Assistant  Professor  of 
Clinical  Medicine  at  the  Medical  College  of  Virginia. 

Socially  he  was  a charming  companion,  he  enjoyed  golf, 
boating  and  fishing  and  was  a member  of  the  Common- 
wealth Club,  Country  Club  of  Virginia,  Virginia  Society 
of  the  Cincinnati  and  the  Society  of  Colonial  Wars. 

He  is  survived  by  his  wife,  Janet  Wicker  Blanton  who 
by  training  and  interest  shared  his  enthusiasm  for  medi- 
cine, and  a daughter,  Betty  Blanton  Cooke. 

Those  of  us  who  were  privileged  to  know  him  will  feel 
a sense  of  gratitude  for  his  friendship  and  of  loss  and 
grief  at  his  death. 

Therefore,  Be  It  Resolved  that  the  Richmond  Academy 
of  Medicine  hereby  expresses  its  sense  of  deep  feeling 
of  sorrow  and  regret  at  the  passing  of  Dr.  Blanton. 

Be  It  Further  Resolved  that  this  resolution  be  spread 
upon  the  minutes  of  the  Academy,  a copy  sent  to  his 
immediate  family  and  one  to  the  Journal  of  The  Medical 
Society  of  Virginia. 

C.ARRINGTON  WiLLi.AMS,  Sr.,  M.D.,  Chairman 

John  P.  Lynch,  M.D. 

John  W.  Powell,  M.D. 
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IN  DEBILITATING  DISEASE 


Patients  receiving 

NILEVAK 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underv/eight  —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  -“Within  four  days  appe- 
tite became  excellent,  took  full  diet More  ambition 

while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn—".  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

, Nilevar  is  supplied  in  tablets  of  10  mg.,  ampuls  of 
25  mg.  (1  cc.)  and  Nilevar  Drops  of  0.25  mg.  per  drop. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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SAINT  ALBANS 


PRIVATE  PSYCHIATRIC  HOSPITAL 
RADFORD,  VIRGINIA 


Daniel  D.  Chiles,  M.D. 
Clinical  Director 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Artie  L.  Sturgeon.  Ph.D. 

Don  Phillips,  Administrator 


STAFF 

James  P.  King,  M.D.,  Director 

James  K.  Morrow,  M.D.  William  D.  Keck,  M.D. 

Clara  K.  Dickinson,  M.D.  J.  William  Giesen,  M.D. 

Internist  (Consultant) 


AFFILIATED 


Bluefield  Mental  Health  Center 

5 25  Bland  St.,  Bluefield,  W.  Va. 
David  M.  Wayne,  M.D. 


CLINICS 


Beckley  Mental  Health  Center 

207)4  McCreery  St. 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


RIVERSIDE  CONVALESCENT  HOME 

Sophia  & Fauquier  Sts.  Fredericksburg,  Virginia 


For  convalescent,  aged, 
chronically  ill,  and  retired 
persons.  Provides  healthful 
rest,  excellent  nursing  care 
in  cheerful,  comfortable  sur- 
roundings. Air-conditioned, 
fire-safe  building.  Accom- 
modations for  eighty-four. 
Medical  Supervision.  Inspec- 
tion Invited.  Write,  or  tele- 
phone Essex  3-3434. 

Rates: 

$40.00  to  $75.00  per  week 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

Miss  Etheleen  Dalton 
Director: 

Charles  C.  Hough 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 

STAFF 

Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 

RESIDENT  STAFF 
Dr.  D.  K.  Harmon 
Dr.  P.  J.  Starr 
Dr.  J.  R.  Van  Arsdall 
Dr.  C.  B.  Foster 
Doris  L.  Janes,  B.  S.,  O.  D. 
(Orthoptics  and  Contact  Glasses) 

A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 
Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further  information,  address 

BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 
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RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital 
specially  constructed  for  the  treatment  of 
Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 
ing Laryngeal  Surgery,  Bronchoscopy  and 
Plastic  Surgery  of  the  Nose. 

Professional  care  offered  a limited  num- 
ber of  charitv  patients. 


ADDRESS:  JULIA  AVAGNER  AVATERS,  R.N.,  Administrator  408  North  I2th  Street 


McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR..  M.D. 

JOHN  B.  CATLETT.  M.D. 
ROBERT  W.  BEDINGER.  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER.  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Ophthalmology,  Otolaryngology 
FRANCIS  H.  LEE,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES.  M.D. 

JOHN  H.  REED,  JR..  M.D. 

JOHN  ROBERT  MASSIE.  JR.,  M.D. 
JOSEPH  W.  COXE  III,  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 
Urology 

AUSTIN  I.  DODSON.  M.D. 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  I.  DODSON,  JR.,  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN,  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS.  M.D. 
Roentgenology 

JESSE  N.  CLORE.  JR.,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 

HETH  OWEN.  JR..  M.D. 

WILLIAM  B.  MONCURE.  M.D. 
BEVERLY  JONES.  M.D. 


Treasurer;  RICHARD  J.  JONES,  BS.,  C.P.A. 

Free  Parking  for  Patrons 


ST.  LURE’S  HOSPITAL 
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^ 1 1 Established  1916 

HPPdilaCQtan  l^all  • AshevUle,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  clasification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Austin  I.  Dodson,  M.D. 

Urology 

Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

T.  E.  Stanley,  M.D. 

Internal  Medicine 


For  the 


care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 
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• "Understanding  Care"  • 


Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


Health 

Approved 


AGED  • CHRONICALLY  ILL  • INVALIDS  • CONVALESCENTS 

Each  Guest  Under  Care  of  His  Own  Doctor. 


Inspection 

Invited 


24  hours  daily  care  in  a specifically  built 
52  Bed  Nursing  Home.  Registered,  grad- 
uate nurse,  and  Res.  M.C.V.  Extern  super- 
vision. Trained  Dietitian  and  orderly. 


TELEPHONE 

Ml  3-2777 


Private  and  Semi-Private  Rooms  with 
baths.  Rates  from  S55  to  ®75  weekly 
for  Bed,  Board  and  General  Nursing. 
9 minutes  from  any  Local  Hospital. 


Write  or  Phone 
Bernard  Maslan,  Adm. 


Terrace  Hill  Nursing  Home 

INC. 

• Kidde  ATMO  Fire  Detection  System  Equipped* 


2112  Monteiro  Ave. 
Richmond  22,  Va. 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  at  the  Richmond 
Hotel,  Richmond,  Virginia,  June  17,  1959.  The 
examinations  will  be  held  in  the  Gray’s  Armory, 
June  18-20,  inclusive.  All  applications  and  other 
documents  pertaining  to  the  examinations  or 
to  matters  to  be  discussed  by  the  Board  must  be 
on  file  in  the  Secretary’s  office  on  or  before  May 
27,  1959.  The  Secretary  of  the  Board  is  Dr.  K. 
D.  Graves,  631  First  Street,  S.  W.,  Roanoke, 
Virginia. 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  M,ANACED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


BRADLEE  MEDICAL  BUILDING 

Adjacent  to  Bradlee  Shopping  Center 

Now  Leasing — Open  Fall  1959 

Just  off  Shirley  Highway  in  Virginia’s  highest- 
density  population  area,  within  a half  mile  of 
two  major  hospitals.  Custom  suites  for  doctors 
and  dentists  at  moderate  rentals. 

Agents:  WEISSBERG  BROS.  REALTY 
404  Radio  Building 
Arlington  1,  Virginia 
JAckson  5-0606 
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Third  D«ad*  of  Nuralai  ~ — — — 

MRS.  PLYLER’S 
NURSING  HOME 

KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  m.ale  and  female. 


Sclerr;,  Va.  Hospjtol 


Approved  and  licensed  by  the  Virginia  State  Hosnital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  AM.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  1955  H.N.  Alford,  Atlanta,  Co. 
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ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDASE 

STREPTOKINASE-STREPTOOORNASE  LECERIE 


LEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMID  COMPANY. 
Pearl  River,  New  York 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


in 

Rickmond 


Member  Federal  Deposit  Insurance  Corp. 
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Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 


Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efiGciently  and  economically. 

Dial  MI  3-1881 

WILLIAMS  PRINTING  CO. 

11-1315  North  Fourteenth  Street  RICHMOND,  VIRGINIA 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.00 

(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward oiir  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 

One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

John  Marshall  William  Byrd 
King  Carter  Riclmiond 

Richmond  Hotels  Incorporated 
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UNIQUE  VITAMIN  SUPPLEMENT 


NEW 


VIGRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


fruit-punch  flavored 
tablets  that  will 
actually 

“melt  in  the  mouth” 

can  be  chewed  like  candy 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  be  dissolved  in  water,  juice  or  milk 


can  be  sucked  and  will  dissolve  like  a lozenge 


can  be  easily  swallowed  (small  tablet  size) 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  viGRAN 
CHEWABLES  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAN  CHEWABLES 
provide  at  least  125%  of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  Bj,  Bo, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 


Each  VIGRAN  CHEWABLE 
tablet  contains : 


Vitamin  .A 

Vitamin  D 

Vitamin  C 

Vitamin  B, 

Vitamin  B,, 

Vitamin  B„ 

Niacinamide  

Calcium  Pantotlienate. 
Vitamin  Bjo 


.5,000  U.S.P.  units 
.1,000  U.S.P.  units 

75  mg. 

5 mg. 

3 mg. 

2 mg. 

25  mg. 

3 mg. 

5 meg. 


Available  in  Rx-size  buttles  of  .50  and  90. 


Squibb  Quality  — 

the  Priceless  Ingredient 


'Vigran'®  is  a Squibb  trademark 
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Convalescence 


Adolescence 


Xnfanc  diarrhea 


Debilitating 
gastrointestinal 
conditions 


•*  * 

Supplied  in  bottles  of  2 or  6 fluidounces. 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B,2, 

protective  quantities  of 
potassium,  in  a palatable  and 
4,  readily  assimilated  form. 


Postopera  tlvely 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
i>otassium  therapy. 

VALENTINE  Company,  Inc. 

RICHMOND  2\  VIRGINIA 


I 


ANKLE 

SPRAINED 

or 

SINUS 

INFLAMED? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 
Pearl  River.  New  York 
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TABLETS 


REACHING  FOR  THOSE 
SB’S  NEARLY  PUT  ME 
ON  THE  SHELF... 


Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke  ...  it  gave  me 
a terrible-  kink 
in  my  back. 


Percodan’-Demi 


Percodari  Tablets 


Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC 


FOR  PAIN 


ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
“demi”  strength  permits  dosage  flexibility  to  meet  each 
patient's  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 


AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 


Each  Percodan*  Tablet  contains  4.50  mg. 

dihydrohydroxycodeinone  hydrochloride,  0.38  mg.  fa. 

dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine, 


terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg. 


phenacetin,  and  32  mg.  caffeine. 


AND  THE  PAIN 

WENT  AWAY  FAST 


Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill18,  New  York 


I called  my 
doctor  that  night 
and  picked  up 
the  tablets  he 
prescribed. 


The  pain  went  away 
fast— in  just  15  minutes 
— and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  whole  day! 


•U.S.  Pat.  2,628,185 


inflammatory- 

suppressive 

inflammatory- 

corrective 


new,  exclusive 


antiallergic 

i 


dual  anti-inflammatory 

inflammatory-suppressive . . . 
potent,  prompt,  sustained  action 
with  prednisolone 

inflammatory-corrective  . » . 
reduction  of  abnormal 
capillary  permeability 
with  citrus  bioflavonoids 


^‘built-in"  protection 

with  citrus  bioflavonoids  . . . 
against  ecchymoses,  purpuras, 
gastric  hemorrhage  and  other 
steroid-induced  capillary  damage 

with  antacids  . . . 
against  gastric  distress, 
digestive  upsets,  nausea 


in 

rheumatoid  arthritis 
hrouchial  asthma 
eczemas 

and  other  inflammatory, 
allergic  and 
rheumatic  conditions 


suggested  dosages 

Average  initial  dose, 

2 to  5 capsules  daily, 
in  divided  doses; 
in  severe  cases,  6 to  10 
capsules  daily.  Gradually 
reduce  dosage  to  effective 
maintenance  level. 

Bottles  of  30,  100  and 
500  capsules. 


Each  PIREDS^IS-CeVcP.  capsule  provides: 


PREDNISOLONE 

4 mg. 

Cn'RUS  BIOFLAVONOID  COMPOUND 

100  mg. 

ASCORBIC  ACID  (C) 

100  mg. 

ALUMINUM  HYDROXIDE 

100  mg. 

MAGNESIUM  OXIDE 

100  mg. 

Samples  and  literature  from 


arlington-funk  laboratories 

division  of  U„  S.  VITAMIN  CORPORATION  • 250  East  43rd  Street  • New  York  17,  N.  Y. 


provides  therapeutic  sulfa  levels  for  24  hours... 

Highly  soluble  in  acid  and  alkaline  media... 
rapidly  absorbed,  producing  fast,  effective 
plasma-tissue  concentrations  sustained  for  the 
entire  day.  Simple,  single  0.5  Gm.  daily  dose 
minimizes  patient  dosage  confusion.  At  least 
equivalent  to  4 to  6 Gms.  daily  of  previous 
sulfonamides.  Does  not  produce  renal 
complications.^ 

with  low  incidence  of  sensitivity  reactions... 

KYNEX  is  extremely  low  in  toxic  potential.^-^ 
Cutaneous  or  other  objective  sensitivity 
reactions  are  rare,  as  demonstrated  in  a large 
scale  evaluation  of  clinical  toxicity.^  Also  minor 
subjective  reactions  are  less  likely  to  develop 
when  the  recommended  dosage  is  used.^ 

Dosage;  Adults,  0.5  Gm.  (1  tablet)  daily  following  an  initial 
first-day  dose  of  1 Gm.  (2  tablets). 

TABLETS,  0.5  Gm.,  Bottles  of  24  and  100. 
also  available— KYNEX  Acetyl  Pediatric  Suspension,  cherry- 
flavored,  250  mg.  sulfamethoxypyridazine  activity  per  tea- 
spoonful (5  cc.).  Bottles  of  4 and  16  fl.  oz. 

1.  Editorial,  New  England  T Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med  & Clin.  Ther.  5:474,  1958. 

3.  Sheth,  U.  K.,  et  al.:  Ibid.,  p.  604,  1958. 


for  improved  control 

WHENEVER  SULFAS  ARE  INDICATED 


Sulfamethoxypyridazine  Lederle 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  New  York 


In  potentially- 
seriousi 
infections... 


WbMi  sufficient  water  n eriMBi  to 
■Mte,  each  teaspeonful  fS  cc.)  cotn- 


tja^iae)  equivalent  to  Maw 
knto  1 2S  ms* 

[vSBacin  calcium).  .62.5 
■haiphiTT  fOOm£> 


H|et>sules.  Usual  adult  dosace  is  1 or 
■|ja''3  or  4 times  a day: 

£nnules 

nieaUmiiTt'  of  moderately  acute  infec- 
ia  infants  and  chiTdren,  the  recom- 
f/^dcsage  Is  1 teaspoonful  per  IS  to 
M body  vreifht  per  day,  administered 
1^4  ^ual  dnsss.  Severe  or  prolonged 
iw  require  hryher  doses.  Dosage  for 
to  4 teas^BAftiis  3 or  4 times  daily, 
ItM  on  the  type  and  severity  of  the  in- 


ffective  against  more 
lan  30  common  pathogens, 
ven  including 
esistant  staphylococci. 


CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDAS 

STREPTOKINASE-STREPTODORNASf  LEOERE 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River.  New  York 


in  its  completeness 


aaiitikiti 

<—■>1  "ill 

Digitalis 

( D«vi«a,  Rom  ) 

0.1  Gram 

fapirtl.  8rmin«) 

CAUTION;  Fi-der«l 
Ibw  praiiEbits  dlipuu- 
loit  a'ltboot  pcMrrEp- 
tion. 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston.  18,  Mass. 
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APPREHENSIVE  surgical  and  obstetrical  patients 


respond  well  to 

VISTARIL 

hydroxyzine  pamoate 

Outstanding  safety 

establishes  peaceful  indifference  to  pre- 
operative preparation  without  serious 
hypotensive  effects. 

Psychotherapeutic  potency 

makes  possible  the  maintenance  of  an 
adequate  degree  of  narcosis  with  reduced 
doses  of  narcotics. 

relieves  tension  and  controls  emesis  in 
both  postoperative  and  postpartum 
patients. 


6,  New  York 


Supplied  as:  Vistaril  Capsules— 25  mg.,  50 
Vistaril  Parenteral  Solution - 
Steraject®  Cartridges,  each  cc 
hydroxyzine  (as  the  HCl) 

Science  for  the 

PFIZER  LABORATORIES  Division, 


.,  100  mg. 
cc.  vials  and  2 cc 
ontaining25mg. 


wo 


Recommended  Oral  Dose:  up  to  400  mg.  dai 
Recomynended  Parenteral  Dose:  25-50  mg.  ( 


in  divided  doses 
cc.)  I.M.  q.4  h.,  p.r.n. 
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re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABCUT  ATARAX* 

(brand  of  hydroxyzine) 


IN  GERIATRICS 

“abinty  to  dacida  corUtBJy 
has  increasad,  whila  tha 
illlBica]  responsB  ta  anxi^ 
baa  dimimshed.”* 


tN^ 


“RTAAurappaare#  to  rsduca 
anxiety  and  restlassnass,.  ~ 
improve  slev  pattams 
make  tha  ^ in  more  amei 
to  tha  development  of  new 
patterns  of  behavior  . 
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INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 
Syrup 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 
3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 
Syrup 

one  tablet  q.i.d. 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials.. 

References:  1.  Smigel,  J.  0., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
med.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


;it;ir;ix 


New  York  17,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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for  the  control  of  all  coccal  infections 


ABBOTT’S 

ANTIBIOTIC 

TRIAD 


against  staph-,  strep-  and  pneumococci 


After  Millions  of  Prescriptions 
An  Unparalleled  Safety  Record 


<S)19S9.  ABBOTT  LABORATORIES 


Provides  fast,  high  blood  and  tissue  concentrations — Because  Erythrocin  Stearate  is  rapidly 
absorbed,  patients  get  therapeutic  blood  and  tissue  levels  within  30  minutes — and  effective  concentra- 
tions for  at  least  six  hours. 


Supported  by  an  unparalleled  safety  record — During  all  the  years  Erythrocin  has  been  prescribed, 
serious  reaetions  have  been  practically  nonexistent.  Unlike  penicillin,  allergy  is  no  problem.  And,  in 
eontrast  to  “broad  speetrum”  action,  the  normal  intestinal  flora  is  virtually  unaltered  with  Erythrocin 
therapy.  And  only  reeently,  a well-known  investigator  said,  “Erythromycin  is  by  far  the  least  toxie  of 
the  commonly  used  antibiotics. 


Offers  bactericidal  action  — Unlike  broad-spectrum  antibiotics,  Erythrocin  is  classed  as  a bac- 
terieidal  agent.  It  offers  lethal  aetion  against  common  coccic  invaders — resulting  in  prompt  clinical 
responses. 


Provides  convenient  dosage  forms — Usual  adult  dose  is  250  mg.  four  times  daily.  Children’s  dosage 
is  reduced  in  proportion  to  body  weight.  Erythrocin  comes  in  Filmtabs®(  100  and  250  mg.),  py  n n 
bottles  of  25  and  100.  Also,  in  oral  suspension  and  for  intramuscular  and  intravenous  use.  vXuaJXMX 


ERYTHROCIN 


f^EARATE 


(Erythromycin  Stearate,  Abbott) 


an  uncommon  antibiotic 
for  common  infections 


The  Higher  Blood  Levels 
of  Potassium  Penieillin  V 


COMPOCILLIN'VK  Indications — Against  all  organisms  sensitive  to  oral  penicillin  therapy.  For 
prophylaxis  and  treatment  of  complications  in  viral  conditions.  As  a prophylaxis  in  rheumatic  fever 
and  in  rheumatic  heart  disease. 


COMPOCILLIN-VK  Dosage — Depending  on  the  severity  of  the  infection,  the  usual  adult  dose  is  125 
mg.  to  250  mg.  (200,000  to  400,000  units)  every  four  to  six  hours.  For  children,  dosage  may  be  reduced 
in  proportion  to  body  weight. 


COMPOCILLIN-VK  Supplied  — In  Filmtabs,  125  mg.  (200,000  units),  bottles  of  50  and  100;  250  mg. 
(400,000  units),  bottles  of  25  and  100.  For  oral  solution,  Compocillin-VK  comes  in  40-cc.  and  80-cc. 
bottles.  When  reconstituted  with  water,  each  appealing  (it’s  a clear  red  solution) 

5-cc.  teaspoonful  represents  125  mg.  (200,000  units)  of  potassium  penicillin  V. 


against  serious  and  resistant  coccal  infections 


An  Important 
Lifesaving  Antibiotic 


J 


The  dramatic  story  of  Spontin  can  never  really  begin  to  be  told. 

In  little  more  than  a year,  this  potent  antibiotic  has  compiled  an  incredible  record  for  saving  lives 
— and  often,  after  all  other  therapy  had  failed.  Majority  of  successes  involved  patients  critically  ill  with 
staphylococcal  infections — conditions  that  had  resisted  all  other  known  antibiotic  therapy. 

Meanwhile,  careful  attention  to  dosage  recommendations  has  practically  eliminated  toxicity  and 
side  effects  as  serious  obstacles  to  therapy.  Also,  recent  improvements  have  been  made  in  the  manu- 
facture of  Spontin;  the  drug  is  now  made  from  pure  crystals. 

So  far,  Spontin  has  proved  to  be  a good  answer,  perhaps  the  best  answer  to  the 
resistant  staphylococcal  problem — and  of  real  value  in  other  serious  coccal  infections. 


■ — 

1.  sixth  Annual  Symposium  on  Antibiotics,  Washington,  O.  C.,  Oct.  IS,  IS,  17, 1958. 


Crystallized 


Prepared  from  pure  crystals 


Provides  Outstanding  Clinical  Effectiveness  Against  Coccal 
Infections,  Including  Resistant  Staphylococci  and  EnterococeP 


Provides  Bactericidal  Action  Against  Coccal  Infections* 


running  noses  ^ 


and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 

• reaches  all  respiratory  membranes  systemically 

• avoids  "nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed  - release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 


then  — the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


£<zr/i  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  . . . 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  raid* 
afternoon  and  in  the  evening,  if  needed. 


rriaminic* 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triami.mc  Juvelets.  Each  Juvelet  is  equivalent  to  of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  of  a Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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1 Ladeez  and  gentlemen: 

learn  all  about  new  viterra  pedjatric. 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


a good  supplement 
in  a great  new  package. 


■ ‘ 5 On  your  right, 

see  the  Metered-Flow 
bottle’s  tight  seal. 

No  risk  of 
contamination. 


First,  \ 

see  what  happens  when  ' 
you  push  the  metered  plunger. ' 


each  0.6  cc.  contains; 


Infants  Children 


h*  A (synthetic) 

5000  U.S.P.  Units 

333% 

167% 

j 0 (Calciferol) 

1000  U S.P.  Units 

250% 

250% 

' 8,  (Thiamine) 

I mg. 

400% 

133% 

y ' (Riboflavin) 

1 mg. 

167% 

110% 

. Bo  (Pyridoxine) 

1 mg 

it 

ti 

, 0 1 2{Cyanocobalamin)  1 meg. 

if 

ti 

C (Ascorbic  Acid) 

50  mg. 

500% 

250% 

1 Niacinamide 

10  mg. 

200% 

133% 

' • Panthenoi 

2 mg. 

i In  a d-sorbitol  base  for  better  vjtaminBjj  absorption 

h ffMinimum  dally 

' requirement  has 

not  been 

estab- 

6 Let’s  take  a minute 
to  admire  the  formula. 


ilshed. 

DOSAGE;  0.6  cc.  or  as  directed  by  physician. 

In  50  cc.  bottles 

no  refrigeration  needed 


7 That  means 
no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  PEDIATRIC.  HoW  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA  PEDIATRIC 

ALLOW  30  SECONDS  BETWEEN  DISPENSINGS 


METERED-FLOW 

BOTTLE 


Special  note  to  doctors  who  took  this  tour; 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  disappear  with  viterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


NewYorkI?.  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  world's  well-being 
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for  the  aged  patient 


w/Reserpine 


NICOZOL  w/Reserpine 


/ 


helps  reverse  cerebral 
deterioration  . . . while  it 
stimulates  body  function  . 
and  calms  the  emotions. 


for  a 3-way  synergistic  action 

Each  tablet  NICOZOL  w/Reserpine  contains: 

Pentylenetetrazol  ... . 100  mg.  ( cerebral  stimulant  & analeptic ) 

Niacin  50  mg.  (vasodilator) 

Reserpine  0.25  mg.  ( tranquilizer-sedative ) 

Clinically  Established 


\ ^ j / % 

AT  HOME 
. . . NOT 
IN  A HOME 


In  studies  of  75  patients  (average  age  — 72),  with  typical 
mental  and  emotional  symptoms  together  with  alternate 
periods  of  depression  and  agitation,  87%  showed  gratifying 
response  to  NICOZOL  w/  RESERPINE, 

“This  therapv-  afforded  relief  of  agitation  . . . improved 
memory,  behavior,  sociability,  appearance  and  tidi- 
ness. Symptoms  of  confusion,  aggressiveness,  hostility 
and  disorientation  also  were  relieved.”  Fewer  side 
effects  were  noted. 


“.  . . patients  who  other- 
wise would  have  re- 
q u i r e d institutionalized 
care  were  managed  at 
home  . . . 

Prescribed  early,  NICO- 
ZOL w RESERPINE 
may  avoid  later  commit- 
ment to  nursing  homes  or 

state  hospitals. ”b  2 


Write  for  professional 
samples  and  literature 


DRUG  SPECIALTIES,  INC. 

WINSTON-SAIEM  N.  C. 


1.  Proctor,  R.  C. : Clin.  Med.  6:  717 
(June)  1957 

2.  Proctor,  H.  .,  Bailey,  W.  H.  and 
Morehouse,  W.  G. : J.  Am.  Geri- 
atrics Soc.  (April)  1958. 
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Usual  dosage:  2 tablets  or 
teaspoonfiils  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET 
contains:  ACHROMYCIN®  Tetra- 
cycline (125  mg.);  phenacetin 
(120  mg.);  caffeine  (30  mg.);  sali- 
cylamlde  (150  mg.);  chlorothen 
citrate  (25  mg.).  Also  as  SYRUP 
(lemon-lime  flavored),  caffeine- 
free. 


1.  Based  on  estimate  by  Van  Volken- 
burgh,  V.  A.,  and  Frost,  W.  H.: 

Am.  J.  Hygiene  71:122  (Jan.)  1933. 


LEDERLE  LABORATORIES, 
a Division  of 

AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  Ne\w  York 


Tonsillitis,  otitis,  adenitis, 
sinusitis,  bronchitis  or  pneu- 
monitis develops  as  a serious 
bacterial  complication  in 
about  one  in  eight  cases  of 


acute  upper  respiratory 


infection.^  To  protect  and 
relieve  the  “cold”  patient... 
ACHROCIDIN. 


Ho  prevent  the 
sequelae  of  u.r.i. 
.and  relieve  the 
symptom  complex 


Tetracycline-Antihistamine-Analgesic  Compound  lederle 


In  the  Treatment  of  Rheumatic  Disorders 
Greater  stability  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin*:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request. 

*Gelgy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 


new  SlerazoHdlri  c.„ 

prednisone-phenylbutazone,  Geigy 
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03759 


diagnosis:  hypertension,  moderate  to  severe 

prescribed:  * 


(Rauwolfia  Serpentina  and  Proloveratrines  A & B Combined) 


Rauwolfia  Serpentina's  gradual  tranquilizing  and  pro- 
longed hypotensive  effect  combines  with  faster-acting, 
more  potent  Protoveratrine  for  effective  therapy  with  a 
minimum  of  risk.  Each  of  the  agents  appears  to  poten- 
tiate the  other's  hypotensive  activity  and  produce  ben- 
eficial vasodilitation,  without  ganglionic  or  adrenergic 
. blockade  . . . without  direct  smooth  muscle  depression 

. and  without  deranging  those  mechanisms  which  control 

blood  distribution  and  which  normally  prevent  postural 
_ hypotension. 

: Relief  of  symptoms  is  produced  rapidly,  blood  pressure 

is  lowered  and  tranquility  ensues  . . . with  a minimum 
of  side  effects. 


supplied:  in  bottles  of  100  and  1000  tablets,  each  containing  50  mg.  Rauwolfia 
Serpentina  and  0.2  mg.  Protoveratrines  A and  B (the  chemically 
standardized  alkaloid  of  Veratrum  Alba),  or  on  prescription  at 
leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY,  INC. 


Pharmaceuticals 


allentown,  pa. 

•Trade  Mark 
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WHEN 

CONTACT  LENSES 

ARE  INDICATED 

VENT-AIR  POSSESS  these 
PHYSIOLOGIC 
ADVANTAGES 


Four  peripheral  vents 


Corneal  apical  clearance 

Ultra-Smoothness  of  Inner 
and  Outer  Surfaces 


Permit  topical  circulation  of  lachrymoTSrtd  gland- 
ular secretions  without  excessive  motility 

Favors  normal  corneal  metabolism  and  oxygenation 

Avoid  limbal  epithelial  and  tarsal  conjunctival 
exacerbation 


Highly  absorptive  methyl- 
methacrylate composition 

Precision-ground 


Custom-fitted 


Hyper-thinness  of  edge 
or  center 


Widest  range  of  inner 
radii 


Cosmetic, 


pin-hole  and 
tinted  effects 


Simulates  "wetting"  and  moisture-retention  pro- 
perties of  cornea  (of  military  specification) 

Prescriptive  quolities  exact  to  it  0.1  2 D.  with 
precise  allowance  for  vertex  refraction  and  la- 
chrymal factor  (exact  to  .02  mm  radius  in  inner 
curvature) 

In  uni-,  bi-,  or  tri-curve  radii  conforming  to  corneal 
peripheral  asphericities 

Maintains  uniform  thickness  in  high  myopia  or 
hyperopia  approximating  .20  mm  irrespective  of 
power 

From  5.0  to  10.00  mm  providing  for  extremes  of 
keratoconic  and  megaloglobic  dimensions 

For  leucomatous,  polyopic,  iridodialytic  and  albin- 
ic  conditions  or  other  corneal  or  media  anomalies. 


CONTACT  LENS  lABORAIORlES-  NEW  YORK,  N Y. 


Results  with  . antacid  therapy  with  DAA  are  essentially  the  same  as  . with 

potent  anticholinergic  drugs.” 


Dihydroxy  aluminum  aminoacetate,  N.N.R. 

In  recent  years,  a number  of  new  synthetic  anticholiner- 
gic drugs  with  numerous  and  varying  side  effects  have 
been  investigated  for  treatment  of  peptic  ulcer.  However, 
a double-blind  study  conducted  recently  by  Gayer  et  al 
suggests  that  the  use  of  such  anticholinergic  drugs  is 
seldom  necessary.  The  authors  concluded  that  "The 
percentage  of  'good  to  excellent’  results  obtained  in 


patients  on  continuous  long-term  antacid  therapy  with 
DAA  (74%)  is  essentially  the  same  as  that  previously 
noted  in  ulcer  patients  treated  under  similar  conditions 
with  potent  anticholinergic  drugs  alone.’’ 

The  authors’  choice  of  dihydroxy  aluminum  amino- 
acetate (DAA)  was  based  on  the  fact  that  "the  tablet 
form  of  DAA  (is)  more  active  than  a variety  of  straight 
aluminum  hydroxide  magmas.’’  They  further  commented 
that  "Because  of  the  convenience  of  tablet  medication 
as  compared  with  the  liquid  gel — a convenience  which 
in  the  use  of  other  tablets  is  gained  at  the  expense  of 
therapeutic  effectiveness — dihydroxy  aluminum  amino- 
acetate was  used  exclusively.’’ 

Alglyn  (dihydroxy  aluminum  aminoacetate)  Tablets 
are  supplied  in  bottles  of  100  tablets  (0.5  Gm.  per  tablet). 


BRAYTEN  PHARMACEUTICAL  COMPANY  • Chattanooga  9,  Tennessee 


IN  OFFICE  SURGERYt 


XYLOCAINE®  HCI  SOLUTION 

(brand  of  lldocatne*) 

as  a local  or  topical  anesthetic 

Xylocaine  is  routinely  fast,  profound  and  well  tol 
erated.  Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


ELECTIVE  AND  TRAUMATIC 

use 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


*U  S.  PAT.  NO.  2.441.498  MADE  IN  U S A. 
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Ming  beifer  is  paii  of  getting  better 


Hasamal 


to  relieve  the  discomforts  of 
Each  HASAMAL  tablet  contains:  Upper  respirstory  infections 


Phenobarbital 16.2  mg.  (K  gr.) 

Acetyisaiicylic  Acid 162.5  mg.  (2‘/2  gr.)  •relieve  pain  and  tensions 

Acetophenetidin 162.5  mg.  (2'/2  gr.) 

Hyoscyamus  Alkaloids 0.0337  mg.  • reduce  fever 


(Equiv.  to  Va  gr.  Ext.  Hyoscyamus) 

Dose:  One  or  2 tablets,  repeated  as  necessary.  • stop  excessive  nasal  secretions 


The  HASKELL  family  of  graduated  analgesics . . . select  the 
analgesic  according  to  the  degree  of  pain; 


• without  unwanted  diaphoresis* 


HASAMAL— Formula  above 

HASACODE— Hasamal  formula  with  VJ  gr.  Codeine 
Phosphate 

HASACODE  "STRONGVHasamal  formula  with  ‘/z  gr. 
Codeine  Phosphate 


(especially  important  for  ambulant  patients) 

‘original  Haskell  formulation 


CHARLES  C. 


& COMPANY,  Richmond,  Virginia 
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new  3 -way 
build-up  for 
the  under  par 
child . . , 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B,,  Be,  B12. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  l-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


WITH  IRON 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl.  oz. 
Each  teaspoonful  (5  cc.)  contains; 


l-Lysine  HCI 300  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  Gm. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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AN  AMES  CLINIQUICK 


CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


Is  there  a relationship  between 
premature  impotence  and  diabetes? 

Yes.  The  incidence  of  premature  impotence  was  studied  in  198  diabetic 
men,'  and  found  to  be  two  to  five  times  higher  than  that  reported  for 
the  general  population.^  In  many  of  the  cases  observed,  impotence 
developed  early  in  the  history  of  the  disease,  suggesting  that  the  possibility 
of  diabetes  mellitus  be  considered  whenever  a man  complains  of  pre- 
mature impotence. 

(1)  Rubin,  A.,  and  Babbott,  D.:  J.A.M.A.  /6S;498,  (Oct.  4)  1958.  (2)  Kinsey,  A.  C.; 
Pomeroy,  W.  B.,  and  Martin,  C.  E.:  Sexual  Behavior  in  the  Human  Male,  Philadelphia, 
W.  B.  Saunders  Company,  1948. 

s'*.;.,  „ 

FOR  EVEN  BETTER  CONTROL  OF  THE 
MODERATE  AND  THE  SEVERE  DIABETIC 


uniformly  reliable  readings  with 

COLOR-CALIBRATED 


T0.L 

it::- 


4 t: 


CLINITEST 

Reagent  Tablets 

the  STANDARDIZED  urine-sugar  test 
that  provides  reliable  quantitative  esti- 
mations throughout  the  critical  range. 

results  that  are  easier  to  interpret 
The  new  Clinitest  Urine-Sugar  Anal- 
ysis Set  contains  the  standard  color 
scale  that  provides  a complete  range  of 
readings  without  omissions  . . . includes 
the  critical  %%  (+-J-)  and  1% 

( -f  . and  an  improved  analysis 

record  form. 

Daily  urine-sugar  readings  may  be  con- 
nected to  form  a clinically  useful  graph 
...  a day-to-day  “urine-sugar  profile” 
that  reveals  at  a glance  individual 
trends  and  degree  of  control. 


AMES 


relief  from  the  suffering  and 
mental  anguish  of 


cancer 


THORAZINE* 


(chlorpromazine,  S.K.F. 


one  of  the  fundamental  drills  in  medicine 

O 


Smith  Kline  & French  Laboratories 


*t.IV  Reg  U S Pat.  Off. 


MRGINIA 


^MEDICAL  MONTHLY 


^nnual  Meeting 

he  Medical  Society  of  Virginia 
Roanoke,  October  4-7,  1 959 


APRIL,  1959 


introducing 


"PfTTi 
J viL/ 


Succinate 


so  versatile  you  can  give  it  intramuscularly 


intravenously 

subcutaneously 


CHLOROMYCETIN  SUCCINATE  is  a soluble 
ester  of  CHLOROMYCETIN  that  can  be  admin- 
istered intramuscidarly,  intravenously,  or  sub- 
cutaneoush’.  Highly  soluble  in  water  or  other 
aqueous  parenteral  fluids,  CHLOROMYCETIN 
SUCCINATE  solution  is  easily  prepared  for 
use  by  recommended  parenteral  routes  in  a 
wide  range  of  concentrations.  Tissue  reaction 
at  the  site  of  injection  is  minimal, i permitting 
continuous  daily  dosage,  even  in  pediatric 
patients. 3 

RAPID,  EFFECTIVE  BLOOD  LEVELS 

CHLOROMYCETIN  SUCCINATE  is  rapidly 
h\'drolyzed  by  body  esterases  and  produces 
effective  blood  and  tissue  concentrations  of 
CHLOROMYCETIN  within  a short  time.i 
Although  the  intravenous  route  provides  high 
immediate  serum  concentrations,  after  four 
hours  the  blood  levels  of  CHLOROMYCETIN 
for  all  three  routes  are  about  equal,  and  effec- 
tive concentrations  are  maintained  for  eight 
hours. ^ 

WIDE-SPECTRUM  ANTIMICROBIAL  EFFECTIVENESS 

CHLOROMYCETIN  SUCCINATE,  providing 
broad-spectrum  antimicrobial  effectiveness, 
may  be  used  whenever  CHLOROMYCETIN  is 
indicated.  It  has  produced  effective  response 

TYPICAL  CLINICAL  EXPERIENCE 
WITH  CHLOROMYCETIN  SUCCINATE 


hesults 

Number  of  Excellent 

Type  of  infection  Patients  to  Good  Fair  Poor 


Respiratory^''* 

•32 

32 

Shigella  dysentery" 

14 

14 

Enteritis" 

10 

6 

2 

2 

Bacteremia'’’^ 

5 

5 

Meningitis"’’ 

Rocky  Mountain 
spotted  fever"”'’ 

Ear  abscess  with 

4 

2 

3 

2 

1 

cellulitis' 

1 

1 

Lung  abscess’ 

1 

1 

Ty]rboid  fever’ 

1 

1 

TOTALS 

70 

64 

2 

4 

*Incliidc.s  1.5  patients  who  were  administered 
CHLOROMYCETIN  SUCCINATE  by  nebulization 
under  intermittent  positive  pressure  breathing. 
**Patient  was  hydrocephalic  at  birtli;  cerebrospinal 
fluid  was  .sterile  at  time  of  death. 


in  respiratory,  gastrointestinal,  and  rickettsial 
infections.^’®  because  of  the  rapid,  effective 
blood  levels  of  CHLOROMYCETIN  provided, 
it  is  especially  useful  in  Hemophilus  influen- 
zae meningitis,  in  certain  septicemias, typhoid 
fever,  and  other  SalmonkUa  infections.®-® 
WELL  TOLERATED 

CHLOROMYCETIN  SUCCINATE  is  well  toler- 
ated, even  by  small  children.  Signs  of  irritation 
at  injection  sites  have  been  few.^’®  Its  relative 
freedom  from  irritation  makes  it  possible  to 
use  CHLOROMYCETIN  SUCCINATE  for  pro- 
longed periods  in  patients  who  are  not  able 
to  take  oral  medication. 

DOSAGE  AND  ADMINISTRATION -AiZu/ts.  I Gm. 
every  six  to  eight  hours.  Children:  100  mg.  per 
Kg.  of  body  weight  per  day  in  divided  doses 
at  six-  to  eight-hour  intervals.  The  total  dose 
in  children  should  not  e.xceed  the  adult  dose 
of  1 Gm.  given  at  any  single  injection,  with 
exception  of  treatment  of  Hemophilus  influ- 
enzae meningitis  in  which  higher  doses  are 
employed. 

In  all  cases,  severity  of  infection  and  clinical 
response  to  therapy  should  be  the  guiding  fae- 
tors  determining  the  proper  dosage  schedule. 
Premature  and  full-term  newborn  infants 
require  special  dosage  supervision.  For  details 
see  literature. 

SUPPLY—  CHLOROMYCETIN  SUCCINATE 
(chloramphenicol  sodium  succinate,  Parke- 
Da\'is ) is  supplied  in  .Steri-Vials,^  each  contain- 
ing the  equivalent  of  I Gm.  chloramphenicol; 
packages  of  10. 

CHLOROMYCETIN  is  a potent  therapeutic  agent 
and,  because  certain  blood  dyscrasias  have  been 
associated  with  its  administration,  it  should  not 
be  used  indiscriminately,  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  ade- 
quate blood  studies  should  he  made  when  the 
patient  requires  prolonged  or  intennittent  therapy. 

REFERENCES -d)  Glazko,  A.  J.,  ct  al.,  in  Welch.  II.,  & .Marti- 
Ibanez,  E;  Antibiotics  Annual  1957-1958,  New  York,  Medi- 
cal Encyclopedia,  Inc.,  1958,  p.  792.  (2)  Unpublished  data; 
Research  Laboratories,  Parke,  Davis  & Company,  1958.  (3) 
Ros.s.  S.;  Puig,  J.  U.,  & Zaremba,  E.  A.,  in  Welch,  H,,  & Marti- 
Ibanez,  K;  Antibiotics  Annual  1957-1958,  New  York,  Medical 
Encyclopedia,  Inc.,  1958,  p.  803.  (4)  Payne,  H.  M.,  &c  Hackney, 
R.  L.,  Jr.:  ihkl.,  p.  821.  (5)  McCrumb,  F!  R.,  Jr.;  Snyder,  M.  J., 
& Ilieken,  W.  J.:  ihid.,  p.  837. 
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NOW  many  more 
hypertensive  patients 
may  have  THE  FULL 

BENEFITS  OF 
CORTICOSTEROID 

THERAPY 


Except  for  one  case  of  mild  blood-pressure  elevation  (150/90)  no  hypertension 
was  seen  in  any  of  1500  patientst  as  a result  of  treatment  with  DECADRON— the 
new  and,  on  a milligram  basis,  most  potent  of  all  corticosteroids.  Hypertension 
induced  by  other  steroids  diminished  or  disappeared. 


DEXAMETHASONE 


treats  more  patients 
more  effectively 


Thus  with  DECADRON,  hypertension  no 
longer  appears  to  be  a contraindication  to 
successful  corticosteroid  therapy.  And 
the  dramatic  therapeutic  impact  of 
DECADRON  was  virtually  unmarred  by 
diabetogenic  or  psychic  reactions  . . . 
Cushingoid  effects  were  fewer  and  milder 
. . . and  there  were  no  new  or  "peculiar" 
side  effects.  Moreover,  DECADRON  helped 
restore  a "natural"  sense  of  well-being. 

fAnalysis  of  clinical  reports. 

♦ DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1959  Merck 
& Co.,  Inc. 


Volume  86,  April,  1959 


^ MERCK  SHARP  & DOHME 

VW  DIVISION  OF  MERCK  & CO.,  INC.,  PHILADELPHIA  1,  PA, 
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in  Rheumatoid  Arthritis 
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*Llsing  combined  drug  therapy  with 

or  Aralen®  as  maintenance  therapy. 
With  Plaquenil  or  Aralen  alone  62%  grade  I and  II 
improvement.  (Scherbel,  A.L.;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 


O . 

New  York  18,  N.  Y. 


Icn  brand  of  chloroquine)  ond  Plaquenil 

and  of  hydroxychloroquine),  trademarks  reg.  U.S.  Pot.  Off. 


new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B,,  Be,  B,2. 


strengtnen 


bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


of 


WITH  IRON 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  ft,  oz. 
Each  teaspoonful  (5  cc.)  contains: 


i-Lysine  HCi 300  mg. 

Vitamin  B12  Crystalline 2B  mcgm. 

Thiamine  HCI  (B,) 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Ferric  Pyrophosphate  ( Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate)  30  mg. 

Sorbitol 3.6  Gm. 
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apoleon  exhibited  ulcer  symptoms  through  most  of 
s adult  life,  yet  he  scorned  medication  for  his  ever- 
sting  “spasms  of  nervous  origin.”  He  ignored  his. 
firmities  with  violent  naivete  despite  an  intense  in- 
rest in  medical  science.  Thus,  the  classic  hand-in- 
)at  pose  may  have  been  the  result  of  his  paroxysms 
’ gastric  pain  that  sliced  “like  the  stab  of  a penknife.” 

/■hen  your  patient  is  besieged  with  an  ulcer, 
.obins  provides  you  with  an  armamentarium 
jfficient  to  repel  it. 

f'ontal  assault— U your  tactics  dictate  Local 
.ction,  try  ROBALATE,®  which  is  dihydroxy 
luminum  aminoacetate  (0.5  Gm.  per  tablet  or 
cc. ) , an  antacid  of  definitely  superior  efficacy. 

ncirclement  — If  you  prefer  to  approach  the 
leer  Systemically,  prescribe 
)ONNATAL,®  the  anticho- 


linergic-antispasmodic-sedative with  the  time- 
tested  natural  belladonna  alkaloids  and  pheno- 
barbital,  a veteran  campaigner  without  peer. 
FORMULA:  hyoscyamine  sulfate,  0.1037  mg.; 
atropine  sulfate,  0.0194  mg.;  hyoscine  hydro- 
bromide, 0.0065  mg.;  and  phenobarbital  (i/^ 
gr.),  16.2  mg. 

multi-pronged  attack  - If  you  relish  the 
strategy  of  combining  antacid  and  antispasmod- 
ic-anticholinergic  effects,  use  DONNALATE  ® 
It  combines  one-half  of  a BONN  AT  AL  tablet 
with  one  ROBALATE,  ideal  allies  for  compre- 
hensive ulcer  therapy. 

Victory  will  he  yours. 

A.  H.  ROBINS  CO.,  INC.  • RICHMOND,  VA. 
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)ins 


CERTAINTY 


COCCI 


^ stearate 

(Erythromycin  Stearate,  Abbott) 


an  uncommon  antibiotic  for  common  infections 


903069 


after  millions  of  prescriptions 
...an  unparalleled  safety  record 


provides  fast,  high  blood  and  tissue 
concentrations 

Because  Erythrocin  Stearate  is  rapidly  ab- 
sorbed, patients  get  therapeutic  blood  and  tissue 
levels  within  30  minutes.  High,  peak  levels  occur 
between  one  and  two  hours — and  effective  con- 
centrations are  maintained  for  at  least  six  hours. 
Always  at  hand,  then,  against  more  critical  in- 
fections is  Erythrocin-I.M.— the  only  intra- 
muscular form  of  erythromycin  available. 

backed  by  years  of  clinical  effectiveness 
Actually,  every  prescription  you  write  for 
Erythrocin  is  backed  by  more  than  six  years 
of  clinical  effectiveness  against  coccal  infections. 
And,  with  the  problem  of  antibiotic  resistance 
becoming  more  important  daily,  the  value  of 
Erythrocin  as  a day-to-day  anticoccal  agent  is 
dramatically  underlined. 

supported  by  an  unparalleled  safety  record 

During  all  the  years  Erythrocin  has  been  pre- 
scribed, serious  reactions  have  been  practically 
nonexistent.  Unlike  penicillin,  allergy  is  no 
problem.  And,  in  contrast  to  “broad-spectrum” 
action,  the  normal  flora  of  the  intestinal  tract  is 
virtually  unaltered  with  Erythrocin  therapy. 

offers  bactericidal  activity 

Unlike  broad-spectrum  antibiotics,  Erythrocin 
is  classed  as  a bactericidal  antibiotic.  It  offers 
lethal  action  against  common  coccic  invaders — 
resulting  in  prompt  clinical  response, 
provides  convenient  dosage  forms 
Usual  adult  dose  is  250  mg.  four  times  daily. 


Children’s  dosage  is  reduced  in  proportion  to 
body  weight.  Erythrocin  comes  in  Filmtabs® 
(100  and  250  mg.),  bottles  of  25  and  100.  Also  in 
oral  suspension  and  for  intramuscular  use.  Won’t 
you  prescribe  Erythrocin  doctor?  Qj&feott 

if  you're  concerned  with  blood  levels . . . 

Dotted  line  shows  actual  inhibitory  concentrations 
against  most  organisms.  Note  the  high  ranges  and 
medians  of  ERYTHROCIN  Stearate  at  one,  two,  four 
and  six  hours.  Data  represents  three  studies  with 
adults.  Each  was  given  one  250-mg.  Filmtab. 


hours  01246 

And  where  you  need  a consistent  uniform  response 
that  only  an  injectable  form  can  provide,  remember— 
ERYTHROCIN-I.M. (Erythromycin  Ethyl  Succinate, 
Abbott)  and  ERYTHROCIN  Lactobionate. 

®Filmlab — Film-sealed  tablets,  Abbott;  pat.  applied  for. 


NOW- YOU  CAN  GET  THE 
UNSURPASSED  ADVANTAGES 
OE  ARISTOCORT 
IN  SALICYLATE 
COMBINATION 


Aristogesic  combines  the  ajiti-biflammatory  effects  of  Aristocort* Triamcinolone 
with  the  analgesic  action  of  a most  potent  salicylate.  This  means  that  the  dosage 
of  each  is  substantially  lower  than  that  ordinarily  required  for  each  agent  alone,  j 
Whth  Aristogesic  the  physician  has  exceptionally  wide  latitude  in  adjusting  the 
dosage  to  the  lowest  effective  level. 

The  possibility  of  gastric  distress  from  either  salicylamide  or  corticosteroid  is 
minimized  because  of  lower  dosage  required.  This  is  further  reduced  by  the 
buffer  action  of  aluminum  hydroxide.  And  the  ascorbic  acid  helps  meet  the  ^ 
increased  need  for  this  vitamin  in  stress  conditions.  Because  of  the  low  dosage, 
side  effects  \\’ith  Aristogesic  ha\  e been  relatively  infrequent  and  minor  in  nature. 
Howex’er,  mom  serious  side  effects  ha\’e  traditionally  been  observ'ed  on  all 
corticosteroid  therapy.  Patients  on  long-term  Aristogesic  therapy  should, 
therefore,  be  observed  carefully. 


Steroid— Analgesic  Compound  lederle 


for  relief  of  chronic —hui  less  severe  pain  of  rheumatic  origin 


Indications:  Mild  cases  of 
rheumatoid  arthritis,  tenosynovitis, 
synovitis,  bursitis,  mild  spondylitis, 
myositis,  fibrositis,  neuritis  and 
certain  muscular  strains. 

Dosage:  Average  initial  dosage: 

2 capsules  3 or  4 times  daily. 
Maintenance  dosage  to  be 
adjusted  according  to  response. 

Each  Aristogesic  Capsule  contains: 
ARiSTOCORT®  Triamcinolone 


Salicylamide  ....  325  mg. 
Aluminum  Hydroxide  . . 75  ing. 
Ascorbic  Acid 20  mg. 


Supply:  Bottles  of  100. 


Collagen  tissue  (x250) 


^TRADEMARK 


LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


THE  HOUSE-CALL  ANTIBIOTIC 


Wide  range  of  action  is  reassuring  when  culture  and  sensitivity  tests 
are  impractical. 

Effectiveness  demonstrated  in  more  than  6,000,000  patients  since 
original  product  introduction  (1956). 


COSA-SIGNEMYCIN 


glucosamine-potentiated  tetracycline 
with  triacetyloleandomycin 


capsules 


oral  suspension 


125  mg. 
250  mg. 


raspberry  flavored, 

2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  cc.) 


pediatric  drops 

raspberry  flavored, 

10  cc.  bottle  (with 
calibrated  dropper), 

5 mg.  per  drop  (100  mg. 
per  cc.) 
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Encyclopedia,  Inc.,  1957,  p.  67.  Icni,  W . M..  and  Kredel,  F.  E.:  A clinical  trial  of  Signemycin,  South  Carolina  M.  J.  5i:178  (May)  1957. 
34.  Lewis,  H.  M.;  Frumess,  G.  M..  and  Henschcl,  E.  J.:  Treatment  of  skin  infections  with  tetracycline  and  oleandomycin.  Rocky  Mountain  M.  J. 
54:806  (Aug.)  1957.  33.  Lope/,  A.  V.,  and  Cohen.  H.  J.:  The  clinical  trial  of  a combination  of  tetracycline  hydrochloride  and  oleandomycin  (oral 
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More  than  90  clinical  references  attest  to  the  superiority  and 
effectiveness  of  Cosa-Signemycin  (Signemycin).  Professional 
information  booklet  available  on  request. 


1956-57,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  63.  SS.  McCloud,  L.  C.;  Shidal,  W,,  and  Mulligan,  J.  L.;  Clinical  observations  on  infec- 
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mycin.  University  of  Padua,  Minerva  chirurgica  13:535  (May  15)  1958.  61.  Medina  Morales,  F.;  The  combination  of  tetracycline-oleandomycin 
(Signemycin)  in  the  postoperative  treatment  ol  three  cases  of  pulmonary  resection,  Medicina,  Mex.  800:347,  1958.  62.  Mehra,  B.  K.:  Combating 
the  resistant  staphylococci.  Current  Med.  Pract.  7:326-328  (May)  1957.  63.  Mendiola,  R.;  Naranjo,  R.,  and  Briseno,  F.:  New  contributions  to 
the  treatment  of  tuberculosis,  Medicina,  Mex.  37:269  (June  25)  1957.  64.  Mendoza  Diez,  J.:  Treatment  of  osteomyelitis,  with  Signemycin,  Thesis, 
Universidad  Nacional  Mayor  de  San  Marcos,  Facultad  de  Medicina,  Lima,  Peru,  1957.  63.  Moggian,  G.:  Preliminary  results  of  a new  antibiotic 
association  in  obstetrics  and  gynecology,  Minerva  med,  48:2648  (Aug.  25)  1958.  66.  Molinelii,  E.  A.;  Vera  Barros,  E.,  and  Ithurralde,  D.: 
Tetracycline-oleandomycin  in  human  brucellosis  therapy.  Antibiotics  Annual  1957-58,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  pp.  692-697. 
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52  cases  of  infections  caused  by  coagulase-positive  staphylococci  with  a combination  of  oleandomycin  and  tetracycline.  Antibiotics  Annual.  1957-58, 
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PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Tnc.,  Brooklyn  6,  N.  "K 


re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 


NOW  SAYING  ABCUT  ATARAX* 

(brand  of  hydroxyzine) 


IN  GERIATRICS 

"ability  to  decide  corrStly 
has  increased,  while  the 
illogical  response  to  anxiet3l 
has  diminished."' 


IN  PEDIATRICS 
"ATARAX  appeared  to  reduce 
anxiety  and  restlessness, 
improve  sleep  patterns  and 
make  the  child  more  amenable 
to  the  development  of  new 
patterns  of  behavior 


IN -GENERAL 
ATARAX  is“"effectiyeTa 
c^troiling  tendon  and 
anxiety . . Its  safety  makes 
it  an  excellent  drug  for 
out-patient  use  in  (^ce 
ptaetice.”* 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 
Syrup 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 
3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 
Syrup 

one  tablet  q.i.d. 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

yZiT;iR;ix 


Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials.. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 

In  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m6d.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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ViRGiXLA.  Medical  Moxthlv 


2V2  minutes  of  your  time  reading  about 
Trancopal  may  change  your  prescription 
habits  when  treating  musculoskeletal  and 
psychogenic  disorders. 


Potent  MUSCLE  RELAXANT 
. ..Equally  effective  as  a TRANQUILIZER 


% tran-qui-lax-ant  (tran'kwi-lak'sant)  [ < L.  tranquillus. 

quiet;  L.  laxare,  to  loosen,  as  the  muscles] 


Trancopal,  a major  development  of  Winthrop 
research,  is  a new  orally  administered 
nonhypnotic  central  relaxant  and  tranquilizer. 
It  relieves  muscle  spasm  in  a variety  of 
musculoskeletal  and  neurologic  conditions 
and  also  exerts  a marked  tranquilizing  effect 
in  anxiety  and  tension  states. 


Unrelated  chemically  to  any  other  drug  in 
current  use,  Trancopal  offers  a completely  new 
major  chemical  contribution  to  therapeutics. 


o 0 


C— Cl 


Chlormezanone:  2-(4-chlorophenyl)-3- 
methyl-4-metathiazanone-l-dioxide 


Thoroughly  evaluated  clinically. , . 

Clinical  studies  of  4092  patients  by  105  physicians^  have  demonstrated  that  Trancopal 
often  is  effective  when  other  drugs  have  failed.  From  these  studies  it  is  evident  that 
Trancopal  can  provide  more  help  for  a greater  number  of  tense,  spastic,  and/or 
emotionally  upset  patients  than  can  any  other  chemotherapeutic  agent  in  current  use. 


In  musculoskeletal  conditions' 


INDICATIONS 


Low  back  pain  (lumbago) 

Bursitis 

Osteoarthritis 

Fibrositis 

Myositis 

Postoperative  myalgias 


Neck  pain  (torticollis) 
Rheumatoid  arthritis 
Disk  syndrome 
Joint  disorders  (ankle  sprain, 
tennis  elbow,  etc.) 


By  relieving  muscle  spasm  and  pain,  Trancopal  permits  early  and  active  purposeful 
exercise  and  physical  therapy  to  accomplish  maximal  benefits  for  rapid  recovery. 


Dosage:  One  Caplet  (100  mg.)  orally  three  or  four  times  daily.  Relief  of  symptoms 
occurs  in  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


In  anxiety  and  tension  states' 


effective  in 


88^  of  patients 


INDICATIONS 

Anxiety  and  tension  states  Dysmenorrhea 

Premenstrual  tension  Asthma 

Emphysema  Angina  pectoris 

Because  of  its  exceptional  calmative  property,  Trancopal  . . allows  the  patient  to 
use  his  energies  in  a more  productive  manner  in  overcoming  his  basic  problem.”^ 


MUSCULOSKELETAL 

CONDITIONS 


PSYCHOGENIC 

CONDITIONS 


TOTAL  4092  Patients 

MAJOR  IMPROVEMENT 
84% 


Of  the  total  patients  treated,  Trancopal  produced  excellent  results  in  43  per  cent,  good 
results  in  41  per  cent,  fair  results  in  6 per  cent,  and  poor  results  in  10  per  cent. 


Better  tolerated  and  safer  than  older  drugs^ 

With  Trancopal  there  is  no  clouding  of  consciousness,  no  euphoria  or  depression.  Even 
in  high  dosage,  there  is  no  perceptible  soporific  effect.  Because  it  does  not  irritate 
gastric  mucosa,  it  can  be  taken  without  regard  to  mealtimes.  Administration  does  not 
hamper  work  — or  play.  There  are  no  known  contraindications.  Blood  pressure,  pulse 
rate,  respiration  and  digestive  processes  are  unaffected  by  therapeutic  dosage. 

Toxicity  is  extremely  low.  And  Trancopal  has  a lower  incidence  of  side  effects  than 
has  zoxazolamine,  methocarbamol  or  meprobamate. 


Cotuparison  with  3 widely^  used  central  relaxants 

When  compared  with  three  widely  used  central  relaxants  for  activity,  safety  and  clinical  effectiveness, 
Trancopal  offers  definite  desirable  advantages. 


TRANCOPAL  Meprobamate  Zoxazolamine  Methacarbamol 


for  activity 

In  the  usual  human  dose,  Trancopal  is  four  to  ten 
times  as  potent  per  milligram. 


Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe  or  up  to  J 
thirteen  times  less  toxic.  The  measure  of  safety  j 
was  the  LDoo  in  mice/usual  human  dose. 


TRANCOPAL  Meprobamate  Methocarbamol  Zoxazolamine 


for  clinical  effectiveness 

A clinical  comparison  in  low  back  pain,  torticollis, 
bursitis  and  anxiety  states  showed  that  Trancopal 
is  up  to  four  times  as  effective.  Each  of  the  40 
patients  received  all  four  drugs  in  random  rota- 
tion for  several  days.  Although  each  of  the  four 
gave  some  relief,  only  the  one  providing  the  most 
effective  relief  was  recorded. 


Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 

References:  1.  Cooperative  Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  * 2.  Cans,  S.E. : To 
be  published.  • 3.  Lichtman,  A.L.:  Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958. 


the  first  true  trauquilaxant 


Potent 

.Ml  SCLE  RELAXANT 
..  .Equally  effective  as  a 
TRAiNQl'ILlZER 


Trancopal  (brand  of  chlormezanone)  and  Caplets 
trademarks  reg.  U.S.  Pat.  Off. 


New  York  18,  New  York 

Printed  in  U.  S.  A.  3-59  (4027) 
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AN 
AMES 
CLINIQUICK^ 

CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


How  can  the  problem  of  ‘'postchole- 
cystectomy syndrome'  be  reduced? 

A “routine”  operative  cholangiogram  is  now  recommended  in  addition  to 
thorough  surgical  exploration,  reducing  the  number  of  cholecystectomized 
patients  later  presenting  the  same  symptoms  as  before  the  operation. 
Source:  Vazquez,  S.  G.:  J.  Internal.  Coll.  Surgeons  25:394,  1957. 


for  pre-  and  postoperative 
niauagemetit  of  biliary 

tract  disorders... 


DECHOLIN 


“therapeutic  bile” 


//yr/rocholeresis  with  Df.cholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile... 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 

iti  fiinctiotial  G.I.  distress...  DECHOLir 

with  BELLADONNA 

• reliable  spasmolysis 

• improved  liver  function 

available:  Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 

(250  mg.).  Bottles  of  100,  500  and  1,000;  drums  of  5,000. 

Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 

3%  gr.  (250  mg.)  and  extract  of  belladonna  Ve  gr.  (10  mg.). 

Bottles  of  too  and  500. 


AMES 

COMPANY,  INC 
Elkhorf  • Indiana 
Toronto  • Conodo 


ME  86,  April,  1959 
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IN  OFFICE  SURGERY-i 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first. . . 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 

y 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 ;100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1 :100,000. 

XYLOCAINE*  HCl  SOLUTION 

(brand  o(  tidocoine*) 


Virginia  Medical  Monthly 


FROM  BASIC  RESEARCH -BASIC  PROGRESS 


HYDROCHLOROTHIAZIDE 


a new  measure  of  activity 


in  edema 

whenever  there  is  need  for  diuresis 

in  hypertension 

effective  by  itself  in  some  patients — always  as  background 
medication  in  any  antihypertensive  regimen. 


\ 

i 

' summary  of  clinical  information  — HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

IN  EDEMA; 

! ■ greater  oral  effectiveness  than  with  any  other  class  of  diuretic  agent 

■ diuretic  effectiveness  maintained  even  on  prolonged  daily  administration 

■ 25  mg.  hydroDIURIL  orally  is  equivalent  to  1.6  cc.  meralluride  I.M. 

■ has  been  reported  to  be  effective  even  in  patients  who  did  not  respond 

I satisfactorily  to  other  diuretics 

• low  toxicity— extremely  well  tolerated 
I ■ often  achieves  the  benefits  of  a low  salt  diet  without  the 

unpleasant  restrictions 


HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

■ highly-active  derivative  of  chlorothiazide 

■ similar  qualitatively  to  chlorothiazide  but  10  to  12  times  more  potent 

■ loss  of  potassium  is  clinically  insignificant  in  the  great  majority 
of  patients  on  normal  diets 


HVIM 


HYDROCHLOROTHIAZIDE 


IN  HYPERTENSION: 

■ provides  background  therapy  in  any  antihypertensive  regimen  (by  itself, 
hydroDIURIL  adequately  controls  hypertension  in  some  patients) 

■ has  been  reported  by  some  investigators  to  have  a greater  antihypertensive 
effect  in  some  patients  than  does  chlorothiazide  at  equivalent  dose  levels 

■ does  not  lower  blood  pressure  in  normotensives 

■ markedly  potentiates  other  antihypertensive  agents 

■ reduces  dosage  requirements  for  other  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 

■ smooths  out  blood  pressure  fluctuations 


IS  INDICATED  IN: 


1 Hypertension 

2 Congestive  heart  failure  of  all  degrees  of  severity 

3 Premenstrual  tension  (edema) 

4 Edema  of  pregnancy 

5 Renal  edema— nephrosis;  nephritis 

6 Cirrhosis  with  ascites 

7 Drug-induced  edema 

8 as  adjunctive  therapy  in  the  management  of  obesity 
complicated  by  edema 


RECOMMENDED  DOSAGE  RANGE 

In  EDEMA;  one  to  two  50  mg.  tablets  HYDRODIURIL  once  or  twice  a day 

In  HYPERTENSION:  one  or  two  25  mg.  tablets  or  one  50  mg.  tablet  hydroDIURIL  once  or  twice  a day.  (When  hydroDIURIL  is  used  with 
a ganglion  blocking  agent,  it  is  mandatory  to  reduce  the  dose  of  the  latter  by  at  least  50  per  cent,  immediately  upon  adding  hydroDIURIL  to 
the  regimen.) 


SUPPLIED  as  25  mg.  and  50  mg.  scored  tablets,  in  battles  of  100  and  1000. 

PRECAUTIONS; 

It  is  important  that  dosage  be  adjusted  as  frequently  as  the  needs  of  the  indi- 
vidual patient  demand. 

hydroDIURIL  has  shown  no  adverse  effects  on  renal  function  and  is  essentially 
not  nephrotoxic;  for  this  reason  it  may  be  used  with  excellent  results  even  in 
patients  for  whom  organomercurials  are  contraindicated  because  of  renal  damage. 
The  excretion  of  potassium  is  much  lower  than  that  of  sodium  and  chloride  and, 
as  is  the  case  with  DIURIL®,  the  loss  of  potassium  is  clinically  insignificant  in 
the  great  majority  of  patients  on  normal  diets.  If  indicated,  this  potassium  loss 
may  be  easily  replaced  by  including  potassium-rich  foods  in  the  diet  (orange 
juice,  bananas,  etc.). 

Additional  information  on  HydroDIURIL  is  available  on  request. 


BIBLIOGRAPHY: 

1.  Esch,  A.F..  Wilson,  I.M.,  Freis,  E.D.;  3,4-Dihydrochlorothiazide:  Clinical 
Evaluation  of  a New  Saluretic  Agent.  Preliminary  Report;  M.  Ann.  District  of 
Columbia  28:9,  (Jan.)  1959. 

2.  Ford,  R.V. : The  Clinical  Pharmacology  of  Hydrochlorothiazide;  Southern  Med. 
J.  52:40,  (Jan.)  1959. 

3.  Fuchs.  M.,  Bodi,  T..  Irie,  S..  and  Moyer.  J.H.:  Preliminary  Evaluation  of  Hydro- 
chlorothiazide ('HYDRODIURIL');  M.  Rec.  & Ann.  51:872,  (Dec.)  1958. 

4.  Moyer,  J.H..  Fuchs,  M.,  Irie,  S.,  and  Bodi,  T.:  Some  Observations  on  the 
Pharmacology  of  Hydrochlorothiazide;  Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 

•hydroDIURIL  and  DIURIL  are  trademarks  of  Merck  & Co.,  Inc. 

Trademarks  outside  the  U.S.:  DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 


Convenient  information  for 
physicians  starting  diabetic 
patients  on 

DIABINESE 

simple  once-a-day  dosage  in  pr'actice 

During  the  initial  control  period,  the  patient  should  check 
his  urine  at  frequent  intervals,  and  report  at  least  once  weekly 
for  review  of  symptoms,  physical  examination,  urine  and/or 
blood  examination  for  glucose. 

The  NCWPfltlCnt^ no  previous  anudiabeuc  therapy) 

1.  Initial  daily  dose  500  mg.  (2  tablets  of  250 
mg.  each)  with  breakfast. 

2.  In  elderly  patients,  initial  dose  250  mg.  (1 
tablet)  daily. 

3.  CONTROL  PERIOD 

(a)  If  blood  sugar  reaches  normal  levels 
after  three  to  seven  days,  or  if  glycosuria  dis- 
appears, lower  daily  dose  of  500  mg.  to  a level 
between  250  mg.  (1  tablet)  and  375  mg.  (1/2 
tablets  of  250  mg.)  with  breakfast  daily.  In 
elderly  patients,  dosage  may  be  reduced  to  as 
low  as  100  mg. 

(b)  If  hyperglycemia  or  glycosuria  persists 
or  develops,  increase  the  daily  dose  from  500 
mg.  to  625  mg.  (2/2  tablets  of  250  mg.)  with 
breakfast  daily.  In  elderly  patients,  dosage 
should  be  increased  from  250  mg.  according  to 
patient  response. 

(c)  Continue  weekly  adjustments  during 
first  month  of  therapy  until  maintenance  dose 
has  been  established.  Adjustments  below  250 
mg.  daily  are  best  made  in  steps  of  100  mg.  (one 
100  mg.  tablet).  The  maintenance  dose  may 
occasionally  be  as  low  as  100  mg.  (one  100  mg. 
tablet  daily)  or,  rarely,  as  high  as  1.0  Gm.  (four 
250  mg.  tablets)  daily.  Do  not  exceed  daily  dose 
of  1.0  Gm. 


Transfer  of  Patient  from  Insulin 

1.  If  patient  is  taking  40  or  less  units  of  insulin 
daily  and  gives  no  history  of  severe  or  “brittle” 
diabetic  response,  discontinue  insulin  and  re- 
place with  Diabinese  as  in  The  New  Patient. 

2.  Complete  control  period  as  for  The  New 
Patient.  Priming  (“loading”)  doses  should  not 
be  used. 

3.  If  patient  is  taking  more  than  40  units  of 
insulin  daily,  or  shows  evidence  of  severe  or 
brittle  diabetes,  reduce  insulin  dose  by  50  per 
cent  and  initiate  Dl.ABlNESE  therapy  as  for  The 
New  Patient.  Further  reduction  of  insulin  dos- 
age depends  on  patient  response. 


Transfer  of  Patient  from 
Other  Oral  Medication 

Where  less  than  satisfactory  control  has  been 
achieved  with  other  oral  medication,  or  where 
a change  to  once-a-day  dosage  is  desired, 
Di.abinese  may  be  successfully  substituted. 
Such  a transfer  may  be  made  by  discontinuing 
previous  oral  medication,  substituting 
Diabinese,  and  continuing  control  period  as 
for  The  New  Patient.  Avoid  priming  doses. 


The  clinical  safety  of  Di.abinese  has  been  estab- 
lished by  more  than  two  years’  trial.  By  adher- 
ence to  the  above  dosage  schedule,  side  effects 
of  Diabinese  will  generally  be  infrequent, 
mild,  and  transient. 


DIABINESE. 


once-a-day  dosage 


brand  of  chlorpropamide 


THE  MOST  EFFECTIVE  ORAL  ANTIDIABETIC  AVAILABLE 


SUPPLIED . Tablets,  250  mg.,  bottles  of  60  and  250,  white,  scored. 
100  mg.,  bottles  of  100,  white,  scored. 
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the  higher 
blood  levels  of 
potassium 
penicillin  V 

Compoc 


IN  FILMTAB®  / IN  ORAL  SOLUTION 
AND  IN  COMBINATION  WITH  SULFAS 


illin-VIC 


(POTASSIUM  PENICILLIN  V) 


INDICATIONS 

Against  all  penicillin-sensitive  organisms.  When 
combined  with  Sulfas,  Compocillin-VK  is 
especially  effective  in  treating  mixed  infections 
such  as  may  occur  in  the  respiratory  or  urinary 
tract. 

DOSAGE 

Range  is  from  125  mg.  (200,000  units)  three 
times  daily  to  250  mg.  (400,000  units)  every 
four  hours.  Children’s  dosage  is  determined  by 
body  weight.  When  combined  with  sulfa  triad, 
range  is  one  Filmtab  three  times  daily  to  two 
Filmtabs  every  four  hours. 

SUPPLIED 

Compocillin-VK  Filmtabs:  125  mg.  (200,000 
units),  bottles  of  50  and  100;  250  mg.  (400,000 
units),  bottles  of  25  and  100. 

Compocillin-VK  Granules  for  Oral  Solution: 
In  40-cc.  and  80-cc.  bottles.  When  reconsti- 
tuted, each  tasty  5-cc.  teaspoonful  of  cherry- 
flavored  solution  represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 

Compocillin-VK  with  Sulfas:  Each  Filmtab 
contains  125  mg.  (200,000  units)  of  potassium 
penicillin  V and  500  mg.  of  sul- 
fonamides.  At  all  pharmacies.  (jujcrott 


Units/cc. 
16 


14 


12 


10 




IT 

\ 

Hours 


Vz 


The  highest  levels  of  Filmtab  Compocillin-VK. 

■ ■■  The  median  levels  of  Filmtab  Compocillin-VK. 

Note  the  high  upper  levels  and  averages  at  Vi  hour,  and 
at  1 hour. 

Doses  of  400,000  units  were  administered  before  meal- 
time to  40  subjects  involved  in  this  study. 


► filmtab— FILM-SEALED  TABLETS,  ABBOTT,  PAT.  APPLIED  FOR. 


PRONOUN^ 


mtn 


(t(iac^tyJpleand44yw{iy 


Capsules',/  Qrd  SUsp 

hiiul'i;: ! n i ! i ft 


Genitourinary  infections 

28 

19 

3 

? 6 

1 

Acute  pyelitis  and  cystitis 

10 

8 

2 

i — 

Urethritis  with  gonorrhea  or  cystitis 

8 

8 

i ' — 

Pyelonephritis 

4 

1 

— 

3 

Salpingitis 

5 

1 

1 

1 ^ 

Pelvic  inflammation  with  endometriosis 

1 

1 

— 

i 

Miscellaneous 

42 

30  1 

8 

■ 4 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 

hematoma,  staphylococcus  carriers,  j 

osteomyelitis,  tenosynovitis,  septic  j 

arthritis,  acute  bursitis,  periarthritis)  jj 

I I ^ 


ALL  INFECTIONS 

Respiratory  infections 

Pharyngitis  and/or  tonsillitis 

Pneumonia 

Infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


Skin  and  soft  tissue  infections 
Infected  wounds,  incisions  and 
lacerations 
Abscesses 
Furunculosis 
Acne,  pustular 
Pyoderma 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 


558 

258 

65 

90 

44 

31 

28 


230 

41 

51 

58 

43 

19 

18 


in  the 
patient: 


95%  effective  in  published  cases'- 


Conditions  treated 


No.  of 
Patients 


Cured 


Improved  Failure 


laboratory: 


Ivor  90%  effective 
igainst  resistant  staph 

;OMPARATIVE  TESTS  BY  THREE  METHODS 
DISC,  TUBE  DILUTION,  CYLINDER  PLATE) 
)N  130  STAPHYLOCOCCI’ 


[21.2% 


42.4% 


1 90.0% 

97.7% 


3 93.4% 

100.0% 


18.2% 


I 42.4% 


. 


90.4% 

~ "100.0% 


I 39.4% 


3^00.0% 


Antibiotic  A 2-10  units  H Tao  2-15  meg. 

I Antibiotic  B 5-30  meg.  H Antibiotic  D 2-15  meg. 

Antibiotic  C 5-30  meg.  ^ Antibiotic  E 5-30  meg. 

Percentage  of  organisms  inhibited  by  the  range  of  ^ 

concentrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed -stable  in  gastric  acid,^  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable  - "practically  tasteless”^  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules  — 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension  — 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  al.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karelitz,  S.:  Paper  presented  atthe  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children  — flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers  — 5 drops  {approx. 
25  mg.)  and  10  drops  (approx.  50  mg.). 

10  cc.  bottle. 

TaO-AC  (Tao  analgesic,  antihistaminic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

Taomid*  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action -in  clinical  emergencies. 

Supplied:  In  10  cc.  vials. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  primary 
secondary  fibrositis 
early  rheun" 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti  inflammatory  effect  of  low-dosage 
corticosteroid'  . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate^'^  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects'  * . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 

THERAPY  SHOULD  BE  INDIVIDUALIZED 

acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 

subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 

precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


in 

any 
case 
it  calls  for 


corticoid-saiicylate  compound w tablets 

Composition 

METICORTEN®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  rhg. 

Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037,  1956. 


FIRST  TIME  IN  VIRGINIA 

DESERT  AIR  LAMP 


Recommend  with  Confidence 
Desert  Air  Lamps 


Produces 
A Safe 
Healthful 
Zone  of 
Mild  Warm 
Air 


AS  AN  AID  FOR  RELIEF  OF 
BRONCHITIS  . HAY  FEVER 
ASTHMA  FROM  COLDS 
COUGHS  • SINUSITIS 


Used  for  over  3 1 years  in  California  and  recommended  by  many 
doctors  on  the  West  Coast.  Inquiries  may  be  referred  to  the 
Los  Angeles  County  Medical  Society,  192  5 Wilshire  Boulevard, 
Los  Angeles  27,  California 


THE  DESERT  AIR  LAMP 

Offers  proven  relief  from  symp- 
toms of  these  diseases  by  reducing 
the  relative  humidity  and  creating 
mild  warm  air  in  the  sleep  zone. 
Its  dark  burning  safe  lava  cone 
unit  allows  infants  and  adults  alike 
to  breathe  more  easily. 


Special  discounts  to  the  profession 
For  descriptive  literature  and  price  lists  tvrite 

Jamestown  Products  Incorporated 

2321  Riverside  Drive 
Danville,  Virginia 
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grow  on 


1 


1 

"1 

"1 


1 


1 


. and  one  to 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDISOL  is  crystalline  vitamin  Bj^,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 


Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


cherry-flavored 


as 

they 

like 


Totracyrline  with  Citric  Acid  Lfederlc 


• broad  spectrum  control  of  more  than  hO  per  cent  of  antibiotic- 
susceptible  infections  seen  in  general  practice' 

• fast,  high  concentrations  in  body  llitids  and  tissues 

• no  irreversible  side  elfects  rei)orted.  excellently  tolerated 
® readily  miscible  in  water,  juices,  formula. 

ACHROMYCIN  V:  10  cc.  plastic  dropper  bottle  for  precise  dosage:  100  mg. 

I)er  cc.  (-0  drops).  Dokckjc:  one  drop  per  pound  body  weight  per  day. 

ACHKOMYf.'IN  \’  Syrup:  Each  teaspoonful  (See.)  contains  etjuiv.  125  mg. 
tetracycline  HCI.  Bottles  of  2 and  16  ll.  oz.  Dosage:  at  45  lbs.,  one  teaspoonful 
4 times  daily;  adjust  for  other  weights. 

1.  Based  on  six-month  National  Physicians  Survey. 

LKDEllLE  L.tBOK.tTORIES,  .t  Division  of  .\.MERICA.\  CY.W.X.MID  CO.MP.ANV,  Pvarl  River.  .\ew  York 
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To  the  relief  of  musculoskeletal  pain, 

"‘^'"MEDAPRIN* 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field."^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

'trademark  **  trade  mark,  REG.  U.  S.  PAT,  OFF.  — METHYLPREDN ISOLON  E,  UPJOHN 
tRATIO  OF  DESIRED  EFFECTS  TO  UNOESIREO  EFFECTS  ■ 

Upjolm 

Thp  Upiohn  Company,  Kalamazoo,  Michigan 
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UNIQUE  VITAMIN  SUPPLEMENT 


NEW 


YIGRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


fruit-punch  flavored 
tablets  that  will 
actually 

“melt  in  tlie  mouth” 

can  be  chewed  like  candy 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  be  dissolved  in  water,  juice  or  milk 


can  be  sucked  and  will  dissolve  like  a lozenge 


can  be  easily  swallowed  (small  tablet  size) 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  vigran 
CHEWABLES  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAN  CHEWABLES 
provide  at  least  1259^'  of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  B],  Bo, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 

Each  VIGRAN  CHEWABLE 
tablet  contains : 

Vitamin  A 5.000  I’.S.P.  units 

Vitamin  D 1,000  U.S.P.  units 

Vitamin  C 75  mg. 

Vitamin  B, 3 mg. 


Vitamin  Bo 

Calcium  Pantothenate 

3 mg. 

Vitamin  B,., 

Available  in  Rx-size  bottles 

of  30  and  90. 

Squibb  Quality  — 

the  Priceless  Ingredient 


'Vigran'®  is  a Squibb  trademark 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIN’. . . 


Ointment:  Tubes  of  H oz.  and  Yi  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


CORTISPORIN 


brand  OINTMENT 


Combines  the  anti- 
inflammatory effect 
of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Ointment:  Tubes  of  Yi  and  1 oz.  and  tubes  of  Y oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper. 

U rtw  ( Lotion  : Plastic  squeeze  bottles  of  20  cc. 

NtW  j Powder:  Shaker-top  bottles  of  10  Gm. 


‘POLYSPORIN” 

brand  ANTIBIOTIC  OINTMENT 


Ointment:  Tubes  of  Yi  oz.,  1 oz.  and  Yi  oz.  (ophthalmic  tip). 


Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Patient  A,S,,  age  53. 

Intermittent  crises  of  severe  pain  over  2 year 
period;  hospital  management  with  Sippy  regimen 
provided  relief  of  symptoms;  however, 
symptoms  recurred  after  each  sojourn. 


Pathibamate  (Tabs,  jt.i.d.  and  H*S,); 
prompt  relief  of  symptoms.  Radiograph 
(21  days  later)  confirms  healing  of  minute  lesser 
curvature  gastric  ulcer  crater. 


predictable  results  in  the  control 
of  tension  and 
G.l.  trauma 


Pathibamate 

Meprobamate  with  Pathilon®  Tridihexethyl  Chloride*  ledf.rle 


Used  prophylactically  in  anticipation  of  periods  of  emotional  stress,  or  therapeuti- 
cally to  relieve  tension  and  curb  hypermotility  and  hypersecretion,  Pathibamate 
is  particularly  well-formulated  for  the  control  of  gastrointestinal  disorders. 


Pathibamate  combines  Meprobamate  (400  mg.)— the  noted  tranquilizer-muscle  relaxant  widely  accepted  for  safe 
management  of  tension  and  anxiety  states  — and  Pathilon  (25  mg.)— an  extremely  well-tolerated  anticholinergic, 
long  noted  for  prompt  symptomatic  relief  based  on  peripheral  atropine-like  action  with  few  side  effects. 

Indications: 

Duodenal  ulcer,  gastric  ulcer,  intestinal  colic,  spastic  and  irritable  colon,  ileitis,  esophageal  spasm,  anxiety 
neurosis  with  gastrointestinal  symptoms,  gastric  hypermotility. 

Supplied: 

Bottles  of  100  and  1,000.  Each  tablet  (yellow,  ^/4-scored)  contains  Meprobamate,  400  mg.;  Pathilon  Tridihexethyl  Chloride,  25  mg. 
Administration  and  Dosage: 

1 tablet  three  times  a day  at  mealtimes  and  2 tablets  at  bedtime.  Adjust  dosage  to  patient  response.  Contraindicated  in  glaucoma^ 
pyloric  obstruction,  and  obstruction  of  the  urinary  bladder  neck. 

Also  Available:  Pathilon  in  four  forms  — Tab/ets  of  25  mg.,  plain  (pink)  or  ■with  phenobarbital,  15  mg.  (blue); 

Parenteral  — 10  mg./cc.  — 1 cc.  ampuls; 

Pediatric  Drops  — 5 mg./cc.  ~ dropper  vials  of  15  cc. 

♦Pathilon  is  now  offered  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter 
could  interfere  with  the  results  of  certain  thyroid  function  tests. 


Lederle  Laboratories,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


in  cases  of  tension 


(Reserpine,  Vale) 


. . . the  preferred  drug  where  anxiety  or  emotional  agit^ion 
must  be  controlled 

. . . provides  sedation  without  hypnosis,  a sense 
of  relaxed  well  being  and  tranquility 

. . . effects  a graduol  and  sustained  lowering  of 
elevated  blood  pressure  in  patients  with 
mild,  labile  or  essential  hypertension 

Sl^plsd:  0.1  mg.  and  0.25  mg.  tablets  in  bottles  of  100, 

500  and  1000,  or  on  prescription  at  leading 
pharmacies 


lUOWOLFIA 

sekpentin, 

in  cases  of  hypertension 

Rau  val  * czzz 

(Rauwolfia  Serpentina,  Vale) 

. . . double  assayed  to  insure  optimal  therapeutic  effect 

lested  chemic^)!  to  insure  total  idkaloid  content 
tested  biidog^y  to  insure  uniform  hypotensive  action 


. . . ideal  therapy  in  labile  and  moderate  hyper- 
tension or  as  adjunctive  therapy  in  severe 
hypertension 

. . . achieves  gradual  lowering  of  the  blood  pressure, 
gentle  sedation,  tranquilization  with  prolonged 
effect  even  after  cessation  of  therapy 

supplied:  50  mg.  and  100  mg.  tablets  in  bottles  of  100  and 
1000,  or  on  prescription  at  leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY,  INC.  allentown,  pa. 

Pharmaceuticals 
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ORIGINAL  FORM  ULA 

The  ideal  cerebral  tonic  and  stimulant  for  the  aged. 


NICOZOL  therapy  (the  original  formula)  affords 
prompt  relief  of  apathy.  Patients  generally  look 
better,  feel  better;  become  more  cooperative, 
cheerful  and  easier  to  manage. 

No  dangerous  side  effects. 


NICOZOL  contains  pentylenetetrazol 
and  nicotinic  acid 


For  relief  of  agitation  and  hostility: 
NICOZOL  with  reserpine  Tablets 


Supply:  Capsules  • Elixir 


REFER  TO 


Write  for  professional  sample  and  literature. 

Page  bit 


WINSTON-SALEM  1,  NORTH  CAROLINA 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stabiiity  of  maintenance  dosage 
minimizes  risks  of  hormonai  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin®;  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

■fif- 

Detailed  information  available  on  request. 

*Gelgy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 


new 


Sterazolidin 

prednisone-phenylbutazone,  Geigy 


Capsules 


Ardsley,  New  York 
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03759 


Sun. 

Mon. 

Tue. 

Wed. 

Thur. 

Fri. 

Sal. 

Dosage:  2 Tablets  B.I.D.  (A.M.  & P.M.) 

in  premenstrual  tension 
only 

treats  the  whole  syndrome 


It  was  the  introduction  of  neo  Bromth  several  years  ago  that  created  such  widespread 
interest  in  the  premenstrual  syndrome — because  of  neo  Bromth’s  specific  ability 
to  prevent  the  development  of  the  condition  in  the  first  place. 

The  action  of  neo  Bromth  is  not  limited  merely  to  control  of  abnormal  water  retention, 
or  of  nervousness,  or  of  pain — or  any  other  single  or  several  of  the  multiple 
manifestations  characteristic  of  premenstrual  tension,  neo  Bromth  effectively  controls 
the  whole  syndrome. 

neo  Bromth  is  also  completely  free  from  the  undesirable  side  effects  associated  with 
such  limited-action  therapy  as  ammonium  chloride,  hormones,  tranquilizers  and  potent 
diuretics,  neo  Bromth  has  continued  to  prove  to  be  the  safest — as  well  as  the  most 
effective — treatment  for  premenstrual  tension. 

Each  80  mg.  tablet  contains  50  mg.  Pamabrom,  and  30  mg.  pyrilamine  maleate. 
Dosage  is  2 tablets  twice  daily  (morning  and  night)  beginning  5 to  7 days  before 
menstruation.  Discontinue  when  the  flow  starts. 


Chattanooga  9,  Tennessee 


running  noses 

w and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 

• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed -release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


first— the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 


— the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


£af/i  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCI  ...  50  mg. 

Pheniramine  maleaie 25  mg. 

Pyrilamine  maleate 25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon  and  in  the  evening,  if  needed. 


Triaminic* 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  V2  of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Svrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  of  a Triaminic  Tablet. 


SMITH'DORSEY  • a division  of  The  Wander  Company  • Lincoin,  Nebraska  • Peterborough,  Canada 
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Four  weeks  ago,  Mrs.  C.  was  an 
anxiety  patient,  complaining 
of  weakness,  trembling,  sweating, 
tachycardia,  on  the  slightest 
exertion.  Her  symptoms  followed  family 
reverses;  home  life  became  disorganized, 
she  couldn’t  cope  with  housework. 

Therapy  withTRILAFON,  4 mg.  t.i.d., 
and  a weekly  office  visit  to  discuss 
her  feelings  have  worked  wonders  in 
reactivating  this  patient.  She’s  on 
maintenance  dosage  now,  2 mg.  t.i.d., 
able  to  work  very  well,  and  wide-awake 
and  active  all  day  long. 

mobilizes  patients  immobilized  by  anxiety 

Trilafon* 

* perphenazine 

when  you  want  to  avoid  drowsiness 

• helps  the  patient  contain  anxiety,  tension 
• restores  normal  working  capacity 

Trilafon  Tablets— 2 mg.  and  4 mg.;  bottles  of  50  and  500. 

Trilafon  Repetabs,®  8 mg.— 4 mg.  for  prompt  effect  in  the 
outer  layer  and  4 mg.  for  prolonged  relief  in  the  timed-action 
inner  core;  bottles  of  30  and  100. 

For  complete  details  on  TRILAFON  consult  Schering  literature. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERS^BY 


V-CILLIN  K!.. 


dependable,  fast,  effective  therapy 


V-Cillin  K produces  therapeutic  blood 
levels  in  all  patients  within  five  to  fifteen 
minutes  after  administration — levels 
higher  than  those  attained  with  any 
other  oral  peniciUin.  Infections  resolve 
rapidly.  Dosage:  125  or  250  mg.  three 
times  daily.  Supplied:  In  scored  tablets 
of  125  and  250  mg.  (200,000  and  400,000 
units) . 


New:  V-Cillin  K*  Sulfa.  Each  tablet  com- 
bines 125  mg.  of  V-CiUin  K with  0.5  Gm. 
of  the  three  preferred  sulfonamides. 
New:  V-CiUin  K,  Pediatric,  a taste  treat 
for  young  patients.  In  bottles  of  40  and 
80  cc.  Each  5-cc.  teaspoonful  provides 
125  mg.  of  V-Cillin  K. 

V-Cillin  if*  (peniciUin  V potassium,  LUly) 

V-CiUin  if®  Sulfa  (penicillin  V potassium  with 
triple  sulfas,  LUly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

933220 
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Guest  Editorial . . . . 


The  Virginia  Society  of  Internal  Medicine 


T)HYSICIANS  practicing  Internal  Medicine  have  organized  a new  medical  society 
-*■  in  Virginia — as  though  there  were  not  already  too  many  societies  and  meetings! 

The  American  College  of  Physicians  for  twenty-five  years  or  more  has  listed  a frac- 
tion of  the  State’s  internists — -perhaps  one-half — on  its  roster,  but  has  devoted  itself 
with  commendable  energy  to  improvement  of  education  in  internal  medicine  in  our 
medical  schools,  and  to  betterment  of  post-graduate  training  in  internship  and  resi- 
dency programs,  has  initiated  the  fearful  examinations  of  the  American  Board  of 
Internal  Medicine  which  certifies  the  successful  candidate  as  a qualified  specialist 
in  Internal  Medicine,  has  stimulated  research  and  study  in  Internal  Medicine  by 
awards  of  medals  and  money,  has  preserved  and  disseminated  knowledge  by  the 
publication  of  the  Annals  of  Internal  Medicine,  and  yearly  presents  an  Extrava- 
ganza of  the  Internists’  Arts  in  its  annual  four  day  sessions  attended  by  more  than 
three  thousand  physicians. 

With  all  this  glory,  why,  pray,  another  society?  Why  the  Virginia  Society  of 
Internal  Medicine?  Briefly,  because  the  American  College  of  Physicians  is  concerned 
with  research  and  education  in  medicine,  and  not  with  the  individuals  who  practice 
medicine.  The  membership  of  the  College  includes  neurologists,  psychiatrists,  physiolo- 
gists, lecturers,  professors,  and  deans,  but  membership  in  the  Virginia  Society  of  Internal 
Medicine  is  limited  t©  those  qualified  physicians  who  practice  Internal  Medicine.  Thus 
this  is  an  organization  of  working  internists  dedicated  to  the  proposition  that  Internal 
Medicine  must  be  practiced  in  accordance  with  the  highest  ideals  and  accepted  concepts 
of  medicine,  and  have  determined  that  membership  in  this  society  shall  be  limited  to 
internists  who  shall  present  evidence  of  satisfactory  training,  experience,  and  moral 
integrity. 

Advantages  must,  therefore,  accrue  to  both  public  and  profession : to  the  public,,  or 
patients,  that  these  physicians  calling  themselves  specialists  in  Internal  Medicine 
are  in  reality  such,  and  are  so  recognized  by  other  members  of  their  profession;  to  the 
physicians,  that  the  public  shall  recognize  the  existence  and  nature  of  the  specialty 
of  Internal  Medicine. 

The  American  College  of  Physicians  approves  of  the  formation  of  such  state  societies 
of  Internal  Medicine  and  already  more  than  thirty  have  been  formed,  and  have  bound 
themselves  into  a national  federation.  The  American  Society  of  Internal  Medicine. 
The  Virginia  Society,  born  March  1958,  now  counts  more  than  90  members,  and  was 
accepted  as  a member  of  the  American  Society  in  April  1958.  The  Virginia  Society 
realizes  that  its  membership  numbers  probably  less  than  one-half  of  the  true  internists 
practicing  in  the  State,  for  it  has  limited  its  membership  to  members  of  the  American 
College  of  Physicians  or  diplomates  of  the  American  Board  of  Internal  Medicine.  The 
Society  knows  that  many  internists  of  superior  quality  are  neither  F.A.C.P.’s  nor 


“diplomates”  but  faces  this  dilemma:  insist  up>on  Board  Certification  for  admission, 
or  elect  a physician  who  is  recognized  by  his  fellow  physicians  in  his  locality  as  a 
specialist  in  Internal  ^ledicine? 

The  Internist  is  trained  to  regard  a patient  as  a complex  organism  of  body,  mind, 
and  soul  which  must  be  studied,  probed  and  evaluated  as  a whole,  and  not  catalogued 
simply  as  a hernia,  hemorrhoid,  back  strain  or  sinus.  Thus  much  time  and  effort 
must  be  devoted  to  a “complete  examination’’ — never  less  than  one  hour  and  usually 
two — which  demands  a most  detailed  and  searching  histor}-,  and  a physical  examina- 
tion which  begins  at  the  top  of  the  head  and  ends  at  the  toe  nails.  This  e.xamination 
should  include  inspection  of  the  skin,  hair,  eyes,  and  optic  fundi,  ears,  nose,  throat, 
teeth,  buccal  cavity,  vocal  cords;  examination  of  the  neck,  heart,  lungs,  abdomen, 
spine,  and  extremities;  palpation  of  lymph  glands  and  peripheral  blood  vessels;  ex- 
amination of  genitalia,  and  rectal  cavity,  and  ideally  a sigmoidoscopic  inspection  of 
the  lower  bowel,  and  a “Pap”  stain  taken  at  the  cervix  uteri.  Should  an  electro- 
cardiogram be  included  in  a “routine  examination”?  And  how  about  fluoroscopic 
survey  of  the  chest?  Is  not  this  of  limited  usefulness,  and  would  not  a 17  x 14  chest 
film  be  of  real  value?  Then  laboratory  tests  must  be  done — blood  counts,  urinalysis, 
perhaps  a blood  urea  or  other  chemical  test  of  blood,  perhaps  a basal  metabolism  test 
or  protein-bound  iodine,  perhaps  kidney  or  liver  function  tests,  or  other  procedures. 
And  all  of  these  probing  and  relatively  precise  procedures  are  utilized  for  a single 
purpose — a logical  and  reasonable  appraisal  of  the  health  of  one  human  being. 

Is  all  this  fuss  and  bother  worthwhile?  To  the  patient,  yes,  and  emphatically  yes! 
But  to  others,  too,  this  toting  up  of  soma  and  psyche  is  of  great  commercial  value. 
Life  insurance  companies  and  industries  in  general  are  discovering  the  tremendous 
value  in  dollars  and  cents  of  an  accurate  appraisal  of  a citizen’s  health.  Far  more 
expensive  than  a machine  tool  is  the  irreplaceable  brain  of  a competent  executive,  and 
far  less  expensive  than  a mechanic’s  “repair  job”  is  the  diagnostic  survey  of  a com- 
petent physician. 

Ever}’  branch  and  level  of  government — Federal  through  County — is  now  concern- 
ing itself  with  the  health  of  its  citizens,  and  demanding  innumerable  reports  to  store 
in  countless  files.  Here  again  the  Internist  must  bear  the  load  of  these  “surveys”  and 
must  present  a report  conscientiously  and  well  performed. 

But  now  comes  the  “stinger”!  These  diagnostic  surveys  require  much  time  of  a highly 
skilled  physician  and  in  addition  the  help  of  laboratory  technicians,  nurses  and 
helpers.  How  much  is  this  worth?  How  best  to  find  answers  to  the  problem  of  the 
cost  of  medical  care?  What  fair  solution  can  be  made?  How  much  is  an  appendectomy 
worth?  A tonsillectomy?  Consult  with  the  surgeons  of  a community.  How  much  the 
value  of  the  services  of  an  internist?  Consult  with  whom?  An  individual  physician, 
for  there  has  not  been  in  existence  any  organization  to  speak  for  him.  Now,  however, 
the  Virginia  Society  of  Internal  Medicine  will  speak  for  its  members,  and  for  other 
internists  if  they  desire,  and  will  “study  the  scientific,  economic,  social  and  political 
aspects  of  medicine  in  order  to  secure  and  maintain  the  highest  standards  of  practice 
in  Internal  Medicine”.  As  a warrant  for  this  right,  the  Society,  representing  the 
qualified  Internists  in  Virginia,  pledges  that  its  membership  will  number  only  those 
physcians  of  high  moral  caliber  and  of  superior  training  and  experience  who  limit 
their  practice  to  Internal  Medicine. 

M.  M.  Pinckney,  M.I). 


184 


ViRGiNi.^  Medical  Monthly 


Chlorothiazide  in  the  Treatment  of  Severe 
Congestive  Heart  Failure 

D.  P.  FITZPATRICK,  M.D. 
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D.  W.  RICHARDSON,  M.D. 
Richmond,  Virginia 


INTRODUCTION 

HLOROTHIAZIDE  is  a recently  synthesized 
sulfonamide  derivative  that  has  been  found  to 
have  a potent  diuretic  effect.^-^  A recent  study^  has 
shown  it  to  be  effective  in  various  edematous  states, 
such  as  ascites,  the  nephrotic  syndrome,  and  a few 
cases  of  congestive  heart  failure.  The  present  study 
reports  experience  with  30  courses  of  chlorothiazide 
in  the  treatment  of  25  patients  with  severe  congestive 
heart  failure.  Eleven  patients  in  this  study  has  pre- 
viously been  refractory  to  all  other  therapeutic  meas- 
ures. 

MATERIALS  AND  METHODS 

Twenty-five  male  patients  with  definite  peripheral 
edema  and  other  signs  and  symptoms  of  congestive 
heart  failure  were  studied.  All  patients  were  in 
Class  IV  of  the  New  York  Heart  Association  func- 
tional classification.  Clinical  diagnoses  are  listed 
in  Tables  1 and  2.  Eleven  of  these  patients  were 
classified  as  “refractory'”  heart  failure  because  of 
unresponsiveness  to  prior  therapy  consisting  of  at 
least  digitalization,  sodium  restriction,  and  a trial 
of  meralluride.  Sixteen  patients  were  classified  as 
“partially  refractory”  in  that  all  had  failed  to  im- 
prove on  digitalization.  Twelve  of  these  16  had  also 
failed  to  lose  weight  despite  sodium  restriction.  Two 
patients,  although  in  the  “partially  refractory”  group 
on  one  admission,  developed  “refractory”  congestive 
failure  subsequently  and  thus  were  included  in  both 
groups. 

Patients  were  weighed  daily.  With  one  exception, 
all  patients  had  stationary  daily  weight  for  at  least 
three  days  before  institution  of  chlorothiazide,  and 
16  patients  had  stable  weights  for  seven  or  more  day's 
before  treatment.  Determinations  of  serum  sodium, 
potassium,  chloride  and  bicarbonate  before  and  dur- 
ing treatment  were  done  in  20  cases,  and  12  or  24- 
hour  sodium  and  potassium  excretion  was  measured 

From  the  Medical  Service,  U.  S.  Veterans  Hospital  and 
the  Department  of  Medicine,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


before  and  during  therapy  in  14  patients.  Thirty 
courses  of  chlorothiazide*  were  observed.  Dosage 
varied  from  two  to  three  grams  daily  in  three  or  four 
equally  divided  doses,  and  the  duration  of  therapy 
was  four  to  33  days  with  an  average  of  11.4  days. 
One  patient  (M.K.)  received  1 gm.  daily  only. 

RESULTS 

A.  “Refractory”  Group:  Unresponsive  to  All 
Measures 

The  effects  of  chlorothiazide  on  1 1 patients  with 
“refractory  heart  failure”  are  summarized  in  Table 
1.  There  were  no  favorable  responses,  as  evidenced 
by  weight  loss,  in  this  group.  Eight  patients  had 
blood  urea  nitrogen  determinations  and  all  were 
within  normal  limits.  Serum  electrolytes  did  not 
change  markedly  except  in  one  patient  (R.B.)  whose 
serum  sodium  fell  to  110  mEq/1  from  a pre-treatment 
level  of  138  mEq/1.  This  patient  died  as  a result 
of  myocardial  infarction  on  the  day  these  studies 
were  done. 

Four  patients  in  this  group  had  urinary  sodium 
and  potassium  determinations.  (See  Fig.  1).  Three 
patients  showed  a definite  but  mild  increase  in  the 
24  hour  excretion  of  these  cations.  Urinary  sodium 
excretion  changed  from  pre-treatment  levels  of  7,  2,  7, 
and  78  mEq  per  24  hours  to  120,  50,  45  and  60 
mEq  per  24  hours  during  chlorothiazide  administra- 
tion. Urinary  potassium  e.xcretion  essentially  paral- 
leled urinary  sodium  excretion  before  and  during 
chlorothiazide  therapy.  Urinary  potassium  in  four 
patients  before  chlorothiazide  was  22,  10,  22  and 
60  mEq  per  24  hours,  while  during  chlorothiazide, 
it  was  128,  45,  50  and  48  mEq  per  24  hours,  re- 
spectively. 

There  were  no  toxic  effects  attributable  to  the  drug 
in  this  group. 

One  patient,  S.G.,  with  cor  pulmonale  with  periph- 
eral edema,  who  had  failed  to  respond  to  usual 

*Supplied  as  Diuril®  through  the  courtesy  of  Dr.  John 
Beem,  Merck,  Sharp  and  Dohme. 
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TABLE  1 


Response  to  Chlorothiazide — “Refractory”  Group 


Patient 

.\ge 

Diagnosis 

Duration  of 
Treatment 
(Days) 

Dose 

Grams/ 

Day 

Weight 

Change 

Serum  E 

Before 

Treatment 

llectrolytes  mEq/ 

During 

Treatment 

'L 

Side 

Effecis 

X.D. 

65 

H.C.V.D. 

8 

3 

None 

Na  140  Cl  104 

Na  140  Cl  106 

None 

2nd  Admis. 

K 5.1  COj  29.2 

K 4.5  CO,  23.7 

W.F. 

52 

R.H.D.,  A. I. 

9 

3 

Gained 

Na  132  Cl  99 

Na  129  Cl  88 

None 

12  lbs. 

K 4.8  COj  27.1 

K 5.2  CO2  25.6 

F.C. 

67 

S.II.D.,  A. I. 

16 

3 

None 

Na  135  Cl  103 

Na  130  Cl  91 

None 

K 4.9  CO2  31.7 

K 4.3  CO2  29.6 

W.L. 

60 

C.H.D., 

11 

2 

Gained 

Na  138  Cl  86 

Na  130  Cl  84 

None 

l.A.S.D. 

4 lbs. 

K 5.2  CO2  36.6 

K 4.9  CO2  39 

R.B. 

52 

Idiopathic 

6 

1 

N one 

Na  138  Cl  105 

Na  120  Cl  92 

None 

lit.  Dis. 

10 

2 

K 5.8  CO2  23 

K 5.8  CO2 

J.P. 

64 

A.S.H.D. 

4 

1 

None 

None 

2 

2 

3 

3 

M.T. 

67 

A.S.H.D. 

13 

3 

None 

None 

3rd  Admis. 

M.K. 

65 

Cor  Pulmonale 

6 

1 

None 

None 

■T.G. 

58 

R.H.D.,M.I. 

3 

2 

None 

Na  141  Cl  98 

Na  137  Cl  99 

None 

11 

3 

K 4.8  CO2 

K 4.7  CO2  29.7 

S.G. 

63 

Cor  Pulmonale 

6 

2 

None 

None 

J.H. 

64 

Idiopathic 

8 

2 

None 

Na  135  Cl  98 

Na  135  Cl  98 

None 

Ht.  Dis. 

K 5.5  CO2  28 

K 4.4  CO2  33.5 

therapeutic  measures  including  meralluride,  also 
failed  to  respond  to  chlorothiazide  in  dosage  of  2 
grams  a day  for  six  days.  This  patient  is  considered 
a chlorothiazide  failure  and  is  included  in  the  “re- 
fractory” group.  (See  Table  1)  He  subsequently  lost 
1 5 pounds  when  atrial  flutter  was  converted  to  sinus 
rhythm  with  quinidine. 

Nine  of  these  patients  had  blood  pressure  recorded 
twice  daily  before  and  during  chlorothiazide  treat- 
ment. All  were  normotensive  and  none  had  changes 
in  blood  pressure  during  drug  therapy. 

B.  “Partially  Refractory  Group:  Unresponsive 
to  Digitalis  and  Salt  Restriction 

In  the  remaining  patients  there  were  19  trials  of 
chlorothiazide  therapy.  All  of  these  patients  im- 
proved clinically  and  lost  weight.  Results  are  shown 
in  Table  2.  The  range  of  weight  loss  varied  from 
seven  to  70  pounds  with  an  average  weight  loss  of 
19.3  pounds. 

Changes  in  urinary  excretion  of  sodium  and  potas- 
sium in  nine  patients  are  shown  in  Fig.  1.  There  was 
a significant  increase  in  sodium  excretion  during 


chlorothiazide  therapy.  Average  pre-treatment  sodium 
excretion  was  39  mEq  per  24  hours.  During  treat- 
ment, sodium  excretion  averaged  148  mEq  per  24 
hours.  In  some  patients,  however,  urinary  electrolyte 
determinations  were  not  done  during  the  pieriod  of 
maximal  diuresis.  Potassium  excretion  increased  but 
to  a lesser  extent  (See  Fig.  1).  Urinar}'  chloride 
measured  in  five  patients  in  this  group  increased 
significantly,  closely  paralleling  sodium  excretion. 

Serum  electrolytes  were  measured  before  and  dur- 
ing diuresis  in  14  patients.  In  10  of  the  14,  there 
was  slight  lowering  of  serum  sodium  during  the 
period  of  weight  loss,  the  maximum  decrease  being 
13  mEq/1.  The  serum  potassium  did  not  change 
appreciably  in  these  14  patients.  In  one  patient, 
W.C.,  in  whom  there  was  no  pre-treatment  potas- 
sium level  and  no  24  hour  urinaiy’  electrolyte  deter- 
mination, the  serum  potassium  was  2.7  mEq/1  and 
the  CO>  combining  power  33  mEq/liter  on  the  5th 
day  of  treatment  with  2 gm.  of  chlorothiazide  per 
day.  The  serum  chlorides  were  unchanged  except  in 
three  patients  in  whom  the  maximum  decrease  was 
12  mEq/1.  The  serum  bicarbonate  rose  slightly  in 
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Fig.  1 — Changes  in  urinary  electrolyte  excretion  associated  with  chlorothiazide  administra- 
tion. The  columns  labelled  “Before”  show  values  in  the  control  period  prior  to  chloro- 
thiazide; those  labelled  “After”  show  the  maximum  24-hour  electrolyte  excretion  which 
occurred  while  the  patients  were  receiving  chlorothiazide. 


five  cases,  the  average  rise  being  5 mEq/1,  was  un- 
changed in  six  patients,  and  was  decreased  in  one 
instance. 

Blood  pressure  determinations  were  adequately 
recorded  twice  daily  in  19  courses  of  chlorothiazide 
therapy  in  this  group.  Fifteen  patients  were  normo- 
tensive  and  had  no  change  in  blood  pressure  during 
drug  therapy.  Three  patients,  all  of  whom  had 
hypertensive  cardiovascular  disease,  had  a lowering 
of  blood  pressure  during  chlorothiazide  treatment 
of  congestive  failure.  Patient  W.W.,  whose  average 
pre-treatment  blood  pressure  was  220/120  had  an 
average  blood  pressure  during  therapy  of  180/105; 
patient  N.D.,  whose  pre-treatment  average  blood 
pressure  was  146/97  had  an  average  during  treat- 
ment of  1.35/80;  and  patient  W.M.’s  pre-treatment 
average  blood  pressure  was  190/120  while,  during 
treatment,  it  averaged  170/90.  These  three  patients 
were  losing  weight  as  well  as  receiving  chlorothiazide. 
One  patient,  C.B.,  with  hypertensive  cardiovascular 
disease,  did  not  have  an  effect  on  blood  pressure  dur- 
ing drug  therapy,  despite  a weight  loss  of  seven 
pounds. 

Three  patients  failed  to  lose  weight  and  improve 
when  digitalis  was  given  to  the  point  of  toxicity  and 
dietary  sodium  intake  was  restricted,  ljut  did  respond 
when  chlorothiazide  was  added  to  the  regimen.  An- 
other patient,  S.Z.,  who  had  severe  cor  pulmonale 


secondary  to  obstructive  emphysema,  had  been  treated 
with  bronchodilators,  antibiotics,  digitalis,  acetazol- 
amide,  and  sodium  restriction.  He  responded  with 
a prompt  diuresis  of  15  pounds  when  chlorothiazide 
was  added.  Patient  W.R.  lost  eight  pounds  on  digi- 
talization and  then,  after  an  eight-day  period  of 
stable  weight,  lost  an  additional  10  pounds  when 
given  chlorothiazide.  Patient  P.O.  lost  25  pounds 
after  three  injections  of  meralluride.  For  five  days 
thereafter  he  maintained  a stable  weight.  When 
chlorothiazide  was  added  he  lost  15  additional 
pounds.  Patient  W.M.  was  admitted  with  general- 
ized anarsarca  resulting  from  hypertensive  cardio- 
vascular disease.  His  blood  urea  nitrogen  on  admis- 
sion was  70  mg.%.  He  was  initially  treated  with 
sodium  restriction,  one  injection  of  meralluride,  and 
maintenance  digitoxin  without  weight  loss  for  .3  days. 
Chlorothiazide  then  was  given  for  24  days  with  a 
resulting  weight  loss  of  70  pounds.  The  drug  was 
discontinued  for  nine  days,  during  which  his  weight 
was  stal)le,  and  then  given  another  24  days.  The 
patient  lost  an  additional  .31  pounds  over  this  period 
of  time  and  became  edema  free.  Despite  this  diuresis, 
his  lilood  urea  nitrogen  remained  in  the  seventies. 

'Fhere  were  no  side  effects  in  any  of  the  “partially 
refractory”  group  with  the  possible  exception  of 
patient,  W.C.,  referred  to  previously,  who  developed 
a low  .serum  potassium  level. 
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DISCUSSION 

I.  Mechanism  of  Action  of  Chlorothiazide 

Chlorothiazide  is  a heterocyclic  compound  which 
possesses  a free  sulfonamyl  group  as  do  sulfanila- 
mide and  acetazolamide.  (Fig.  2)  Like  acetazol- 
amide,  it  is  a carbonic  anhydrase  inhibitor  in  vitro, 
being  intermediate  in  potency  between  sulfonamila- 
mide  and  acetazolamide.  In  large  doses  in  vivo, 
chlorothiazide  alkalinizes  the  urine  and  may  increase 
urinary  potassium  as  do  the  carbonic  anhydrase 
inhibitors.® 


II.  Pharmacology 

Oral  doses  of  chlorothiazide  as  small  as  250  mg. 
produce  definite  natriuresis  in  humans,  and  sodium 
excretion  increases  with  increasing  doses  up  to  2.0 
gm.®  Our  data  indicate  that  doses  of  3.0  gm.  daily 
are  well  tolerated.  Though  the  number  of  observa- 
tion is  small  (Table  2),  they  suggest  that  2.0  gm. 
daily  is  ordinarily  as  effective  as  3.0  gm.  per  day 
when  judged  by  weight  loss.  Single  oral  doses  of 
2.0  gm.  produce  natriuresis  in  2 hours,  and  continue 
to  be  effective  for  12  hours.® 


Fig.  2 
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Fig.  2 — Chemical  structure  of  sulfanilamide,  chlorothiazide,  and  acetazolamide 
(Diamox®).  All  three  compounds  contain  the  sulfonamyl  group,  SO2NH2. 


In  usual  doses,  chlorothiazide  produces  prominent 
increases  in  urinary  sodium  and  chloride  excretion, 
simulating  the  mercurial  diuretics.  There  is  con- 
siderable evidence,  however,  that  chlorothiazide  has 
a mechanism  of  action  different  from  the  mercurial 
diuretic  agents.  Beyer"*  has  shown  a significant 
difference  in  the  time  of  peak  activity  of  chloro- 
thiazide when  compared  to  a mercurial  diuretic 
under  similar  experimental  conditions.  In  addi- 
tion, it  was  shown  that  chlorothiazide  is  effective 
during  experimentally  induced  NaHCOs  alkalosis, 
a condition  in  which  mercurials  are  noneffective. 
Under  similar  experimental  circumstances,  chloro- 
thiazide w'as  shown  to  be  effective  in  NH4CI 
acidosis,  a condition  in  which  acetazolamide  is  inef- 
fective. Pitts®  showed  that  when  maximally  effective 
doses  of  chlormerodrin  were  followed  by  maximally 
effective  doses  of  chlorothiazide,  the  natriuretic  and 
chloruretic  actions  of  chloromerodrin  and  chloro- 
thiazide were  additive.  It  was  concluded  that  the 
two  drugs  block  two  different  mechanisms  of  renal 
sodium  reabsorption.  Studies  by  Ford  et  aU  and 
Beyer*  showed  the  chlorothiazide  did  not  increase 
glomerular  filtration  rate  in  dogs  and  that  the  drug 
did  not  antagonize  aldosterone  or  the  anti-diuretic 
hormone. 


The  infrequency  in  toxic  effects  occurring  during 
chlorothiazide  administration  has  been  noted  by 
others. Hypokaliemia  occurred  once  in  our  series, 
in  a patient  who  lost  10  pounds  in  nine  days  receiv- 
ing 2 gm.  of  chlorothiazide  daily.  Hypokaliemia 
did  not  occur  in  any  of  the  patients  who  lost  no 
weight  during  chlorothiazide  treatment.  In  four  such 
patients  in  whom  adequate  urine  studies  were  ob- 
tained, potassium  excretion  closely  paralleled  sodium 
excretion,  rather  than  varying  inversely  with  urinary 
sodium. 

The  observation  of  Pitts  that  chlorothiazide  and 
mercurial  diuretics  inhibit  different  mechanisms  of 
tubular  salt  reabsorption  suggests  that  clinical  use 
of  the  two  drugs  might  be  a more  potent  saluretic  pro- 
gram. Laragh  et  aU  reported  three  patients  with 
congestive  heart  failure,  two  of  whom  lost  weight 
when  both  drugs  were  administered  together.  All 
three  were  unresponsive  to  both  drugs  given  sep- 
arately. Bayliss  et  aP  reported  similar  experience 
in  one  case.  The  drugs  were  not  given  in  combina- 
tion in  our  series.  The  marked  weight  loss  occurring 
in  patient  W.M.,  despite  azotemia  with  blood  urea 
nitrogen  determinations  in  the  seventies,  is  at  vari- 
ance with  Schriener’s  data*  in  patients  with  chronic 
renal  insufficiency  in  w'hom  chlorothiazide  was 
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TABLE  2 


Reponse  to  Chlorothiazide — “Partially  Refractory”  Groi  p 


Patient 

Age 

Diagnosis 

Duration  of 
Treatment 
(Days) 

Dose 

Grams/ 

Day 

Weight 
Loss  in 
Pounds 

Serum  Electrolytes  mEij/L 

Before 

Treatment 

During 

Treatment 

Side 

Effects 

W.W. 

65 

II.C’.V.D. 

11 

3 

9 

Na  142  Cl  104 

K 4.7  CO2  29.7 

Na  135  Cl  91 

K 4.3  CO2  32.6 

None 

P.O. 

80 

A.H.II.D. 

7 

3 

7 

Na  141  Cl  103 

K 5.2  CO2  25.3 

Na  141  Cl  101 

K 4.3  CO23I.5 

None 

A.T. 

Isl  Adniis. 

64 

H.C.V.l). 

5 

2 

35 

None 

A.T. 

2nd  .\dinis. 

64 

Il.C.V.D. 

22 

2 

13 

Na  137  Cl  107 

K 4.9  CO2  28.5 

Na  140  Cl  96 

K 4.2  CO2  32 

None 

F.W. 

61 

Idiopat  hie 

Ht.  Dii 

13 

2 

15 

Na  135  Cl  99 

K 5.7  CO2  27 

Na  131  Cl  98 

K 4.6  CO2  23 

None 

W A. 

61 

S.H.D..A.1. 

4 

2 

13 

Na  136  Cl  101 

K 5.3  CO2  30 

None 

w.c. 

•50 

R.II.D.M  I. 

0 

2 

10 

Na  136  Cl  88 

K 2.7  CO2  33 

No  clinical 
features  of 
Hypo- 
ka'em'a 

I.F. 

71 

A.S.H.U. 

9 

2 

20 

None 

W.P. 

57 

Idiopathic 

Ht.  Dis. 

6 

3 

27 

Na  143  Cl  96 

K 5.7 

Na  130  Cl  90 

K 3.8  CO2  32.6 

None 

M.T. 

1st  .\dinis. 

67 

A.S.H.D. 

8 

2 

15 

Na  137  Cl  107 

K 5.1  CO2  22 

Na  142  Cl  100 

K 5.6  CO2  31 

None 

M.T. 

2nd  .^dmis. 

67 

A.S.H.I). 

6 

3 

16 

Na  137  Cl  108 

K 5.2  CO2  25 

N one 

W.R. 

63 

S.H.I).,A.I. 

9 

2 

10 

Na  143  Cl  108 

K 5 CO2  25 

Na  140  Cl  106 

K 4.9  CO2  25 

None 

N.D. 

Isf  .‘\d:nis. 

63 

Il.C.V.D. 

10 

2 

15 

Na  140  (’1  100 

K 5.4  CO2  30.5 

Na  136  Cl  99 

K 4.9  CO2  30 

N one 

S.Z. 

61 

Cor  Pulmonale 

4 

14 

2 

3 

15 

Na  140  Cl  8.9 

K 5.2  CO2  35.7 

Na  137  Cl  89 

K 4.3  CO2  36.8 

N one 

W.M. 

#1 

61 

Il.C.V.D. 

24 

3 

70 

Na  141  C!  112 

K 4.3  CO2  17.5 

Na  137  Cl  108 

K 6.3  CO2  18.6 

None 

W.M. 

#2 

61 

Il.C.V.D. 

24 

3 

30 

Na  141  Cl 

K 5.6  CO2  23.7 

Na  134  Cl  102 

K 4.7  CO2  23.5 

None 

C.B. 

60 

Il.C.V.D. 

7 

2 

7 

Na  137  Cl  97 

K 4.5  CO2  28.8 

Na  131  Cl  85 

K 5 CO2  32.5 

N one 

G.B. 

43 

RHD  with 
A.S.,A.I. 

8 

10 

2 

3 

28 

Na  145  Cl  96 

K 4.6 

Na  136  Cl  86 

K 3.3 

None 

L.H. 

86 

A.R.H.D. 

10 

3 

28 

Na  138  Cl  94 

K 4 CO2  31 .5 

Na  135  Cl  96 

K 6 CO2  3.2 

None 

much  less  effective  when  moderate  azotemia  was 
present. 

SUMMARY 

1.  Thirty  courses  of  chlorothiazide  were  admin- 
istered to  25  patients  with  congestive  heart  failure. 


2.  Eleven  patients  had  been  classified  previously 
as  cases  of  “refractory  congestive  heart  failure”  be- 
cause of  failure  to  respond  to  digitalis,  sodium  re- 
striction and  meralluride.  There  was  no  improve- 
ment in  this  group. 
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3.  Sixteen  patients  were  classified  as  cases  of 
“partially  refractory  congestive  heart  failure”  in 
that  they  had  previously  been  unimproved  on  digi- 
talization. All  16  patients  improved  and  lost  weight 
when  chlorothiazide  was  added  to  the  regimen. 

4.  Chlorothiazide  was  found  in  this  study  to  be  a 
safe  and  potent  oral  diuretic. 
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Suicide  May  Be  “Psychic  Homicide” 


Many  persons  who  kill  themselves  may  actually 
be  the  victims  of  “psychic  murder”  committed  by 
their  friends  or  relatives,  according  to  a New  York 
psychiatrist.  The  persons  who  commit  “psychic 
homicide”  are  not  yet  legally  held  responsible,  but 
theirs  is  a crime — a crime  usually  committed  by 
omission.  Dr.  Joost  A.  M.  Meerloo  said  in  the  Feb- 
ruary Archives  of  Neurology  and  Psychiatry,  pub- 
lished by  the  American  IMedical  Association. 

“Psychiatrists  agree  that  punishment  of  parents 
or  spouses  or  bosses  is  one  of  the  most  frequent 
motivations  of  suicide.  This  form  of  mental  black- 
mail may  be  conscious  in  the  suicide  candidate  or 
can  be  more  subtly  hidden  behind  many  rationaliza- 
tions.” But  many  other  persons  commit  suicide  be- 
cause they  are  literally  driven  to  it  by  someone  with 
whom  they  identify.  They  commit  suicide  “because 
they  were  inadvertently  aware  of  the  wish  or  the 
command  of  their  proxy  that  they  had  to  die,  though 
this  ‘homicidal’  verdict  had  seldom  been  verbalized 
in  a conscious  way.” 

One  case  in  which  a person  committed  suicide  on 
the  unconscious  demand  of  another  person  involved 
a man  who  refused  to  let  his  wife  undergo  treatment 


for  a depressed  state.  He  took  a vacation  with  his 
secretary  and  his  daughter,  leaving  his  wife  alone 
at  home.  After  two  days  she  committed  suicide  on 
his  unconscious  command.  The  husband  remained 
unaware  of  his  psychic  murder. 

Dr.  IMeerloo  noted  that  the  acting  out  of  death 
wishes  is  usually  not  so  obvious.  However,  the 
burden  of  inadvertent  hostility  and  murderous  wishes 
pushing  those  with  weaker  egos  into  depression  and 
suicide  is  frequently  seen. 

“Especially  in  suicide  by  children,  we  realize  how 
much  rejection,  teasing  and  vituperation  have  to  do 
with  loss  of  self-esteem,  and  how  these  humiliations 
can  drive  the  young  person  to  suicide.” 

Dr.  IMeerloo  related  his  concept  of  psychic  homi- 
cide to  that  of  brainwashing  in  which  a person  is 
made  by  another  to  believe,  say  and  do  things  he 
himself  would  not  ordinarily  do. 

In  the  age  of  encroaching  technolog)'  and  grow- 
ing community  pressure,  resulting  in  weakening  ego, 
decreased  self-esteem,  and  diminishing  personal 
responsibility,  these  unconscious  attacks  on  a person’s 
will  and  integrity  become  more  and  more  relevant.” 
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Amenorrhea  and  Corpus  Luteum  Persistens 


X EXHAUSTIVE  DISCUSSION  of  types  and 
causes  of  amenorrhea  is  not  the  aim  of  this 
paper.  However  a few  pertinent  remarks  a;e  in  order 
relative  to  the  cases  to  be  presented. 

Regarding  primary  amenorrhea,  it  has  been  stated, 
“If  amenorrliea  cannot  be  overcome  by  time,  proper 
hygiene,  diet,  hormones,  and  perhaps  some  psycho- 
therapy, the  last  treatment  that  can  be  applied  is 
roentgen  therapy. 

To  the  above  list  of  therapeutic  measures  should 
be  added  “ovarian  resection”.  Although  none  has 
been  rejwrted,  cases  of  primary  amenorrhea  from 
polycystic  ovaries  or  persistent  corpus  luteum  are 
conceivable. 

PSYCHOGENIC  AMENORRHEA 

To  Loeser,  for  instance,  has  been  attributed  the 
belief  that  emotional  shock  can  arrest  endometrial 
growth  in  the  post-ovulatory  phase.*  The  existence 
of  psychcgenic  shock-induced  “hypothalamic  amenor- 
rhea” is  not  doubted.  In  these  cases  are  usually 
found  endometrial  atrophy  and  ovaries  with  atretic 
follicles.^® 

Fluhmann*  states  that  psychogenic  amenorrhea 
may  be  due  to  luteinizing  hormone  deficiency,  and, 
further,  that  normal  amounts  of  follicle-stimulating 
hormone  are  present  with  a deficient  estrogen  pro- 
duction. Fletcher  and  BrowM  believe  that  a defi- 
ciency of  interstitial-cell-stimulating  hormone  would 
not  appear  to  be  the  usual  mechanism  in  secondary 
amenorrhea.  They  further  state  that  among  their 
cases,  there  was  no  correlation  between  gonadotropin 
excretion  and  clinical  features.  (One  case  out  of  18 
studied  had  persistent  lactation  associated  with  high 
gonadotropin  excretion.) 

Rakoff^*  implies  that  functional  amenorrhea  is 
due  to  a deepseated  psychoneurosis,  intensive  psycho- 
therapy is  necessary,  and  the  success  rate  is  “not  so 
great  as  might  be  desired.”  Rogers^"^  states  that  since 
menstrual  disorders  may  be  directly  associated  with 
unconscious  repudiation  of  femininity,  amenorrhea 
is  therefore  their  most  logical  form. 

Goldzieher  and  Goldzieher®  reported  two  cases  of 
psy  chogenic  amenorrhea  unresponsive  to  steriod  hor- 

From  the  Pratt  Clinic,  Fredericksburg. 


T.  STACY  LLOYD,  Jr.,  M.D. 

Fredericksburg,  Virginia 

m,;ne  administration.  In  both  cases  estrogen  tol- 
erance tests  showed  abnormal  estrogen  destruction. 

THERAPEUTIC  ASPECTS  OF  AIMENORRHEA 

Rothchild^*  states  that  in  patients  with  “functional 
amenorrhea”,  cortisone  has  been  used  with  some 
benefit  although  the  mechanism  is  not  clear.  DeCosta 
and  Abelman*  report  that  in  rabbits,  cortisone  has 
no  gonadotropic  properties  nor  does  it  block  gonado- 
tropin release. 

In  discussing  amenorrhea  and  sterility  associated 
with  endometrial  hyperplasia,  Wolfe^i  states  that 
ovarian  irradiation  probably  should  not  be  used 
until  all  other  methods  of  treatment  have  proved 
unsuccessful.  He  reports  three  such  cases  although 
surgery  of  the  ovary  was  not  used  in  any.  IsraeP^ 
deplores  low-dosage  ovarian  irradiation  altogether. 

According  to  Buxton,*  it  has  been  suggested  that 
ovarian  irradiation  is  beneficial  not  so  much  on 
account  of  “stimulation”  but  by  the  elimination  of 
some  inhibitory  substance.  He  further  states  that  this 
approach  is  “considered  by  many  to  be  inadvisable 
because  of  the  possibility  of  chromosomal  muta- 
tions.” Further,  in  hyperhcrmonal  amenorrhea, 
ovarian  resection  might  be  preferable  to  irradiation 
if  the  curative  effect  of  the  latter  is  due  to  decrease 
in  estrogen  production.*  However,  Novak  and  Novak^"* 
express  the  fear  that  improper  selection  of  cases 
for  such  therapy  might  set  the  practice  of  gynecology 
back  to  the  days  of  indiscriminate  “ovarian  whit- 
tling”. 

Regarding  hormonal  therapy,  Zondek  (according 
to  Grayi*’)  states  that  progesterone  given  to  a patient 
who  has  her  own  corpus  luteum  will  produce  either 
no  bleeding  or  bleeding  from  a progestational  endo- 
metrium. Out  of  Gray’s  31  amenorrheic  patients 
(ages  17-42)  treated  with  hormones,  only  8 were 
considered  improved  or  cured  and  5 of  these  also 
received  thyroid.  Gray  further  states  “if  an  increased 
level  of  progesterone  is  maintained  over  a period 
of  3 or  4 days  or  more,  a drop  in  the  level  will  be 
followed  by  withdrawal  bleeding  provided  there  is 
a moderately  subnormal  or  higher  level  of  estrogenic 
hormone  present.” 
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CORPUS  LUTEUM  PERSISTEXS 

In  78  cases  of  postpartal  amenorrhea,  HunP^  found 
no  instance  of  corpus  luteum  persistens  or  corpus  lu- 
teum  cyst.  He  postulated  that  in  some  cases,  at  least, 
marked  pituitary  depression  by  placental  gonado- 
tropins may  persist  into  the  postpartal  period. 

X'ovak  and  Novak^^  state  “the  cystic  distention 
of  a corpus  luteum  may  at  times  be  so  great  as  to 
interfere  with  its  normal  involution,  thus  forming  a 
corpus  luteum  persistens.”  Thus  may  be  produced 
temporary  amenorrhea  followed  by  prolonged  bleed- 
ing. Forman®  agrees,  and  further  states  a pseudo- 
decidua may  be  formed  from  increased  or  prolonged 
progesterone  output.  The  palpation  of  the  cystic 
ovary  may  lead  to  the  mistaken  diagnosis  of  ectopic 
pregnancy.  He  indicates  that  “corpus  luteum  cyst” 
and  “corpus  luteum  persistens”  are  synonymous 
terms. 

P'rank",  however,  differentiates  between  these  terms 
and  states  that  amenorrhea  may  last  for  years.  He 
also  states  that  persistent  or  excessive  Prolan  B 
production  can  lead  to  follicle  luteinization  and 
resultant  amenorrhea  without  endometrial  hyper- 
plasia; that  corpus  luteum  persistens  occasionally 
follows  pregnancy  and  may  be  associated  with  inter- 
mittent breast  secretion;  and  that  the  true  nature 
of  the  disorder  may  be  ascertained  on  endometrial 
biopsy.  He  advocates  a therapeutic  test  in  such 
cases:  the  administration  of  50-75  mg.  testosterone. 
He  does  admit  that  “in  chronic  amenorrhea  due  to 
persistent  corpus  luteum  cyst,  enucleation  of  the 
lutein  tissue  may  be  the  only  possible  cure.” 

I'luhmann®  states  that  the  probable  rarity  of 
corpus  luteum  persistens  leads  one  to  doubt  its  ex- 
istence. A false  diagnosis  might  arise  from  the 
superimposition  of  an  unrecognized  pregnancy  or 
an  amenorrhea  of  other  cause.  Confusion  might  also 
arise,  he  states,  from  ovulation  following  an  amenor- 
rheic  phase,  demanding  “careful  analysis  of  the 
criteria  which  distinguish  the  age  of  the  corpus.” 
He  mentions  the  possibility  of  experimental  produc- 
tion of  corpus  luteum  persistens  from  the  administra- 
tion of  chorionic  hormone. 

Case  #/.  S.  O.,  a 20  yr.  old  married  white  para 
l-O-O-l,  was  first  seen  in  consultation  August  25, 
1956,  because  of  sterility  and  amenorrhea  since  her 
deliver}-  on  larch  21,  1955.  At  that  time  she  had 
an  uneventful  low  forceps  delivery  of  a normal 
6 lb.  15  oz.  infant.  EDC  by  menses  had  been  Feb- 
ruan-  22,  1955.  Perusal  of  her  old  chart  showed 
the  postpartal  course  had  been  nonmorbid  and  un- 
complicated and  she  left  the  hospital  on  the  third 


postpartal  day.  On  April  13,  1955,  she  had  a D 
and  C for  excessive  bleeding  from  retained  secundines. 
(Hemoglobin  was  9.2  grams  and  1000  cc.  whole 
blood  was  given.)  Shock  was  not  present  during 


Fig.  1.  Case  Old  luteal  tissue  from  right  ovary. 
xlOO.  Enlarged  3 times. 


either  hospital  admission.  She  stated  she  had  noticed 
some  breast  smallness,  loss  of  libido  (due  to  cervical 
dyspareunia) , slight  hoarseness  and  cough.  Her 
mother  stated  that  the  patient  seemed  nervous  and 
had  “no  life”.  There  was  some  unruliness  of  her 
hair.  She  denied  cold  intolerance.  She  had  slight 
nonirritating  leukorrhea.  Review  of  systems  was 
otherwise  negative. 

Physical  examination : Weight  123  3/4  lb.  Blood 
ftressure  115/70.  Pulse  75.  EEXT — negative.  Fundi 
normal.  Diffuse  slight  thyroid  enlargement.  Chest 
normal.  Breasts  small,  normal  glandular  tissue. 
Xo  secretions.  Female  hair  distribution,  .\bdomen 
negative.  On  pelvic  examination,  the  uterus  was 
normal  in  shape,  size,  and  position.  Cervix  had  an 
old  laceration.  Vaginal  mucosa  did  not  appear 
atropliic.  .\dnexa  negative,  right  ovary  tender.  Cul- 
de-sac  negative.  X"o  cervical  mucous  crystals.  Hemo- 
globin 15  gms. 
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Clinical  course: 

Vi-Thyro,  one  capsule  a day,  was  prescribed.  In- 
structed to  take  stilbestrol,  1 mg.  per  day  for  21  days. 


September  IS,  1956.  Weight  122  1/4.  Cervical 

mucus  disclosed  crystal  forma- 
tion. Proluton  37.5  mg.  ad- 
ministered. 

October  6,  1956.  Weight  122  3/4.  No  menses. 

Instructed  to  take  stilbestrol 
5 mg.  per  day  for  21  days. 

October  27,  1956.  Weight  126  1/4.  Blood  pres- 
sure 120/70.  Proluton  50 
mg.  administered.  Cytomel  10 
meg.  daily  prescribed. 

November  24,  1956.  No  menses.  No  cervical  mu- 
cous crystals.  Weight  124  1/4. 
Blood  pressure  100/60.  No 
change  on  pelvic  examination. 
Instructed  to  take  no  further 
medication. 

January  21,  1957.  No  menses.  Operation;  D and 
C ; tracheloplasty ; appendec- 
tomy and  bilateral  ovarian 
wedge  resection.  The  left  ovary 
was  about  1/3  normal  size; 
the  right  about  1 /2  normal 
size,  containing  a 1 cm.  cyst  at 
the  proximal  pole.  The  pa- 
thologist reported  “secretory 
endometrium  and  corpus  lu- 
teum  cyst”. 

February  16,1957.  Weight  126  1/2.  No  menses. 

Bimanual  examination  nor- 
mal. No  cervical  mucous  crys- 
tals. Cervix  well-healed, 
sounded  with  difficulty.  Min- 
imal bleeding  after  sounding. 
Cavity  felt  dry  on  sounding. 
To  take  stilbestrol  5 mg.  daily 
and  return  in  3 weeks. 


June  25,  1957.  Did  not  return  as  instructed. 

Had  a normal  4 day  period  be- 
ginning March  1 and  again 
“in  early  April”.  On  examina- 
tion the  right  ovary  was  twice 
normal  size.  Uterus  in  mid- 
position, not  palpably  en- 
larged. No  cervical  mucous 
crystals. 

January  21,  1958.  Delivery  of  a normal  6 lb. 

infant.  The  mother  suffered 


an  intrapartal  hemorrhage  and 
was  given  500  cc.  whole  blood. 

Following  discharge  she  bled  at  home  and  was 
treated  with  Methergine  by  her  local  physician. 
She  was  last  seen  April  26,  1958,  normal  menses 
having  resumed. 

Case  #2.  K.D.,  a 21  year  old  unwed  colored  para 
l-O-O-l,  was  first  seen  October  12,  1957,  having  had 
amenorrhea  since  delivery  on  July  13,  1956.  She 
said  she  had  delivered  at  “10  months”  and  had  a 
6 lb.  8 oz.  stillborn  infant.  (Death  was  due  to  ten- 
torial tear  and  hemorrhage.)  Postpartal  course  had 
been  uneventful.  She  complained  of  feeling  tired. 
She  also  had  occasional  headaches,  insomnia  and 
constipation.  Weight  143  1/2.  Blood  pressure  126/ 
90.  Thyroid  not  palpable.  No  breast  secretions. 
The  uterus  was  anterior,  slightly  small.  Ovaries  were 


Fig.  2.  Case  #2.  Old  luteal  tissue  adjacent  to  cyst  lined 
with  granulosa  cells.  xlO.  Enlarged  3 times. 

small.  Cervix  clean,  no  mucous  crystals.  Proloid 
60  mg.  per  day  prescribed  and  cyclic  therapy  with 
stilbestrol-progesterone  started . 

November  2,  1957.  No  menses.  No  cervical  mu- 
cous cr\’stals.  Some  nausea 
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and  urinary  frequency.  Weight 
143  3/4.  Given  2 cc.  Cyclo- 
gesterin  intramuscularly  and 
De.xedrine  Spansules  15  mg. 

November  16,  1957.  No  menses.  Pelvis  same.  No 
cervical  mucous  crystals.  Wet 
smear  disclosed  Trichomonas 
vaginalis.  External  os  ste- 
notic. Cytomel  25  meg.  daily 
prescribed.  To  take  Enovid, 
one  tab.  daily  for  21  days. 

December  14,  1957.  Feels  fine.  No  menses.  No 
cervdeal  mucous  crystals. 
Weight  148.  Hemoglobin 
80%.  Pelvis  same.  To  take 
no  further  medication. 

January  16,  1958.  No  menses.  X-ray  of  sella 
turcica  normal.  Operation:  D 
and  C;  appendectomy;  ova- 
rian wedge  resection.  Cervix 
was  stenotic  and  dilated  with 
difficulty.  Endometrium  ap- 
peared grossly  normal.  The 
left  ovar}-  was  slightly  en- 
larged (not  detected  on  exam- 
ination at  time  of  D and  C) 
with  a thick  capsule  and  many 
small  cysts.  A blood-filled 
corpus  luteum  was  noted.  The 
right  ovary  was  smaller  than 
normal  and  sclerotic.  Wedging 
of  both  ovaries  performed. 
Old  luteal  fragments  noted  in 
the  right  ovary.  The  patholo- 
gist reported  bilateral  ovarian 
follicular  cysts,  a hemorrhagic 
corpus  luteum  cyst,  and  se- 
cretory endometrium. 

February  8,  1958.  No  menses.  Pelvis  normal. 

Cervical  mucus  bloody.  Cer- 
vix sounded  easily.  Weight 
158  1/4. 

March  29,  1958.  States  she  had  a 7 day  nor- 
mal flow  beginning  Februar}' 
19  and  a 5 day  normal  flow 
beginning  March  20.  Uterus 
slightly  hypertrophic  on  bi- 
manual examination.  Weight 
152  3/4.  Blood  pressure  122/ 
80. 

COMMENTS 

I'he  history  of  hemorrhage  on  Case  #1  makes  one 


think  of  Sheehan  s syndrome,  but  there  were  no 
stigmata  of  panhypopituitarism.  A few  earmarks  of 
h}pothyroidism  were  present,  however.  Even  lacking 
these  or  laboratory  evidence  of  thyroid  deficiency,  it 
is  desirable  to  employ  small  doses  of  thyroid  medi- 
cation empirically  in  cases  such  as  these. 

Case  #2  also  had  some  earmarks  of  thyroid  dys- 
function, especially  the  progressive  weight  gain.  It 
would  be  of  some  interest  to  have  had  tests  of  thyroid 
function  performed. 

It  would  also  have  been  enlightening  perhaps  to 
have  had  psychiatric  consultation  in  both  cases.  Case 
#1  usually  was  accompanied  by  her  mother  on  each 
visit.  This  in  itself  bespeaks  a possible  psychologic 
aspect  to  the  problem.  Case  #2  was  unwed  and  lost 


Fig.  3.  Case  #2.  Same  as  Fig.  2,  xlOO.  Enlarged  3 times. 


her  baby  in  a traumatic  deliver)-.  Thus  in  Case  #2 
we  are  aware  of  a potential  emotional  shock.  Unless 
the  bleeding  episode  in  Case  #1  produced  some 
marked  psychologic  trauma,  we  can  find  on  super- 
ficial inspection  no  such  factor. 

It  is  also  interesting  that  both  patients  had  10 
month  gestations  according  to  menstrual  history. 
This  is  probably  a coincidental  affair.  I am  not 
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aware  of  any  reports  on  the  relation  between  postdate 
labor  and  menstrual  disorders,  nor  have  I observed 
any  relationshi]). 

Although  Rakoff  dejdores  his  low  success  rate,  one 
might  well  feel  the  same  about  any  facet  of  medical 
practice.  It  may  be  that  in  manj-  cases  of  amenor- 
rhea resistant  to  psychotherapy,  anatomic  changes 
have  set  in  such  as  to  preclude  cure  by  conservative 
means,  where  earlier  attack  might  have  been  more 
fruitful.  Therefore,  failure  of  psychotherapy  to  pro- 
duce catamenia  need  not  imply  that  the  condition  did 
not  originate  in  an  emotional  upheaval.  Conversely 
the  simultaneous  occurrence  of  psychoneurosis  and 
amenorrhea  need  not  imply  a cause-and-effect  rela- 
tionship. A psychologic  aberration  may  coexist  with 
an  organic  lesion  (witness  the  failure  of  hypno- 
therapy in  a case  of  Stein-Leventhal  syndrome.^^) 

Since  cortisone  had  been  reported  to  have  no  stim- 
ulatory, mimicking,  or  inhibitory  relationship  to 
gonadotropins,  any  effect  it  might  have  on  a per- 
sistent corpus  luteum  would  })robably  be  by  virtue 
of  direct  action,  possildy  through  some  effect  on 
ovarian  connective  tissue. 

Regarding  a testosterone  therapeutic  test,  any  ben- 


Fig.  4.  Case  #2.  Secretory  endometrium,  x 100. 
Enlarged  3 times. 


efit  that  might  accrue  therefrom  would  also  pre- 
sumably be  liy  direct  action  since  the  pituitary  gon- 
adotropins would  be  already  inhibited  by  the 
ovarian  hormones.  In  any  case  there  would  be  no 
certainty  of  the  diagnosis  of  corpus  luteum  per- 
sistens  or  corpus  luteum  cyst  without  ovarian  biopsy. 
A presumptive  diagnosis  might  be  made,  however, 
on  endometrial  biopsy.  An  ovarian  cyst  accompany- 
ing amenorrhea  might  be  of  follicular  origin  and 
these  usually  regress  spontaneously  without  treat- 
ment. Then,  too,  the  use  of  medication  might  be 
of  psychological  value  in  cases  of  “hypothalamic 
amenorrhea’’. 

Ovarian  irradiation  might  conceivably  be  of  value 
for  a corpus  luteum  persistens  for  those  who  care 
to  use  this  approach.  This  or  ovarian  resection  prob- 
ably acts  by  destroying  the  source  of  progesterone, 
thus  disinhibiting  pituitary  gonadotropins  and  per- 
mitting reestablishment  of  the  pituitary-ovarian 
cycle.  On  the  other  hand  if  psychological  trauma  be 
the  prime  factor,  any  of  the  patient’s  “guilt”  feelings 
might  be  subconsciously  atoned  for  by  the  “punish- 
ment” of  surgery,  with  resumption  of  menses. 

Neither  corticoids,  testosterone,  nor  irradiation  was 
employed  in  the  cases  here  presented.  Estrogens, 
progesterone,  and  thyroid  were,  however,  given  ade- 
quate trials.  Gonadotropin  and  hormone  determina- 
tions were  not  done,  although  results  of  such  tests 
would  be  most  interesting. 

CONCLUSIONS 

In  cases  of  amenorrhea  refractory  to  conservative 
approaches,  it  would  be  well  to  keep  in  mind  the 
diagnosis  of  corpus  luteum  persistens  and  the  bene- 
fits obtainable  through  ovarian  resection.  In  ad- 
vocating such  for  hyperhormonal  amenorrhea,  Bux- 
ton might  well  have  included  such  a condition  as 
well  as  the  polycystic  ovary  syndrome.  Whatever 
the  origin  of  a persistent  corpus  luteum,  be  it  emo- 
tional, hormonal  or  mechanical,  the  ultimate  patho- 
logic changes  in  the  ovary  could  well  be  analogous 
to  those  of  the  Stein-Leventhal  syndrome — ^cyst 
formation,  capsule  thickening,  increased  pressure  in 
the  organ,  and  impaired  circulation. 

In  Case  #1,  both  ovaries  were  shrunken.  In  Case 
#2,  one  was  shrunken  and  the  other  slightly  enlarged, 
cystic,  and  thickened.  In  both  cases  the  adnexa  felt 
normal  on  bimanual  examination.  The  endocrine- 
pathologic  relationships  seem  fairly  obvious.  (See 
Chart) 

Since  the  corpus  luteum  produces  estrogen  as  well 
as  progesterone/  marked  atrophic  changes  in  the 
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PERSISTENT  CORPUS  1.UTEUM* 

I 

PERSISTENT  PROGESTERONE  PRODUCTION 

PERSISTENT  SECRETORY  < > PITUITARY  GONADOTROPIN- 

ENDOMETRIUM  INHIBITION 

I i 

AMENORRHEA  ■< ESTROGEN  -< DEFICIENT  OVARIAN 

DEFICIENCY  STIMULATION 

i 

SHRUNKEN  OVARIES 

*Southam  states  there  is  some  evidence  that  this  could 
occur,  but  suggests  that  most  of  the  time  the  chain  of 
events  would  be:  persistent  corpus  luteum ► per- 

sistent PROGESTERONE  PRODUCTION  ( Pseudo-pregnancy ) with 

a short  period  of  amenorrhea pituitary  inhibition 

► FAILURE  OF  CORPUS  LUTEUM ^ WITHDRAWAL  BLEED- 
ING. 

vaginal  mucosa  need  not  occur.  Assuming  the  scheme 
is  correct,  laboratory  tests  should  show  elevated  preg- 
nandiol excretion  and  diminished  gonadotropins. 
Further  laborator}"  investigation  of  this  entity  is  in 
order. 

The  syndrome  of  corpus  luteum  persistens  should 
embrace  the  following  factors : 

1.  Anovulation,  amenorrhea,  and  sterility. 

2.  Secretory  or  pseudodecidual  endometrium. 

3.  High  pregnanediol  and  low  gonadotropin  ex- 
cretion. 

4.  At  least  one  shrunken  ovary  (depending  on 
duration  of  amenorrhea). 

5.  Adnexal  mass  (sometimes). 

6.  Lack  of  response  to  cyclic  hormone  and  thy- 
roid therapy. 

7.  Lack  of  response  to  psychotherapy. 

8.  Possible  response  to  testosterone,  cortisone,  or 
x-ray. 

9.  Cure  from  ovarian  resection. 

To  this  list  might  be  added  the  finding  of  uterine 
hyp>erinvolution  or  atrophy  (as  in  case  #2).  Thus 
we  almost  have  a Chiari-Frommel  syndrome  (which 
is  not  a separate  entity,  according  to  Hunt),  lacking 
only  the  breast  secretion. 

It  is  concluded  that  the  syndrome  of  the  persistent 
corpus  luteum  is  not  so  rare  as  had  been  thought. 
The  cases  of  amenorrhea  resistant  to  psychotherapy, 
the  cases  amenable  to  treatment  by  ovarian  irradia- 
tion, the  so-called  Chiari-Frommel  syndrome  might 
all  have  begun  as  luteal  amenorrhea. 

In  the  early  stages  the  endometrium  should  be 
progestational.  With  persistent  gonadotropin  sup- 
pression and  luteal  aging,  an  irreversible  stage  of 
exhaustion  might  be  reached  where  atrophic  changes 
set  in  and  all  therapy  avails  naught. 


SUMMARY 

1 . Two  cases  of  amenorrhea  due  to  corpus  luteum 
persistens  are  presented,  both  cured  by  ovarian 
resection. 

2.  Some  aspects  of  the  origin  and  treatment  of 
amenorrhea  are  discussed. 

3.  A table  of  endocrine-pathologic  relationships 
is  presented. 

4.  The  clinico-pathologic  aspects  of  the  syndrome 
are  listed. 
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Low  Back  Pain 


VIRGIL  R.  MAY,  Jr.,  M.D. 
Richmond,  Virginia 


HE  PATIENT  with  low  back  pain,  with  or 
without  sciatic  pain,  has  always  been  a problem 
to  the  physician.  It  is  said  that  Hippocrates  is  be- 
lieved to  have  advised  the  use  of  the  hot  cauter}' 
in  the  treatment  of  patients  afflicted  with  such  com- 
plaints. The  use  of  his  method  probably  accom- 
plished two  purposes.  It  allowed  the  physician  to 
feel  that  he  was  doing  something  in  a difficult  situ- 
ation. Secondly,  it  terrified  the  patient  to  such  an 
extent  that  he  stayed  away  from  the  physician  and 
refrained  from  bothering  him  with  his  troublesome 
complaints.  The  physician  today  can  offer  the  patient 
suffering  from  such  complaints  more  effective  meth- 
ods of  treatment.^ 

The  anatomy  of  the  vertebral  column  involves 
practically  all  structures  of  the  human  body.  The 
spinal  column  is  an  indicator  of  muscle  bone  balance. 
The  comjjlex  interrelationship  of  muscle,  tendon, 
bone,  ligament,  joint,  nerve  and  blood  supply  is  a 
consideration  in  the  presence  of  abnormal  deviation 
and  curvature  of  the  spine.  The  human  spinal  col- 
umn is  the  central  axis  of  the  skeleton  and  is  situated 
in  midline  of  the  posterior  aspect  of  the  trunk.  It 
is  composed  of  thirty-three  vertebrae;  twenty-four  of 
which  are  true  or  movable  and  nine  false  or  fixed. 
The  lower  five  movable  are  the  lumbar  vertebrae. 
The  sacrum  is  composed  of  the  first  five  fixed  ver- 
tebrae and  the  coccyx  is  composed  of  the  remaining 
three  to  five  fixed  vertebrae.  The  vertebral  column 
functions  as  a pillar  of  support  for  the  trunk  and 
a case  for  the  protection  of  the  spinal  cord,  nerve 
roots  and  meninges.  Cephaled  it  supports  the  skull 
and  laterally  it  gives  attachments  to  the  ribs  which 
receive  some  weight  of  the  upper  limbs.  Caudad  it 
is  supported  by  the  pelvis  through  which  the  weight 
of  the  trunk  is  transmitted  to  the  lower  limbs.  All 
vertebrae  are  built  on  the  same  general  principle  but 
their  individual  structure  is  modified  according  to 
their  position.  The  typical  vertebra  is  composed  of 
a strong  body  in  front  which  carries  and  transmits 
weight.  The  body  is  the  most  fixed  part  of  the  ver- 
tebral column.  The  neural  arch  is  attached  behind 
and  encloses  the  spinal  cord. 

Strong  pads  of  intervertebral  discs  are  placed 
between  the  bodies  of  contiguous  vertebrae  and  the 
arches  are  connected  by  ligaments  and  tend  to  over- 


lap one  another.  The  arch  is  relatively  more  movable 
than  the  bodies.  The  neural  arch  has  spinous,  ar- 
ticular and  transverse  processes  as  well  as  laminae 
and  pedicles. 

The  most  striking  characteristic  of  the  complete 
column  when  viewed  as  a whole  is  the  presence  of 
curves.  There  are  two  sets  of  curves  in  the  vertebral 
column;  namely,  the  primary  or  accommodation 
curves  and  the  secondary  or  compensation  curves. 
In  the  saggital  plane  there  are  four  of  these.  There 
are  convex  forward  curves  in  the  cervical  and  lum- 
bar regions.  Concave  backward  curves  are  seen  in  the 
thoracic  and  sacral  zones.  The  thoracic  concave 
curve  is  primary  as  well  as  the  sacral  curve.  These 
primary  curv'es  are  for  the  accommodation  of  the 
thoracic  and  pelvic  viscera. 

The  secondary  curves  compensate  for  the  assump- 
tion of  the  upright  position.  Their  convexities  are 
directed  backward  and  develop  because  of  changes 
in  the  intervertebral  discs. 

The  lumbar  curve  lies  between  the  twelfth  dorsal 
vertebra  and  promontory  of  the  sacrum.  It  develops 
between  the  ninth  and  twelfth  post  natal  month  when 
the  child  begins  to  walk.’  When  the  normal  lumbar 
curve  becomes  acutely  lordotic,  that  is  the  angle 
between  the  fifth  lumbar  and  the  sacrum  is  abnor- 
mally acute,  a potentially  weak  back  results.  When 
the  convexity  of  this  lumbar  curve  is  lost  or  reversed 
into  a typical  flat  back,  a rounded  lumbar  back 
results  which  has  a tendency  for  develojmrent  of  low 
back  pain.^ 

Since  low  back  pain  is  only  a symptom  and  may 
result  from  such  a variety  of  causes,  each  patient 
presents  a problem  in  diagnosis.  The  etiology  of  low 
back  pain  with  or  without  sciatica  are  many.  A 
number  of  such  etiological  factors  may  be  listed  as 
follows:  (1)  gynecological  disturbances  such  as 
uterine  displacements  or  salpingitis;  (2)  urological 
disturbances;  (3)  faulty  posture;  (4)  herniated  nu- 
cleus pulposa;  (5)  psychogenic  factors;  (6)  trauma; 
(7)  fibrositis  and  myositis;  (8)  gastrointestinal  dis- 
turbances; (9)  muscular  imbalance;  (10)  obesity; 
(11)  spondylolisthesis;  (12)  use  of  appliances  over 
long  periods  of  time  prolonging  disability;  (13)  con- 
genital anomalies;  (14)  assymetrical  articulating 
facets  and;  (15)  sacroiliac  disturbances. 
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Time  does  not  permit  consideration  of  these  many 
factors  singularly.  However,  I shall  attempt  to  dis- 
cuss briefly  those  of  an  orthopaedic  basis.  Generally 
there  are  two  broad  classes  of  low  back  pain:  (1) 
those  which  occur  rapidly  as  the  result  of  an  injury 
or  excessive  stress  or  strain,  and  (2)  those  which 
come  on  insidiously  as  a result  of  faulty  mechanics, 
congenital  anomalies  and  progressive  pathological 
conditions.'* 

Probably  the  most  common  cause  of  low  back 
pain  is  the  simple  sprain  of  the  actual  joints  of  the 
vertebrae.  The  articulating  joints  of  the  vertebrae 
are  true  joints  in  that  they  are  enclosed  by  joint 
capsule  synovia  and  have  cartilagenous  articulations. 
These  can  be  sprained  just  as  any  other  joint  such 
as  the  wrist,  ankle  or  finger.  Quite  frequently  acute 
low  back  pain  is  due  to  involvement  of  the  soft 
tissue  structures  surrounding  and  supporting  the  ver- 
tebrae. This  type  of  pain  is  often  complained  of  in 
the  early  summer  when  too  vigorous  exercise  is 
indulged  in  after  months  of  inactivih’  during  winter 
and  early  spring.  It  is  seen  frequently  following 
digging  in  spring  gardens,  lifting  hea\w  weights  and 
striking  enthusiastically  at  a golf  ball.  ISIany  of 
these  individuals  after  the  initial  attack  will  in  a few 
minutes  recover  to  continue  carr}-ing  on  again.  Such 
patients  seek  medical  advice  the  following  day  when 
the  patient  states  he  was  so  stiff  and  painful  that 
he  had  to  roll  out  of  bed  and  crawl  on  his  hands 
and  knees  before  he  limbered  up  enough  to  enable 
himself  to  walk.  It  is  believed  that  in  the  interval 
between  the  initial  injury  and  arising  from  bed  the 
fascia,  ligamentous  structures  and  muscles  reacted 
through  contracting  and  edema,  thus  causing  the 
disability.  The  treatment  of  the  above  is  varied 
depending  upon  the  resources  at  hand.  As  a rule  bed 
rest  will  cure  the  patient  in  a few  days  supplemented 
by  local  application  of  heat  in  the  form  of  heating 
pads,  diathermy,  and  heat  lamps  and  analgesics. 
When  there  is  point  tenderness  present,  infiltration 
with  one  per  cent  Novocain  will  relieve  spasm  and 
pain. 

Compression  fractures  or  fractures  of  the  ar- 
ticulating pedicles  may  l)e  caused  by  very  slight 
injuries,  esi)ecially  in  elderly  people  whose  bones 
have  become  decalcified  because  of  improper  diet, 
senility  and  other  reasons.  Thus,  I emphasize  very 
stronglv  the  necessity  for  taking  x-rays  on  all  patients 
who  complain  of  low  back  pain  regardless  of  how 
trivial  the  injury  seemed  to  have  been. 

Congenital  anomalies  are  not  uncommon  in  the 
low  back  area  and  are  mostly  benign.  They  do  have 


a tendency  to  favor  an  unstable  back.  A person  may 
go  many  years  with  no  complaints  in  reference  to 
his  low  back  and  then  begin  having  progressive 
low  back  pain.  It  is  believed  that  the  most  frequent 
site  of  low  back  pain  is  in  relation  to  an  unstable 
lumbosacral  articulation.  In  the  most  stable  type 
of  joint  the  facets  face  laterally  and  medially.  In 
the  usual  anterior-posterior  roentgenogram  the  ob- 
seix'er  looks  through  the  facet  joint  space  \'isualizing 
the  articular  surface  between  the  facets.  An  infinite 
variety  of  facet  relationship  is  often  observed  to  the 
extremely  unstable  articulation  in  the  caphalad- 
caudal  type  of  facet  which  may  be  present  on  one 
or  both  sides  of  the  vertebral  column.  These  as  a 
rule  permit  an  undue  amount  of  motion  at  the  lumbo- 
sacral joints.  Frequently  associated  with  excessive 
mobility  is  posterior  displacement  of  the  fifth  lum- 
bar vertebra  on  the  sacrum.  The  ^'ulnerability  of  the 
intervertebral  foramina  by  its  alteration  in  size  and 
shape  through  the  mobility  of  the  intervertebral  discs 
and  articular  facets  has  been  excellently  expressed 
by  Danforth  and  Wilson.®  \Mien  there  is  narrowing 
of  the  disc  space,  subluxation  of  the  facet  joints 
occurs  which  causes  a narrowing  of  the  intervertebral 
foramen  of  the  spinal  neix'es.  Putti  for  many  3'ears 
has  maintained  that  sciatica  is  caused  frequently  by 
narrowdng  of  the  foramen  through  pathological  con- 
ditions of  the  intervertebral  articulations,  the  articu- 
lar facets."  The  back  of  such  mechanical  instability 
is  susceptible  to  stress  and  strain.  In  the  more  stable 
back  subject  to  the  same  stresses,  only  slight  symp- 
toms develop.  The  laminae  of  the  fifth  lumbar  or 
first  sacral  may  not  be  united  in  the  midline.  When 
the  defect  is  broad  with  protrusion  of  a sac  from  the 
spinal  canal  the  condition  is  a spina  bifida.  When 
the  defect  is  narrow  and  there  is  no  protruding  sac 
it  is  referred  to  as  a spina  bifida  occulta.  Many 
cases  of  back  pain  have  been  attributed  to  this 
condition.  Such  a defect  is  not  significant  except 
that  it  contributes  additional  weakness  when  other 
defects  are  present. 

The  normal  lumbosacral  angle  is  approximately 
thirty-five  degrees  with  the  horizontal  plane.  .\n 
acute  lumbosacral  angle  when  present  intensifies  any 
s}Tnptoms  present.  In  many  individuals  the  line  of 
relationship  is  actually  vertical  so  that  there  is  a 
shearing  strain  at  this  joint  or  a tendencv  for  the 
fifth  lumbar  vertebra  to  slide  domiward  and  forward 
off  the  sacral  platform.  Yon  Lackum  has  pK)inted 
out  that  if  the  angle  is  beyond  fifty  degrees  the 
stresses  placed  on  the  lumbosacral  joint  are  severe 
and  there  is  great  instability.®  The  center  of  gravity 
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of  the  trunk  is  represented  by  a vertical  line  through 
the  center  of  the  third  lumbar  vertebra.  When  the 
vertical  line  passes  as  much  as  half  inch  anterior 
to  the  sacrum  more  strain  is  placed  on  the  muscles 
and  ligaments  of  the  low  back  than  is  believed  to  be 
normal. 

Sacralization  of  the  transverse  processes  of  the  fifth 
lumbar  vertebra  is  often  seen.  These  may  be  uni- 
lateral or  bilateral.  According  to  HaggerL^  the  lum- 
bosacral facets  are  usually  rudimentary  in  this  con- 
dition and  thus  an  unstable  back  may  be  present. 
The  fifth  lumbar  or  first  sacral  vertebra  may  be 
affected.  There  may  be  union  of  the  wing  of  the 
transitional  vertebra  to  the  sacral  wing  on  one  or 
both  sides.  Even  when  the  transitional  vertebra  is 
sufficiently  fused  to  the  sacrum  to  prevent  motion 
symptoms  may  still  arise  from  the  lumbosacral  area. 
The  transitional  vertebra  tends  to  occupy  a position 
normally  occupied  by  the  first  sacral  vertebra  and 
its  superior  surface  may  be  sharply  inclined  from 
the  horizontal.  The  joint  between  the  transitional 
vertebra  and  the  next  lumbar  vertebra  is  subject  to 
the  same  mechanical  weaknesses  as  usually  affect 
the  lumbosacral  joint. 

Another  mechanical  fault  observed  in  the  lumbo- 
sacral joint  is  spondylolisthesis.  In  this  condition 
failure  of  a bone  fusion  due  to  a defect  in  the  pedicles 
of  the  involved  vertebrae  is  present.  In  other  words 
the  upright  shearing  force  of  man  causes  a gravi- 
tational slipping  forward  of  usually  the  fifth  lumbar 
vertebra  on  the  sacrum.  Although  attacks  of  severe 
pain  may  be  due  to  increased  displacement,  most 
of  them  are  due  to  the  strain  placed  on  the  soft 
tissues. 

Lack  of  stability  rather  than  the  presence  of  dis- 
placement is  the  cause  of  symptoms.  The  term  pre- 
spondylolisthesis refers  to  an  obvious  failure  of  bone 
continuity  in  the  posterior  elements  but  without  any 
forward  displacement  on  the  sacrum. 

Over  the  past  ten  years  one  of  the  more  common 
causes  of  mechanical  derangement  which  has  been 
observed  causing  sciatica  has  been  posterior  pro- 
trusion of  the  lumbar  intervertebral  discs.  The  inter- 
vertebral space  is  composed  of  three  main  elements, 
the  nucleus  pulposa,  the  annulus  fibrosus  and  upper 
and  lower  hyaline  plate.  The  normal  discs  act  as 
a cushion  for  the  central  nervous  system  from  the 
shocks  of  daily  activity.  It  serves  to  transmit  weight 
of  the  trunk  from  one  vertebra  to  another  and  it  also 
permits  mobility  of  the  spine.  The  nucleus  pulposa 
is  a centrally  placed  amorphous  mass.  In  the  young 
and  middle  aged  it  is  believed  to  be  under  consid- 


erable tension.  In  old  age  it  loses  its  compressibility 
and  resiliency  and  becomes  less  differentiated  from 
the  annulus  fibrosus.  Tw'o  possible  explanations  for 
the  presence  of  these  protrusions  have  been  postu- 
lated. They  may  be  due  to  sudden  rupture  of  the 
annulus  fibrosus  as  the  result  of  raising  the  internal 
disc  pressure  above  the  breaking  point  of  the  an- 
nulus fibrosus.  Another  explanation  is  that  degen- 
eration occurs  in  the  annulus  fibrosa  and  even  the 
disc  itself  as  a result  of  wear  and  tear  of  ordinary 
use.  Through  a small  fissure  there  may  be  a slow 
gradual  extrusion  of  the  mass  or  a sudden  one  which 
can  be  precipitated  by  mild  trauma.  In  the  former 
there  are  recurring  episodes  of  low  back  ache  over 
many  years  before  the  extruded  mass  produces  an 
attack  of  sciatica.^®  It  is  my  opinion  that  there  is 
degeneration  present  and  that  herniation  is  hastened 
or  precipitated  by  mild  trauma.  I believe  that  de- 
generaticn  of  the  annulus  is  encouraged  by  insta- 
bility of  the  supporting  structures  of  the  vertebral 
column.  When  the  nucleus  is  removed  and  no  fusion 
is  done,  narrowing  of  the  joint  space  occurs  and  this 
enhances  the  possibility  of  pressure  on  the  nerve 
roots  as  the  foraminae  narrow  from  subluxation  of 
the  facet  joints.  If  the  patient  should  come  to  sur- 
gery because  of  a herniated  disc  as  a rule  a fusion 
should  be  carefully  considered  at  the  same  time. 

We  see  many  severe  injuries  of  the  back  sufficiently 
severe  to  cause  a break  in  continuity  of  the  tissues 
but  the  vertebra  is  fractured  and  the  patient  has  no 
disc  syndrome.  Saunders  and  Inman^^  in  their  studies 
reveal  that  the  annulus  does  take  part  in  the  degen- 
eration and  becomes  so  thin  as  to  be  unable  to  retain 
the  nucleus  even  under  normal  stress. 

Hauser^^  postulated  the  cause  of  back  pain  to 
functional  decompensation  which  is  dependent  upon 
all  factors  which  increase  the  load  or  decrease  the 
strength.  Overweight  or  carrying  excessive  burdens 
would  be  causative  factors.  Debilitating  diseases, 
poor  hygienic  conditions  and  lack  of  exercise  would 
be  contributing  factors  in  a functional  decompensa- 
tion. The  combination  of  increased  load  and  de- 
creased strength  would  make  decompensation  come 
on  more  rapidly. 

The  great  majority  of  all  patients  with  low  back 
pain  with  or  without  sciatica  are  treated  conserva- 
tively and  I believe  surgery  should  be  resorted  to 
only  in  those  cases  who  have  recurrent  attacks  so 
often  as  not  to  make  continuation  of  conservative 
therapy  a sound  approach.  Surgery  should  also  be 
resorted  to  in  those  cases  who  fail  to  respond  to 
conservative  treatment. 
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Conservative  plans  have  been  advocated  and  writ- 
ten about  by  Henry, Breck  and  Bascom^*  and  others. 
This  plan  of  treatment  is  directed  toward  relief  of 
pain,  relaxation  of  muscle  spasm,  regression  of 
inflammation,  correction  of  the  deformity  and  to 
return  the  patient  to  useful  activity. 

The  treatment  varies  as  to  whether  or  not  the 
back  ache  is  acute,  recurrent  or  chronic.  The  acute 
severe  cases  are  treated  best  by  bed  rest  preferably 
in  a hospital  with  the  back  rest  raised  to  forty- 
five  degrees  and  knee  rest  about  the  same.  This 
fle.xed  position  is  maintained  even  if  the  patient 
lies  on  his  side.  He  is  advised  not  to  lie  flat  in  bed 
either  on  his  back  or  face  except  when  the  bed  is 
lowered  to  allow  diathermy  or  other  heat  therapy 
three  to  four  times  daily.  The  heat  helps  control 
spasm.  Massage  may  also  be  given  to  alleviate  pain 
and  spasm.  Narcotic  drugs  may  be  required  in  the 
severe  cases  but  salicylates  are  generally  used.  Tol- 
serol  is  used  to  help  relieve  spasm.  The  dose  is  .1 
gram  ever}’  four  hours. 

As  soon  as  it  is  feasible,  in  four  to  five  days 
depending  upon  how  the  patient  feels,  flexion  exer- 
cises are  given.  These  consist  of  lying  flat  and  (a) 
pulling  the  head  and  neck  forward;  (b)  with  the 
knees  flexed,  pushing  upward  on  the  pelvis  and  (c) 
attempting  to  flex  both  knees  up  over  his  abdomen. 
The  patient  does  each  of  these  exercises  about  five 
times  for  three  periods  daily  following  heat  therapy. 
After  ten  days  to  two  weeks  at  bed  rest,  depending 
upon  how  the  patient  feels  at  that  time,  a flexion  body 
cast  or  a canvas  support  with  stays  is  applied  in  a 
position  to  maintain  a flat  back.  The  support  should 
be  long  enough  to  cover  several  vertebrae  beyond  the 
lumbar  vertebrae.  The  flexion  cast  is  worn  from  six 
to  eight  weeks  as  well  as  the  canvas  support.  The 
same  exercises  are  carried  out  with  the  cast  on  as 
far  as  mobility  will  allow,  .\ncther  exercise  is  pre- 
scribed after  the  cast  is  removed  or  if  a canvas 
support  is  worn  which  can  be  removed  when  exer- 
cises are  taken.  The  last  exercise  prescribed  is  one 
in  wliich  the  patient  stands  against  the  wall  and 
rolls  his  pelvis  upward  in  order  to  flatten  his  back. 
These  e.xercises  are  prescribed  in  order  to  tone  up 
the  muscles  of  support  and  to  teach  the  patient  to 
maintain  his  lower  vertebrae  in  physiological  bal- 
ance. Other  important  instructions  given  the  patient 
are: 

1.  Never  sleep  on  your  abdomen.  Sleep  on  your 
side  with  knees  drawn  up. 

2.  Never  bend  backward  or  reach  up  overhead 
backward. 


3.  Never  lift  loads  in  front  of  you  above  ycur 
waistline. 

4.  Sit  with  the  pelvis  rotated  forward  in  a slightly 
“slumped”  position. 

5.  When  possible,  elevate  the  knees  higher  than 
the  hips  when  sitting. 

6.  Avoid  standing  as  much  as  possible. 

7.  Avoid  high  heels  as  much  as  possible. 

If  flexion  treatment  fails  and  there  is  evidence  of 
low  back  instability,  then  a fusion  of  the  spine  in 
flexion  should  be  performed  to  maintain  the  normal 
relationship  of  the  lower  lumbar  vertebrae.  To  ac- 
complish this  after  a disc  is  removed,  if  it  were 
present,  a bone  block  is  snugly  mortised  between  the 
fifth  spinous  process  and  the  sacrum  or  between  the 
fourth  spinous  process  and  the  sacrum,  with  the 
joint  flexed  so  as  to  reduce  subluxation  of  the  arti- 
cular facets.  The  facet  joints  are  pegged  with  small 
bone  grafts  and  bone  chips  are  laid  beside  the  bone 
block.  This  allows  the  facets  to  be  in  normal  rela- 
tionship and  the  nerve  root  foramina  to  be  opened 
so  as  to  allow  adequate  room  for  the  traversing 
nerve  root.  The  patient  remains  in  the  hospital  for 
fourteen  days  following  surgery  and  then  a flexion 
cast  is  applied  which  is  worn  for  eight  to  nine  weeks. 
After  this,  exercises  are  given  to  tone  up  muscle 
balance. 

I have  net  mentioned  the  arthritides  or  infectious 
diseases  or  malignant  diseases  which  may  affect  the 
low  back  as  they  are  distinct  problems  in  themselves 
and  require  approaches  in  diagnosis  and  therapy 
much  too  lengthy  to  discuss  at  this  time.  I have  at- 
tempted to  present  some  of  the  more  common  causes 
of  low  back  pain  which  I believe  are  due  to  insta- 
bilities of  the  vertebral  column  in  the  lumbosacral 
area.  Patients  with  such  complaints  can  be  treated 
successfully  by  the  general  practitioner  through  the 
conservative  measures  which  have  been  described. 
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Diabetic  Blindness 


Blindness  as  a complication  of  long-term  diabetes 
may  be  prevented  by  early  detection  and  adequate 
control  of  the  disease,  a new  study  has  suggested. 
The  study,  conducted  at  Joslin  Clinic,  Boston  dia- 
betes detection  center,  lends  support  to  the  “growing 
conviction”  that  complications  of  long-term  diabetes 
are  related  to  the  degree  of  control  maintained  over 
the  years. 

Writing  in  the  February  28  Journal  of  the  Amer- 
ican Medical  Association,  Drs.  Howard  F.  Root, 
Stanley  Mirsky  and  Jorn  Ditzel  said  the  prevalence 
of  blindness  due  to  diabetes  has  been  rising  as  more 
persons  survive  diabetes  for  long  periods. 

Diabetes  appears  to  seriously  disturb  the  body’s 
whole  metabolism  (the  physical  and  chemical  changes 
in  the  body).  This  disturbance  apparently  plays  a 
role  in  the  development  of  a degenerative  eye  con- 
dition known  as  proliferative  retinopathy  in  which 
there  are  changes  in  the  retina  and  blood  vessels. 
It  may  lead  to  blindness. 

The  doctors  studied  the  records  of  847  persons 
who  developed  proliferative  retinopathy  during  the 
last  30  years.  They  found  that  none  of  the  patients 
had  good  control  of  diabetes  through  diet  or  insulin 
therapy  from  the  onset  of  the  disease.  All  had  severe 
diabetes  of  long  duration,  usually  beginning  at  a 
relatively  early  age. 

However,  many  other  patients  are  known  to  have 
survived  diabetes  with  onset  in  childhood  for  periods 
of  20  to  30  years  without  any  evidence  of  retinopathy 


when  their  diabetic  treatment  had  been  adequate. 

The  authors  feel  that  proliferative  retinopathy 
can  be  prevented  and  postponed  by  early  diagnosis 
and  continuous  control.  Physicians  are  “obligated 
to  plan  treatment  and  supervise  management  in  such 
a way  as  to  provide  the  best  control  attainable  at  the 
present  time.  . . .” 

The  study  showed : 

— That  the  847  patients  had  diabetes  from  an 
average  of  17  years  before  developing  proliferative 
retinopathy. 

— That  nearly  half  of  them  had  diabetes  before 
they  were  20  years  old  and  the  rest  before  the  age 
of  40.  Most  of  them  had  difficulty  in  controlling 
the  disease. 

— That  among  the  last  206  consecutive  cases  there 
was  no  case  of  blindness  in  a patient  under  20  years 
of  age,  but  that  25  per  cent  of  those  over  20  were 
blind. 

In  summary,  three  factors  appeared  to  influence 
the  development  of  retinopathy  in  diabetics.  They 
are:  long  duration  of  the  ailment;  the  inability  to 
maintain  adequate  control  over  the  disease,  and 
most  importantly,  the  early  age  of  onset.  Generally 
when  diabetes  begins  early,  it  is  severe,  whereas 
diabetes  developing  late  in  life  is  generally  mild. 
Thus  early  diagnosis  and  continuous  control  of 
diabetes  is  of  “maximum  importance  in  postponing 
and  preventing”  proliferative  retinopathy. 
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Rupture  of  the  Duodenum 

Discussion  and  Case  Reports 


O UPTURE  of  the  duodenum  is  a relatively  rare 
occurrence.  The  area  of  “blowout"’  usually  occurs 
along  the  posterior  wall  of  the  second  or  third  por- 
tion of  the  duodenum-,  and  because  of  its  retroperi- 
toneal position,  egress  of  air  into  the  free  peritoneal 
cavity  is  prevented.  This  means  that  the  usual, 
reliable  sign  of  air  meniscus  under  the  diaphragm 
in  the  upright  abdominal  x-ray  is  absent.  Rupture 
is  always  associated  with  blunt  trauma  and  in  par- 
ticular with  steering  wheel  injuries.  Rothchild  and 
Hinshaw*  emphasized  the  finding  of  retroperitoneal 
gas  bubbles  on  roentgenograms  without  actual  free 
air  being  present.  However,  there  are  no  other  spe- 
cific tests  presently  available  to  establish  the  diag- 
nosis other  than  clinical  judgment  and  a high  index 
of  suspicion.  It  seems  important,  therefore,  to  em- 
phasize those  clinical  findings  which  help  the  sur- 
geon to  make  a correct  preoperative  diagnosis.  This 
is  necessary  not  only  for  satisfaction  of  professional 
ego,  but  also  to  save  the  patient's  life.  The  mor- 
tality rate  of  undiagnosed  or  late  treatment  cases 
is  high,  and  ranges  from  thirty  to  fifty  per  cent.®-®-® 
It  should  be  pointed  out  however,  that  since  1952 
this  mortality  has  progressively  diminished  as  a re- 
sult of  increasing  surgical  skill  and  diagnosis.  Em- 
phasis must  now  be  placed  on  lowering  of  morbidity 
by  still  earlier  diagnosis  and  laparotomy.  Two  case 
reiwrts  follow  in  which  in  the  first,  a correct,  early 
diagnosis  was  made  and  laparotomy  performed  with 
good  results.  In  the  second  case  there  was  a delay 
in  diagnosis  and  laparotomy  resulting  in  prolonged 
duodenal  drainage  of  a fistula,  extended  morbidity 
and  hospitalization. 

Case  I — M.  M.  age  45 — steering  wheel  injury 
following  a truck  accident  on  11/3/58. 

Physical  examination  on  admission  revealed  an 
ashen  gray,  white  male  suffering  from  extreme  ab- 
dominal pain.  E.xamination  of  the  heart  and  lungs 
was  within  normal  limits,  .\bdominal  examination 
revealed  diffuse  rigidity  without  localized  rebound. 
Xo  masses  were  palpated.  The  remainder  of  the  phys- 
ical examination  was  within  normal  limits.  Blood 
pressure  was  140/60.  Chest  x-ray,  flat  and  upright, 
of  the  abdomen  on  admission  revealed  no  evidence 
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of  fractured  ribs  or  intrathoracic  injury.  There  was 
no  free  air  present  within  the  peritoneum. 

Laboratory  studies  revealed  hematocrit  of  42 
white  count  9,000  with  normal  differential.  Uri- 
nalysis revealed  clear  urine,  specific  gravity  1015, 
with  no  red  cells  present. 

It  was  felt  because  of  the  patient’s  essentially 
stable  condition,  that  is  normal  blood  pressure,  nor- 
mal hematocrit,  and  no  x-ray  evidence  of  perforated 
viscus,  that  he  should  be  followed  and  watched  care- 
fully for  evidence  of  intraperitoneal  bleeding  with 
a recheck  of  the  hematocrit  at  frequent  intervals  and 
careful  observation  to  rule  out  splenic  damage.  The 
patient  was  accordingly  catheterized  and  placed  on 
heavy  doses  of  sedation.  Because  of  extreme  pain 
the  sedation  dose  was  increased  several  times.  Re- 
peat hematocrit  did  not  reveal  loss  of  blood  and 
blood  pressure  remained  within  normal  limits 
throughout  the  hospitalization. 

However,  because  of  muscular  rigidity  and  in- 
creasing abdominal  symptoms  it  was  felt  that  the 
possibility  of  intra-abdominal  organ  damage  or  blind 
retroperitoneal  duodenal  rupture  was  a good  pos- 
sibility and  exploratory  laparotomy  was  advised. 

\l  the  time  of  operation  a left  paramedian  in- 
cision was  made  and  generalized  exploration  of  the 
abdomen  initially  did  not  reveal  evidence  of  pa- 
tliolog}-.  There  was  no  blood  present  within  the 
peritoneum,  the  spleen  and  liver  appeared  normal. 
Following  this  the  transverse  colon  and  omentum 
were  elevated  and  retroperitoneal  area  was  inspected. 
It  became  immediately  apparent  that  gas  bubbles 
were  present,  trapped  in  the  retroperitoneal  area,  and 
the  diagnosis  of  perforated  viscus  was  established. 
.\ccordingly,  the  duodenum  was  mobilized  by  the 
method  of  Kocher,  and  in  the  region  of  the  second 
and  third  duodenum  on  the  posterior  wall  in  the 
retroperitoneal  area  a long  3 cm.  tear  was  found 
to  be  present.  This  was  closed  using  interrupted 
inverting  sutures  in  two  layers.  Care  was  used  not 
to  stenose  the  duodenum  in  this  region.  The  area  was 
copiously  irrigated  with  warm  saline  and  a long 
Penrose  drain  placed  down  to  the  region  of  the  rup- 
ture. -An  incidental  appendectomy  was  performed. 
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The  past-operative  course  was  satisfactory.  A 
long  tube  was  placed  through  the  pylorus  and  suc- 
tion was  used  for  forty-eight  hours  in  order  to  de- 
compress the  duodenum  and  prevent  profound  ileus. 
Large  doses  of  penicillin  and  streptomycin  were 
given,  and  the  tube  was  removed  as  soon  as  active 
peristalsis  could  be  ascertained.  The  patient  did 
well,  had  a per  primam  healing  of  the  wound,  and 
was  discharged  on  the  tenth  postoperative  day. 

Case  II — V.  K. — Age  40 — White  Female — This 
patient  was  admitted  on  10/21/58  following  an  auto- 
mobile accident  in  which  her  upper  abdomen  and 
chest  were  struck  by  the  steering  wheel.  Patient 
was  admitted  in  a semi-conscious  state  and  with 
exquisite  abdominal  pain.  Initial  laboratory  studies 
at  the  time  of  admission,  except  for  an  elevated  white 
count  of  10,000,  were  within  normal  limits.  Hema- 
tocrit was  normal.  Blood  pressure  was  stable  for 
the  first  four  hours. 

Chest  x-rays,  flat  and  upright  of  the  abdomen  were 
obtained  at  the  time  of  admission  and  there  was  no 
free  air  present  in  the  peritoneal  cavity.  Chest  x-ray 
was  within  normal  limits. 

.•\bdominal  examination  revealed  some  rigidity, 
however,  the  rigidity  was  not  compatible  with  the 
degree  of  abdominal  j)ain.  It  was  felt  that  this 
patient  should  be  observed,  followed  carefully  with 
hematocrits,  repeat  blood  pressure  determinations, 
etc.  Accordingly,  the  patient  was  given  intravenous 
fluids,  kept  off  all  food  by  mouth  and  followed  for 
twenty-four  hours.  It  became  apparent  at  the  end 
of  that  time  that  laparotomy  would  be  necessary 
because  of  increasing  pain,  elevation  of  the  white 
count  and  evidence  of  intraperitoneal  soilage. 

Laparotomy  was  performed  and  large  amounts  of 
small  bowel  contents  were  aspirated.  It  was  not 
possible  in  view  of  the  extensive  peritonitis  to  do  a 
definitive  operation  at  this  time.  However,  a large 
drain  was  placed  in  the  region  of  the  duodenum  and 
first  portion  of  the  jejunum.  Post-operatively  the 
patient  did  extremely  poorly,  was  maintained  on 
i.v.  fluids  and  had  continuous  sump-drainage  of 
small  bowel  contents.  On  12/18/58  a second  opera- 
tion was  performed  in  an  attempt  to  close  the  obvious 
small  bowel  fistula.  At  this  laparotomy  a tear  was 
found  at  the  duodenojejunal  angle  from  which  large 
amounts  of  small  bowel  contents  were  freely  exuding. 

Closure  of  this  lesion  was  performed,  and  the 
area  was  again  drained.  The  patient,  however,  ex- 
pired on  12/19/58. 

.A  post-mortem  examination  revealed  hemorrhages 
in  both  adrenals,  and  diffuse  peritonitis. 


It  seems  obvious  that  this  death  was  preventable 
had  the  diagnosis  been  strongly  suspected.  This 
case  emphasizes  the  point  that  an  exploratory  lapa- 
rotomy should  be  performed  at  an  early  time  follow- 
ing blunt  trauma  to  the  abdomen  or  chest  where 
there  is  suspicion  of  small  bowel  or  duodenal  rupture. 

A comparison  of  the  course  of  these  two  patients 
classically  demonstrates  the  need  for  early  lapa- 
rotomy in  all  suspected  cases  of  ruptured  duodenum. 
The  following  points  of  emphasis  are  made  to  aid  the 
surgeon  in  this  diagnosis: 

1.  History  of  blunt  trauma  to  the  abdomen — 
usually  a steering  wheel  injury. 

2.  Severe  abdominal  pain  with  muscular  rigidity 
and  absence  of  localized  rebound.  Progressive 
muscle  guarding  and  pain  with  occasional  ra- 
diation to  the  back  or  region  of  the  testicles. 

8.  .Absence  of  free  air  under  the  diaphragm  but 
with  the  possibility  of  retroperitoneal  gas 
bubbles  on  close  inspection  of  the  roentgeno- 
grams. 

4.  Initial  laboratory  studies  showing  normal 
hematocrit  and  red  cell  count  with  elevated 
white  count.  The  hematocrit  remains  roughly 
normal  on  repeat  studies,  however,  the  white 
cell  count  becomes  progressively  elevated. 

5.  Relatively  stable  blood  pressure  throughout. 

In  a small  group  of  patients  there  may  be  a symp- 
tom free  period  lasting  for  several  hours. ^ Usually, 
however,  the  patient  presents  witli  severe  abdominal 
pain  which  becomes  progressively  worse  and  which 
radiates  through  to  the  back.  Testicular  pain  and 
occasionally  priapism  occur — possibl}-  due  to  retro- 
peritoneal sympathetic  nerve  irritation.’  .Although 
the  patient  may  appear  ashen,  the  blood  pressure, 
hematocrit  and  red  cell  count  rarely  change  unless 
there  is  associated  damage  to  other  organs  such  as 
spleen,  liver  or  kidney. 

SURGICAL  TREATMENT 

Once  the  diagnosis  is  suspected  an  early  lapa- 
rotomy is  mandatory.  There  is  no  place  for  a primary 
treatment  with  intubation,  antibiotics  and  hopeful 
waiting.  This  approach  will  result  only  in  a duo- 
denal fistula,  with  or  without  pancreatitis  and  late 
fistulalization  and  will  require  delayed  drainage  of 
the  fistula.  prolonged  hospitalization,  loss  of  elec- 
trolytes and  difficult  parenteral  fluid  prolflems,  not 
to  mention  the  untold  loss  of  time  and  misery  to  the 
patient,  make  a so-called  “conservative”  non-opera- 
tive” approach  contraindicated.  Laparotomy  should 
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be  performed  with  a general  exploration  of  the 
abdomen.  Usually,  no  immediate  pathology  will  be 
apparent.  The  greater  omentum  and  transverse  colon 
must  then  be  lifted  and  the  retroperitoneal  area 
inspected.  At  this  time  the  diagnosis  can  quickly  be 
made  by  the  finding  of  retroperitoneal  air  bubbles. 
Treatment  now  must  consist  of : 

1.  Mobilization  of  the  duodenum  and  exposure 
of  the  area  of  rupture. 

2.  Primar}-  closure  of  the  area  of  rupture  with 
careful  trimming  of  the  edematous  edges  of 
the  area.  Interrupted  sutures  seem  to  give  the 
best  closure  and  care  must  be  taken  not  to 
stenose  this  region  of  the  duodenum. 

3.  Careful  inspection  of  the  jiancreatic  bed  for 
evidence  of  pancreatic  extravasation. 


4.  Saline  irrigation  of  the  retroperitoneal  area, 
and  closure  of  the  abdomen  with  care  to  leave 
a large  Penrose  drain  down  to  the  rupture 
site. 

5.  Passage  of  a Levin  tube  or  double  lumen  tube 
through  the  pylorus  for  constant  forty-eight 
hour  suction.  This  affords  complete  duodenal 
decompression,  prevents  profound  ileus  and 
also  obviates  the  problem  of  tension  at  the 
suture  line. 

Complications  following  closure  include  extensive 
cellulitis  of  the  retroperitoneal  area  and  peritonitis. 
Subhepatic  al>scess  and  subphrenic  abscess,  wound 
infections,  and  duodenal  stenosis  are  all  rare  late 
complications. 


Figure  I.  A & B 

Showing  Hat  and  upright  x-rays  of  the  abdomen  but  do  not  reveal  evidence  of  free  air 
under  the  diaphragm  or  blunting  of  the  psoas  shadow. 


Retroperitoneal  Rupture  of  Duodenu.m 
Cases  reported  since  1952  emphasizing 
type  of  accident  and  early  clinical  findings 


Age 

Type  Injury 

Presenting  Sympto.ms 

Lesion  Location 

Associated  Lesions 

Author  and  Year 

31M 

Steering  Wheel — 

Delayed  abd.  Pain  due 

Duodeno-jejeunal 

Colles  Fracture 

Keith  et  al. 

tJ  unconsciousness 

angle 

(4)  1954 

23M 

Steering  Wheel — 

S vere  abd.  Pain 

3rd  Portion  of 

None 

Keith  et  al. 

Duodenum 

(4)  1954 

26M 

Steering  Wheel — 

S vere  abd.  Pain 

2nd  Duodenum 

None 

Pirkle  (7)  1953 

49M 

Abdomen  struck — 

Increasing  abd.  pain 

2nd  Duodenum 

None 

Rothchild  et  al. 

by  lunging  horse — 

(8)  1956 

39M 

Truck  Accident — 

Severe  abd.  Pain 

2nd  Duodenum 

Injury  head  of 

Strode  et  al. 

Pancreas 

(10)  1955 

13M 

Fall  with  inj. 

Increasing  abd.  pain 

3rd  Duodenum 

None 

Strode  et  al. 

against  curb 

(10)  1955 

45M 

Steering  Wheel — 

Severe  abd.  pain 

2nd  Duodenum 

None 

de  Niord  1958 

40F 

Steering  Wheel — 

Sev'ere  abd.  pain 

Duodeno-jejeunal 

angle 

None 

de  Niord  1958 
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SUMMARY 

1.  Rupture  of  the  duodenum  is  discussed.  A blunt 
trauma  of  steering  wheel  injuries  is  a most 
historical  point. 

2.  Early  diagnosis  is  difficult  because  of  the 
absence  of  the  usual  free  air  meniscus  or  roent- 
genogram. Five  important  clinical  and  lab- 
oratory findings  are  emphasized. 

d.  Early  laparotomy  is  urged  where  rupture  is 
suspected  because  of  the  high  mortality  at- 
tendant with  the  so-called  “Conservative”  non- 
operative approach. 

4.  Techniques  of  operative  procedure  are  briefly 
discussed. 

5.  Two  cases  are  presented. 
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Heart  Fund  Campaign 


Incomplete  returns  on  the  Heart  Fund  Campaign 
conducted  in  Virginia  during  the  month  of  February 
show  a total  of  $223,556  in  contributions,  Maj. 
Gen.  John  T.  Sprague,  Waverly,  1959  Heart  Fund 
Campaign  Chairman,  has  announced.  This  total  is 
$10,875  ahead  of  the  $212,681  contributed  as  of  the 
same  time  last  year. 

The  association  finances  research  projects  and 
medical  education  fellowships  at  the  Medical  Col- 
lege of  Virginia  and  the  University  of  Virginia  School 
of  Medicine.  Also,  it  joins  with  the  American  Heart 
Association  in  sponsoring  research  at  other  institu- 
tions throughout  the  United  States. 

Virginia  Heart  and  several  of  its  chapters  have 
given  oxygen  equipment  to  rescue  squads. 

Richmond  Area  Heart  is  financing  a project  that 
is  unique  in  Virginia.  It  is  the  Work  Evaluation 


Unit  at  the  Medical  College  of  Virginia  Hospital. 
This  unit  tests  cardiac  patients  to  determine  the  work 
load  which  they  are  able  to  carry.  The  unit’s  services 
are  available  only  to  medically  indigent  patients 
who  are  referred  by  their  physicians. 

Tidewater  Heart  in  Norfolk  is  conducting  a Rheu- 
matic Fever  Prevention  program  through  the  public 
and  parochial  schools  in  Norfolk.  .\lso,  it  supports 
a blood  vessel  bank  from  which  surgeons  may  obtain 
blood  vessels  for  patients. 

Piedmont  Heart  maintains  a register  of  nurses 
who  are  available  during  off-hours  for  service  to 
heart  patients  and  makes  no  charge  for  this  service. 
The  patient  pays  the  nurse  a nominal  fee. 

These  are  only  a few  of  the  community  service 
projects  which  are  sponsored  by  the  Heart  chapters 
throughout  the  state. 
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Syncope 


QYXCOPE,  more  commonly  known  as  fainting,  is 
^ familiar  to  all  of  us  in  all  branches  of  medicine. 
It  has  been  defined  as  ‘‘an  acute  and  usually  tran- 
sient bodily  state  characterized  primal  ily  by  a sudden 
and  unexpected  partial  or  complete  suspension  of  the 
functions  of  locomotion,  consciousness  and  often  of 
circulation  and  respiration'’.  Usually  the  episode  or 
episodes  are  entirely  benign.  Occasionally,  however, 
the  etiologic  factors  carry  a more  serious  prognosis, 
or  the  attacks  occur  so  frecjuently  that  they  are  a real 
disturbance  to  the  patient.  Accordingly,  it  is  impor- 
tant to  try  and  classify  these  disturbances  according 
to  their  physiologic  and  etiologic  cause.  In  this  way 
a more  accurate  prognosis  can  be  given  and  proper 
therapy  for  more  serious  underlying  causes  can  be 
carried  out.  This  paper  is  intended  as  a brief  review 
of  the  subject  and  will  attempt  to  recall  the  various 
types  of  faints  and  their  physiologic  mechanisms. 

Fainting  attacks  may  be  classified  in  the  follow- 
ing manner: 

First,  those  associated  with  a fall  in  blood  pres- 
sure. 

Second,  those  occurring  with  a cessation  of  heart 
beat. 

Third,  those  due  to  an  insufficient  cardiac  output. 

Fourth,  those  associated  with  local  changes  in  the 
cerebral  circulation. 

Fifth,  those  occurring  with  disturbances  in  cere- 
bral metabolism. 

Sixth,  those  found  during  episodes  of  hyperven- 
tilation or  overbreathing. 

Seventh,  those  attacks  which  follow  sudden 
changes  in  intrapulmonary  pressure. 

Hysterical  faints  and  epilepsy  are  also  included 
because  they  must  be  so  frequently  considered  in  the 
differential  diagnosis. 

Syncope  due  to  a fall  in  blood  pressure  is  most 
frequently  seen  in  vasovagal  syncope,  also  known 
as  vasodepressor  syncope  or  the  common  faint.  This 
is  the  most  common  form  of  syncope  and  is  a syn- 
drome with  which  we  are  all  familiar.  This  type 
usually  occurs  in  young  people  with  labile  emotions 
and  labile  vasomotor  systems.  The  stimulus  is  usually 
the  upright  position  plus  some  painful  or  emotionally 
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disturbing  situation.  Frequently  there  is  also  a strong 
factor  of  suggestion  which  explains  its  occasional 
contagious  nature.  During  a typical  attack  the  vic- 
tim becomes  restless  and  anxious,  then  nauseated  and 
sweaty,  then  lightheaded,  and  finally  will  fall  un- 
conscious. If  he  remains  upright  too  long  he  may 
convulse.  On  examination  he  is  pale  and  sweatv. 
The  pulse  is  weak,  it  is  usually  slow,  but  may  be 
fast.  The  blood  pressure  will  be  low. 

This  type  of  fainting  is  thought  to  be  due  to  an 
unstable  vascular  system  which  suddenly  dilates, 
pooling  blood  in  dependent  areas  away  from  the 
brain.  The  blood  is  thought  by  many  to  be  pooled 
in  the  splanchnic  area.  Fngle,  however,  feels  most 
of  the  blood  is  pooled  in  the  muscles  of  the  lower 
extremities.  He  explains  it  as  part  of  the  fight  or 
flight  mechanism.  Formerly  under  painful  or  fright- 
ening situations  it  was  helpful  to  have  large  volumes 
of  blcod  pooled  in  the  muscles  of  the  extremities  to 
help  one  fight  the  aggressor  or  else  to  aid  in  flight. 
Today,  in  our  present  state  of  civilization,  one  gets 
in  situations  in  which  we  can  neither  fight  nor  flee. 
A good  example  is  the  apprehensive  patient  sub- 
mitting to  a venipuncture.  This  results  in  pooling 
large  quantities  of  blood  in  big  muscles  without  the 
pumping  action  of  these  muscles  which  are  kept  at 
complete  rest.  This  in  turn  causes  decreased  return 
flow  to  the  heart,  decreased  cardiac  output,  falling 
blood  pressure  and  cerebral  anoxia. 

This  type  of  syncope  is  also  seen  due  to  reflex 
changes  with  vaso-dilatation  that  occur  due  to  carotid 
sinus  pressure.  Probably  much  more  common  is 
orthostatic  hypotension  due  to  pcor  tone  of  vessels 
of  the  lower  extremities.  This  is  seen  as  a consti- 
tutional defect  in  some  individuals  who  habitually 
faint,  but  more  frequently  it  is  seen  in  patients  who 
get  up  for  the  first  time  after  long  confinement  to 
bed. 

Cessation  of  heart  beat,  or  cardiac  standstill 
occurs  due  to  various  stimuli  from  various  parts  of 
the  body  which  interfere  with  the  conduction  system 
of  the  heart.  This  may  be  manifested  in  the  electro- 
cardiogram as  sinus  arrest,  sinoauricular  block,  or 
auriculoventricular  block.  The  end  result  is  the  same 
— failure  of  the  heart  beat,  usually  temporary,  re- 
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suiting  in  cerebral  ischemia  and  a faint.  This  may 
occur  with  organic  heart  disease  such  as  the  familiar 
Stokes-Adams  attacks  due  to  A-V  nodal  block.  Also 
this  may  occur  reflexly  as  seen  in  carotid  sinus  syn- 
cope. Here  stimuli  are  carried  l)y  the  vagus  nerve 
from  the  carotid  l)ody  to  the  heart.  It  also  accounts 
for  some  of  the  fatal  cases  of  coronary  occlusion 
when  strong  vagal  impulses  are  carried  from  the 
heart  along  the  efferent  fibers  and  back  to  the  heart 
along  the  efferent  fibers  of  the  vagus  nerve.  Reflex 
vagal  impulses  from  other  viscera  such  as  aljdominal 
organs  and  the  pleura  can  give  temporary  or  per- 
manent asystole.  The  occasional  faint  or  rarely 
death  while  doing  a simple  pleural  tap  is  due  to 
this  mechanism.  Preliminary  use  of  atropine  rou- 
tinely will  help  to  avoid  these  accidents.  Atropine  is 
useful  in  acute  coronary  thrombosis  for  the  same 
reason. 

Insufficient  cardiac  output  is  a serious  type  of 
faint.  People  with  aortic  insufficiency  or  stenosis 
and  those  with  some  types  of  congenital  heart  disease 
have  a poor  cardiac  output,  but  get  by  with  limited 
activity.  When  they  overstep  their  limitations  their 
output  is  not  enough  to  take  care  of  the  extra  de- 
mands of  the  bod}’  as  well  as  the  needs  of  the  brain. 
The  result  is  cerebral  ischemia  and  syncope.  The 
same  sort  of  thing  may  occur  with  the  paroxysmal 
tachycardias.  Also  patients  with  coronary  artery 
disease  have  definite  limitations  on  their  cardiac 
output  and  cannot  compensate  for  over-exertion.  As 
a result  they  too  are  subject  to  faints.  This  brings 
up  serious  diagnostic  problems  when  our  coronary 
disease  patients  faint.  Is  this  cerebral  ischemia  due 
to  poor  cardiac  output,  is  this  syncope  due  to  asystole 
resulting  from  a vagovagal  reaction  from  a fresh 
infarction,  or  is  this  a transient  paroxysmal  tachy- 
cardia due  to  an  unstable  ventricle  or  even  again 
a fresh  infarct?  These  are  usually  snap  diagnoses 
which  have  to  be  made  in  the  home  by  the  family 
physician,  and  I suppose  are  usually  made  by  in- 
stinct as  by  the  time  the  patient  is  seen,  all  the 
signs  have  passed.  A correct  analysis  will  save  the 
patient  an  unnecessary  trip  to  the  hospital  or  may 
uncover  a painless  coronary  thrombosis. 

Cerebral  circulatory  disturbances  can  cause  faints 
without  cessation  of  heart  beat  or  fall  in  blood  pres- 
sure, although  changes  in  the  pulse  and  blood  pressure 
do  occur  at  times.  This  is  mostly  seen  in  arterio- 
sclerotic brain  disease.  We  are  repeatedly  called  to 
see  these  people  because  of  transient  losses  of  con- 
sciousness. ^^T  are  never  sure  whether  they  have 
had  another  little  stroke  or  thrombus,  whether  this 


is  the  warning  sign  of  a major  stroke,  or  whether 
this  is  simply  a faint  without  further  organic  Iwain 
changes.  These  distinctions  are  mostly  academic  as 
therapeutically  we  have  so  little  to  offer;  however, 
it  is  important  to  be  able  to  advise  the  patient  and 
family  as  to  what  is  possibly  going  on.  Also  recent 
work  on  long  term  anticoagulant  therapy  as  prophy- 
laxis against  strokes  should  heighten  our  interest  in 
these  episodes. 

Disturbances  of  cerebral  metabolism  frequently 
are  manifested  by  faints.  Severely  anemic  patients 
are  subject  to  syncope.  Poisonous  fumes  of  various 
sorts  cause  losses  of  consciousnes.  Spontaneous  hypo- 
glycemia and  the  hypoglycemia  associated  with  an 
excessive  dose  of  insulin  are  other  examples. 

Hyperventilation  causes  changes  in  the  acid  base 
balance  of  the  body  which  may  in  turn  cause  changes 
in  cerebral  metabolism  and  disturbances  of  conscious- 
ness. These  people  may  also  have  a vasodepressor 
type  faint  superimposed  on  the  other  cerebral  dis- 
turbance. 

Sudden  changes  in  intrapulmonary  pressure  can 
interfere  with  the  return  of  blood  from  the  right 
chamber  of  the  heart  to  the  left  and  lead  to  inade- 
quate leftsided  output,  cerebral  ischemia  and  syn- 
cope. This  is  seen  in  the  rare  condition  known  as 
Tussive  Syncope.  In  this  situation  the  victim  faints 
during  paroxysms  of  coughing.  Hysterics  sometimes 
faint  while  straining  against  a closed  glottis  and 
children  at  times  play  a game  of  causing  each  other 
to  faint  by  a sudden  sharp  squeeze  about  the  chest 
while  holding  a deep  inspiration. 

Hysterical  faints  are  psychic  rather  than  jihysio- 
logic  disturbances  of  consciousness.  They  can  so 
closely  mimic  a real  cerebral  ischemia  that  it  takes 
careful  study  to  avoid  being  fooled.  It  should  be 
remembered  that  this  should  be  a positive  diagnosis 
rather  than  simply  exclusion  of  an  organic  process. 

Epilepsy  is  not  a true  faint  but  is  mentioned  here 
because  it  so  frequently  must  be  considered  in  the 
differential  diagnosis.  Careful  observation  or  a care- 
ful history  will  usually  suffice,  but  P’pical  changes 
on  the  electroencephalogram  are  conclusive.  Unfor- 
tunately 15%  of  epileptics  have  normal  E.E.G.’s  and 
15%)  of  normals  or  non-epileptics  have  abnormal 
E.E.G’s.  Narcolepsy  may  have  to  be  ruled  out,  es- 
pecially those  who  collapse  during  fits  of  laughter. 

The  diagnosis  of  syncope  is  usually  fairly  simple 
but  at  times  may  be  quite  difficult.  A careful  history 
will  usually  suffice  to  make  the  diagnosis.  In  fact 
the  patient  has  usually  recovered  before  he  can  be 
seen  and  therefore  the  history  is  all  one  has  on 
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which  to  go.  The  physical  is  usually  normal,  but 
one  looks  for  flushing,  sweating  and  other  evidences 
of  an  unstable  vasomotor  system.  The  carotid  sinuses 
can  be  e.xamined  at  this  time  with  the  patient  lying 
down  and  checking  one  side  at  a time.  The  heart 
is  e.xamined  for  disturbances  of  rhythm  and  for  evi- 
dences of  myocardial  or  valvular  disease.  The  blood 
pressure  may  be  checked  with  the  patient  lying  down 
and  also  standing.  Having  the  patient  reproduce 
his  symptoms  by  overbreathing  may  be  helpful  diag- 
nostically as  well  as  therapeutically.  These  are  all 
simple  procedures  and  can  be  done  quickly  and  easily 
in  the  office.  Other  helpful  procedures  are  the  elec- 
trocardiogram, hemoglobin  determination,  glucose 
tolerance  test  and,  at  times,  an  electroencephalogram. 
The  following  brief  case  reports  will  illustrate  some 
of  these  points. 

Case  Xo.  1:  (W.B.B.)  A forty-seven  year  old 

executive  was  seated  at  his  desk  during  a conference 
when  he  was  suddenly  seized  with  excruciating  pain 
in  the  right  lower  chest  anteriorly.  This  pain  lasted 
but  a matter  of  seconds  before  he  fainted.  When  he 
recovered  consciousness,  within  a matter  of  minutes, 
the  pain  was  gone.  Physical  examination  a half 
hour  later  revealed  a normal  pulse  and  blood  pres- 
sure. The  heart  sounds  were  of  good  quality  and  the 
rhythm  was  perfectly  regular.  Electrocardiogram  was 
negative.  There  was  no  past  history  of  syncopal 
attacks  and  no  past  history  of  heart  disease.  He  had 
had  annual  physical  examinations  in  our  office  on 
five  occasions  prior  to  the  attack,  and  on  three  occa- 
sions since  the  attack.  He  has  always  been  found 
to  be  in  good  health  and  his  electrocardiograms  have 
never  shown  anything  but  a tendency  to  sinus  brady- 
cardia. There  is  nothing  to  suggest  coronar}-  artery 
disease. 

This  patient  presented  an  interesting  diagnostic 
problem  when  first  seen.  He  apparently  developed 
transient  cardiac  standstill  due  to  a strong  vagal 
reflex  from  seme  viscera.  Because  of  his  age,  the 
possibility  of  a vago-vagal  reflex  from  his  heart 
secondary  to  acute  infarction  had  to  be  considered. 
However,  the  character  of  the  pain  suggested  that 
some  organ  other  than  the  heart  was  involved.  Severe 
pylorospasm  was  a possibility.  The  lack  of  E.K.G. 
changes,  and  Jiis  subsequent  course  have  tended  to 
support  this  impression.  This  man  has,  however, 
been  rated  up  for  insurance  as  a probable  myocardial 
infarction.  This  points  up  the  importance  of  trying 
to  make  an  accurate  diagnosis.  In  this  case,  unfor- 
tunately, the  diagnosis  is  purely  speculative. 

Case  Xo.  2:  (W.G.)  This  34  year  old  bank 


employee  was  examined  in  the  office  because  for  the 
previous  three  months  he  had  been  having  syncopal 
attacks.  The  attacks  were  characterized  by  a feel- 
ing of  heat,  followed  by  sweating,  then  lightheaded- 
ness and  finally  extreme  weakness  and  nausea.  Sit- 
ting down  and  drinking  water  would  give  some  relief 
and  within  a few  moments  the  attacks  would  pass 
off.  The  general  physical  examination  and  routine 
laboratory  studies  were  all  normal.  Because  the 
attacks  occurred  in  the  midmorning,  a glucose  tol- 
erance test  was  done  and  this  showed  a typical 
hypoglycemic  curve  with  a fall  of  the  three  hour 
blood  sugar  below  SO  mgm.%  .A  high  protein  diet 
with  in-between  meal  feelings  has  given  relief  of 
his  symptoms.  These  attacks  in  many  respects  sug- 
gested the  vasodepressor  type  of  syncope  and  points 
out  the  similarities  in  the  symptoms  of  these  two 
conditions. 

Case  Xo.  3 : (O.T.)  .A.  forty-five  year  old  woman 
has  been  under  treatment  for  the  past  four  or  five 
months  for  exertional  dyspnea  and  substernal  oj>- 
pression.  Two  weeks  previously  she  began  to  develop 
“black  out”  spells.  During  these  episodes  she  would 
fall,  if  standing,  breathe  rapidly,  become  numb  all 
over,  and  her  hands  and  feet  would  be  drawn  up  in 
carpo-pedal  spasm.  Smelling  salts  would  revive  her. 
Except  for  obesity,  the  physical  examination  was 
negative.  E.K.G.  showed  slight  lowering  in  the  T 
waves  in  leads  1 and  AVL.  Otherwise  the  tracing  was 
normal.  While  under  observation  in  the  hospital, 
she  had  several  of  her  attacks.  These  were  mani- 
fested by  anxiety,  faintness  and  breathlessness.  A 
blood  sugar  drawn  during  an  attack  was  113  Mgm.%. 
An  E.K.G.  done  while  she  was  having  symptoms 
revealed  the  development  of  negative  T waves  and 
ST  depression  in  leads  1,  2,  AYE  and  the  E leads — 
quite  characteristic  of  coronary  insufficiency. 

We  interpreted  this  case  as  having  a dual  cause 
for  the  fainting  spells.  The  first  cause  was  cerebral 
ischemia  associated  with  decreased  cardiac  output 
secondary  to  coronary  artery  disease.  Secondly,  anx- 
iety in  regard  to  herself  had  led  to  overbreathing  and 
faintness  associated  with  the  hyperventilation  sto- 
drome.  There  are  also  reports  of  T wave  and  ST 
segment  changes  in  the  EKG  of  normal  hearts  with 
hyperventilation.  It  is  possible,  therefore,  that  this 
patient  does  not  have  heart  disease  and  that  the 
E.K.G.  changes  are  all  related  to  overbreathing. 
Further  E.K.G.  studies  during  quiet  respiration,  dur- 
ing voluntar)’  over-breathing,  and  before  and  after 
exercise  may  help  to  clarify  the  diagnosis. 

In  summary  the  physiologic  mechanism  and  the 
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diagnostic  approach  to  fainting  has  been  reviewed. 
Several  cases  have  been  presented  to  illustrate  some 
of  the  problems  involved.  All  too  frequently  a definite 
diagnosis  cannot  be  made,  but  familiarity  with  the 
physiology  involved  and  careful  study  will  lead  to 
the  most  satisfactory  management  of  the  case.  The 
most  important  diagnostic  tool  is  a careful  and 
detailed  history. 
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Foot  Care  Rules 


By  using  his  head,  a person  can  save  his  feet,  his 
posture,  his  disposition,  and  maybe  even  his  gen- 
eral health.  Foot  troubles  are  unnecessary,  but  many 
people  have  them — usually  because  they  “abuse  their 
feet  unmercifully.”  Some  tips  on  foot  care  are  listed 
in  the  March  Today’s  Health,  published  by  the 
American  Medical  Association. 

Heels  on  shoes  are  a major  source  of  foot  trouble. 
One  New  York  orthopedist  has  observed  that  a wom- 
an’s foot  troubles  begin  when  she  starts  buying 
shoes  in  the  woman’s  department. 

The  article  recommended  that  heels  be  no  higher 
than  one  and  one-half  inches;  that  shoes  have 
plenty  of  toe  space  to  prevent  cramping,  and  that 
they  fit  snugly  to  give  support. 

Shoes  should  be  jiurchased  late  in  the  afternoon, 
since  feet  swell  during  the  day  and  are  slightly 
larger  at  that  time.  Shoes  should  never  be  bought 
by  size;  the  feet  should  always  be  measured. 

E.xtreme  care  should  be  taken  in  buying  shoes 
for  children.  Hand-me-down  shoes  should  be  avoided 
since  they  never  fit  properly.  Children’s  feet  grow 
at  “an  astonishing  rate.”  On  the  average  a child 
will  outgrow  a pair  of  shoes  in  three  months.  The 
shoe  should  be  three-fourths  of  an  inch  longer  than 
the  longest  toe.  Leather  shoes  are  best,  but  canvas 
shoes  are  all  right  for  playing,  provided  they  are 
not  worn  constantly. 

The  article  also  said : 


— ^Corns  are  simply  masses  of  dead  skin  cells  with 
a sensitive  core,  caused  by  excessive  rubbing.  Cut- 
ting corns  is  not  advisable  and  neither  is  the  use 
of  drug  store  corn  removers.  The  safest  home  treat- 
ment is  a simple  non-medicated  moleskin  plaster, 
which  will  lessen  pressure  and  pain.  A well-fitting 
shoe,  however,  is  the  best  corn  remover. 

— Bunions  result  when  toes  are  cramped  and  the 
ends  of  the  bones  next  to  the  toes  thicken  causing 
heavy  calluses  to  form.  At  times,  the  condition 
becomes  serious  enough  to  require  surgery.  A long 
course  of  exercises  may  restore  normal  function. 

— Ingrown  toenails  occur  when  the  toes  are 
cramped  and  the  nails  are  improperly  cut.  They 
should  be  cut  straight  across. 

— Athlete’s  foot  is  usually  a minor  nuisance.  If 
it  occurs,  the  feet  should  be  washed  daily  and  dried 
thoroughly.  It  is  vitally  important  to  keep  the  feet 
dry.  Boric  acid  foot  powders  help,  and  so  does 
ordinary  talcum. 

— Some  footaches  can  be  traced  to  poor  circula- 
tion. Propping  the  foot  up  on  a desk  or  table  from 
time  to  time  will  help  relieve  the  pain. 

“If  your  feet  hurt,  go  to  a specialist:  an  ortho- 
pedist who  is  medically  trained.  If  your  foot  ail- 
ments are  minor,  temp>orary  relief  may  be  provided 
by  a chiropodist  or  podiatrist.” 

The  article  was  written  by  John  Frazier,  New 
York. 
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Chondromyxoid  Fibroma  of  Bone 

Report  of  Case 


CHONDROMYXOID  FIBRO^MA  of  bone,  a 
benign  lesion,  was  initially  described  by  Jaffe 
and  Lichtenstein^  in  1948,  who  described  eight  cases 
at  that  time.  Since  then,  several  additional  cases 
have  been  reported  in  the  literature.  Undoubtedly, 
other  cases  of  this  unusual  tumor  have  been  seen, 
but  not  reported.  Lichtenstein  believes  the  tumor  has 
been  erroneously  described  in  many  instances  as  an 
enchondroma  or  myxoma  or  their  malignant  counter- 
parts. The  lesions  are  also  believed  to  be  erroneously 
diagnosed  as  a chondrosarcoma.  The  lesion  is  en- 
tirely benign,  however,  and  responds  well  to  curet- 
tage with  or  without  bone  grafting  depending  on  the 
size  of  the  lesion.  Histologically,  the  tumor  shows 
spindle  or  multipolar  connective  tissue  elements  lying 
loosely  in  a stroma  of  myxoid  intercellular  matrix. 
As  the  tumor  matures,  the  matrix  undergoes  consid- 
erable collagenization.  Many  fields  of  the  tumor 
may  simulate  cartilage  tissue  tumor.  The  appear- 
ance of  many  cells  showing  atypical  nuclei  formation 
explains  the  mistaken  over  diagnosis  as  a chondro- 
sarcoma. The  following  case  is  reported  as  another 
case  of  this  unusual  tumor. 

P.  H.  A fourteen  year  old,  colored  male  was  first 
seen  in  February  1958,  because  of  pain  in  the  left 
knee  of  three  months  duration.  Gradual  enlargement 
of  the  upper  tibia  had  reportedly  begun  two  years 
previously  but  had  not  been  painful  until  approxi- 
mately one  month  prior  to  the  hospital  admission. 
The  onset  of  pain  had  also  been  associated  with 
gradual  increase  in  local  heat  over  the  upper  tibia. 
'File  patient  had  been  treated  for  active  rheumatic 
fever  for  two  years  prior  to  the  onset  of  the  present 
symptoms.  X-rays  (Figs.  1 and  2)  of  the  left  leg 
revealed  a cystic  lesion  involving  the  upper  meta- 
physeal region  of  the  tibia  which  had  extended  to 
the  epiphyseal  plate  both  medially  and  posteriorly. 

Physical  examination  was  negative  except  for  a 
soft,  blowing  systolic  murmur  in  the  fourth  left  inter- 
space and  a slightly  tender,  non  fluctuant,  firm  en- 
largement of  the  anterior  and  medial  aspects  of  the 

From  the  Department  of  Orthopaedic  Surgery,  Medical 
College  of  Virginia. 


ROBERT  H.  MAUCK,  M.D. 

EARNEST  B.  CARPENTER,  M.D. 

Richmond,  Virginia 

left  upper  tibia.  All  laboratory  examinations  were 
within  normal  limits  including  serum  calcium,  phos- 
phorus, and  alkaline  phosphatase.  A clinical  diag- 
nosis of  fibrous  dysplasia  of  the  tibia  was  made.  It 
was  planned  to  curette  the  lesion  and  pack  the  cavity 
with  autogenous  cancellous  bone.  At  operation  on 
April  4,  1958,  the  cortex  of  the  tibia  on  the  medial 
aspect  was  fenestrated  through  an  opening  3x2 
cms.  The  periosteum  over  the  medial  aspect  was 
thicker  than  normal  but  was  stripped  from  the  under- 
lying cortex  without  difficulty.  On  opening  the  cortex 


Fig.  1.  X-ray  (AP)  of  upper  left  tibia  showing  cystic 
like  lesion  involving  upper  metaphyseal  region. 


it  could  be  seen  that  the  metaphyseal  region  was 
filled  with  a thick,  gelatinous  material  of  a dull 
amber  color  with  many  irregular  areas  of  deep  red 
discoloration.  The  gelatinous  material  was  easily 
removed  with  a large  curette.  A large  amount  of 
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had  no  further  symptoms  referable  to  his  leg  and  is 
ambulatory  without  assistance  at  this  time. 


Fig.  2.  X-ray  (lateral)  showing  extension  of  lesion  to 
involve  posterior  cortex  of  tibia. 


the  gelatinous  globular  material  was  submitted  for 
frozen  section,  and  a tentative  diagnosis  of  “possible 
chondrosarcoma”  was  returned.  While  waiting  for 
the  frozen  section  to  be  returned,  the  previously  re- 
moved autogenous  bone  graft  from  the  left  ilium  had 
been  cut  into  small  fragments  and  was  packed  into 
the  cavit}-  of  the  tibia  since  the  lesion  appeared 
to  be  benign  at  operation.  After  receiving  the  patho- 
logical report  of  possible  malignancy,  however,  it 
was  decided  to  do  no  further  definitive  treatment 
until  permanent  sections  from  the  tumor  could  be 
prepared  and  reported.  Fortunately,  the  permanent 
sections  were  reported  as  showing  a typical  chondro- 
myxoid  fibroma.  The  sections  (Figs.  3 and  4)  showed 
a chondroid  matrix  with  many  cartilagenous  cells 
scattered  in  the  lacunar  spaces.  The  tumor  cells  were 
stellate  with  many  large  star  nuclei.  The  cartila- 
genous matrix  merged  with  eosinophilic  fibrous  areas 
of  which  the  tumor  cells  were  spindled  shajoed.  The 
slides  were  kindly  reviewed  by  Dr.  T^ent  C.  Johnson 
of  the  .Armed  P'orces  Institute  of  Pathology  who 
concurred  in  the  diagnosis  of  a chondromyxoid  fi- 
broma. I'he  patient  did  well  following  surgery 
and  the  subsequent  x-ray  films  showed  the  cavity  to 
have  been  obliterated  by  the  bone  graft  with  subse- 
quent solid  healing  of  the  cavity.  The  patient  has 


Fig.  3.  Photomicrograph  (X25)  note  presence  of  both 
cartilagenous  and  fibrous  matrix. 


Fig.  4.  Photomicrograph  (X400)  note  stellate  tumor  cells 
with  irregular  nuclei. 
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Emotional  Illness 


A new  approach  to  the  treatment  of  emotional 
illness  has  been  suggested  by  two  New  York  psycho- 
analysts. They  believe  that  many  emotional  illnesses 
are  at  least  partly  the  result  of  a person’s  “quest  for 
certainty”.  The  neurotic  behavior  represents  a means 
of  obtaining  certainty. 

Most  neurotic  persons  repeat  their  behavior  over 
and  over;  they  are  certain  of  its  outcome  and  refuse 
to  risk  trying  a new  approach  to  their  problems. 

Nearly  all  the  categories  of  emotional  illness  may 
be  interpreted  as  resulting  from  a quest  for  certainty, 
Emanuel  K.  Schwartz,  Ph.D.,  and  Ale.xander  Wolf, 
M.D.,  said  in  the  January-  Archives  of  Neurology 
and  Psychiatry,  published  by  the  American  IMedical 
•Association. 

For  e.xample,  the  schizophrenic  person  withdraws 
from  the  threatening  environment  to  the  security  of 
his  own  internally  remade  world;  the  depressed  per- 
son feels  that  if  he  withholds  all  criticism,  anger, 
and  aggression,  he  will  be  certain  not  to  provoke 
or  to  incur  the  dangers  of  the  hostile  and  destructive 
forces  around  him. 

The  perfectionist  feels  that  if  he  is  perfect,  if  he 
is  certain  to  make  no  mistakes,  he  cannot  be  pun- 
ished or  endangered.  Even  the  hypochondriacal 
person  uses  his  pills  as  a way  of  finding  certainty. 
By  taking  them,  he  is  certain  that  he  can  get 
through  the  day. 

By  approaching  such  patients  through  the  concept 
of  the  search  for  certainty,  psychotherapists  may  be 
able  to  help  some  patients  toward  a more  healthy 
mental  state. 

The  “quest  for  certainty”  is  tied  up  with  an  indi- 


vidual's ability  to  assess  the  probabilities  of  success 
or  failure  and  safety  and  danger  in  a situation  and 
his  willingness  to  take  risks.  A person  with  a healthy 
mental  state  is  willing  to  take  risks — sensible  risks 
based  on  a realistic  appraisal  of  the  situation.  He 
develops  a certainty  of  what  he  can  and  cannot  do, 
but  also  recognizes  that  absolute  certainty  is  an 
impossibility.  Persons  who  refuse  to  take  many  risks 
are  often  persons  who  demand  absolute  certainty 
as  shown  by  the  outside  situation  or  by  a “feeling 
inside.”  They  are  unable  to  recognize  that  most 
situations  present  risks  and  uncertainties. 

The  quest  for  cetainty  may  be  viewed  as  a per- 
son’s attempt  to  cope  with  the  anxiety  that  is  always 
present  when  there  is  an  unknown  factor.  The 
anxiety  is  a warning  of  possible  danger.  When  the 
normal  person  is  warned,  he  must  evaluate  the  nature 
of  the  danger  in  terms  of  what  is  really  there  and 
what  his  chances  are  of  managing  it.  However,  the 
neurotic  does  not  do  this.  He  has  an  unreal  impres- 
sion of  the  situation.  He  deals  with  a situation  on 
the  basis  of  his  own  ideas — not  on  the  basis  of 
observation  and  careful  weighing  of  the  real  chances 
of  success  and  failure.  He  must  be  certain  accord- 
ing to  his  own  concepts  and  not  according  to  reality. 

“Whenever  all  doubts  are  denied  and  all  differ- 
ences obscured,  we  face  pathologic  consequences. 
Realistic  psychologic  certainty  is  all  a little  uncer- 
tain; of  this  we  may  be  certain.” 

Dr.  Wolf  is  a member  of  the  staff  of  the  New 
York  Medical  College  and  Dr.  Schwartz  is  on  the 
staff  of  the  Postgraduate  Center  for  Psychotherapy, 
New  York. 
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Convulsive  Seizures  under  Promazine  Medication 


WINSLOW  J.  BORKOWSKI,  M.D. 
WERNER  A.  KOHLMEYER,  M.D. 
Philadelphia,  Pennsylvania 


HE  USE  OF  PHENOTHIAZINE  derivatives 
as  neuroleptic  drugs  has  increased  tremendously 
during  the  last  two  years  and  they  are  now  pre- 
scribed very  frequently  in  general  medicine  as  well 
as  in  psychiatry.  The  number  of  side  effects  of  these 
drugs  has  increased  with  their  wider  use,  indicating 
that  they  are  exerting  a rather  profound  influence  on 
the  human  organism.  Recent  publications  have  shovm 
that  convulsive  seizures  (grand  mal  type)  can  occur 
for  the  first  time  in  patients  who  were  not  known 
to  have  such  seizures  previously.  Voegele  & Ru- 
precht^  reported  the  occurrence  of  convulsions  for 
the  first  time  in  two  patients  on  Promazine  therapy. 
These  occurred  on  daily  dosages  of  800  mg.  and 
1500  mg.  and  the  electroencephalogram  was  found 
to  be  normal  four  and  ten  days  after  the  seizure. 

Rudy  & Himwich^  reported  the  first  occurrence 
of  grand  mal  seizures  in  seven  patients  of  a group 
of  26  mentally  defective  females.  In  five  of  these 
the  convulsions  occurred  on  Promazine  only.  In 
the  other  two  cases  the  patients  had  had  seizures  on 
other  Phenothiazine  preparations  as  well. 

In  our  own  material  of  over  1000  cases  treated 
with  different  neuroleptic  agents,  we  observed  the 
first  occurrence  of  convulsions  in  two  of  our  715 

Borkowski,  Winslow  J.,  M.D.,  Department  of  Neurolo- 
gy, Jefferson  Medieal  College. 

Kohi.meyer,  Werner  A.,  M.D.,  Dela’icare  State  Hospital, 
Research  Di<vision. 


ca.ses  treated  with  Chlorpromazine,  one  of  143  cases 
on  Prochlorperazine  and  four  of  the  60  cases  on 
Promazine.  Promazine  is  less  effective  than  Chlor- 
promazine in  control  of  p.sychotic  symptoms  and 
higher  dosages  are  therefore  necessary  to  achieve 
the  same  therapeutic  effect. 

The  following  brief  description  of  our  four  cases, 
including  electroencephalographic  findings,  indicate 
that  three  of  these  cases  had  some  kind  of  brain 
jiatliology  before  Promazine  treatment  was  started. 

CASE  REPORTS 

Case  #i  G.M.,  a 49  year  old  housewife,  was  first 
admitted  to  this  hospital  in  1940  with  the  diagnosis 
of  schizophrenia,  catatonic  type.  She  had  several 
remissions  during  which  she  received  electroshock 
therapy  and  had  prolonged  trial  visits  at  home.  She 
received  Chlorpromazine  treatment  in  July  1955, 
during  which  she  showed  marked  Parkinsonism.  We 
have  no  base  line  electroencephalogram  prior  to  neu- 
roleptic therapy,  but  during  and  two  weeks  after 
her  Chlorpromazine  treatment  she  had  an  abnormal 
electroencephalogram  with  sharp  waves  in  all  leads. 
This  patient  was  placed  on  Promazine  treatment  in 
an  attempt  to  control  her  hyperactivity,  destructive- 
ness and  combative  behavior.  Promazine  was  chosen 
in  order  to  avoid  a recurrence  of  the  Parkinsonian 
symptoms,  starting  with  150  mg.  on  3/9/56,  400 
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Fig.  I. 

A.  Recording  taken  immediately  after  last  generalized  B.  Recording  taken  two  months  after  last  generalized 

seizure — high  voltage  paroxysmal  slow  waves  seen  in  seizure  displays  fast  activity  in  all  leads, 

all  leads. 
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mg.  on  3/10/56  to  3/12/56,  1,100  mg.  on  3/13/56, 
1,500  mg.  on  3/14/56,  1,350  mg.  on  3/15/56  and 
3/16/56,  1,600  mg.  on  3/17/56  and  3/19/56,  1,900 
mg.  on  3/19/56,  2,000  mg.  on  3/20/56  on  which 
date  she  had  two  grand  mal  seizures  with  tongue 
biting,  incontinence  and  convulsive  movements  of 
head  and  e.xtremities  for  several  minutes.  She  was 
placed  on  Dilantin  and  her  Promazine  medication 
was  continued  with  2,000  mg.  on  3/22/56  to 
3/24/56.  On  3/25/56  the  patient  received  1,500 
mg.  of  Promazine.  She  had  another  convulsion  in 
spite  of  Dilantin  medication  and  the  Promazine 
treatment  was  discontinued.  She  received,  altogether, 
21,750  mg.  of  Promazine  over  a period  of  16  days. 
The  patient's  electroencephalogram  showed  gener- 
alized paroxysmal  cerebral  dysiythmia  on  3/26/56, 
one  day  after  her  last  seizure.  The  patient  had  no 
more  con\'ulsions  after  discontinuation  of  drug  ther- 
apy and  her  psychotic  condition  remained  unchanged. 

follow  up  electroencephalogram  on  5/23/56  re- 
vealed low  voltage  fast  activit}',  but  no  seizure 
activity. 

Case  #2  I.H.,  a 53  year  old  housewife,  was  ad- 
mitted in  1948  with  diagnosis  of  schizophrenia, 
paranoid  type.  She  was  continually  disturbed,  rest- 
less, combative  and  destructive.  She  did  not  respond 


seizure  during  which  she  suffered  a laceration  on  the 
back  of  her  head.  She  had  received  3,150  mg.  of 
Promazine  during  a five  day  period.  Neuroleptic 
treatment  was  discontinued  and  she  did  not  have 
any  further  seizures.  Her  psychotic  symptoms  re- 
mained unchanged.  This  patient's  electroencephalo- 
gram revealed  a normal  routine  and  sleep  recording 
on  10/13/55.  It  showed  generalized  paroxysmal 
cerebial  dysrythmia  on  6/28/56,  one  day  after  her 
seizure.  A follow  up  electroencephalogram  on 
12/10/56  was  normal  for  both  routine  and  sleep 
record. 

Case  #3  F.L.,  a 30  year  old  single  female  patient, 
was  first  admitted  to  this  hospital  in  1946  and  re- 
admitted in  1951  with  diagnosis  of  schizophrenia, 
paranoid  type.  She  improved  with  electroshock  ther- 
apy and  went  out  on  trial  visit  on  several  occasions, 
but  showed  a tendency  to  relapse  every  few  months. 
The  patient  received  Chlorpromazine  treatment  in 
1954  and  seemed  improved.  She  relapsed  a few 
months  later  and  a transorbital  leucctomy  was  per- 
formed on  12/4/54.  No  seizures  were  noted  after 
the  operation  and  the  patient’s  condition  was  im- 
proved. She  relapsed  again  in  1955  and  was  put 
on  Chlorpromazine  treatment,  again  with  temporary 
improvement. 


l^ohV  « S3e  ■ 


Fig.  II. 


A.  Recording  displays  normal  alpha  activity.  Recording 
taken  at  time  of  admission  into  hospital.  Same  activity 
seen  six  months  after  last  generalized  seizure. 

to  electroshock  therapy.  A transorbital  leucotomy  was 
performed  in  January  1952,  resulting  in  some  tran- 
sient improvement.  No  convulsions  were  noted  fol- 
lowing the  operation.  The  patient  received  Chlorpro- 
mazine from  May  1954  to  January  1955  and  showed 
some  improvement.  In  June  1956  she  again  relapsed 
and  was  treated  with  Promazine  receiving  550  mg. 
i.m.  on  6/23/56,  600  mg.  i.m.  on  6/24/56  and 
6/25/56,  and  800  mg.  p.o.  on  6/26/56.  On  6/27/56 
she  received  600  mg.  p.o.  and  had  a grand  mal 


B.  Recording  taken  one  day  after  generalized  seizure 
shows  paroxysmal  fast  activity  in  all  leads. 

In  2tlarch  1956  the  patient  was  put  on  Promazine 
receiving  50  mg.  on  3/9/56,  100  mg.  on  3/10/56, 
400  mg.  on  3/11/56  and  3/12/56,  700  mg.  on 
3/13/56,  800  mg.  on  3/14/56  to  3/18/56,  1,100 
mg.  on  3/19/56,  1,200  mg.  on  3/20/56  and  1,400 
mg.  on  3/21  /56. 

On  3/21/56  she  had  two  grand  mal  seizures  and 
her  treatment  was  discontinued.  She  had  received 
9,350  mg.  Promazine  over  a period  of  12  days. 
This  patient’s  electroencephalogram  on  11/22/54, 
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Fig.  III. 


A.  Routine  E.E.G.  recording  before  T.O.L.  shows  seven 
C.P.S.  in  all  leads. 

B.  Recording  taken  seven  days  after  last  generalized 
seizure  shows  paroxysmal  slow  waves  in  all  leads. 

C.  Recording  six  months  after  last  generalized  seizure 
shows  slow  waves  at  seven  C.P.S.  in  all  leads. 
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prior  to  the  transorbital  leucotomy,  revealed  gen- 
eralized slowing  particularly  on  hyperventilation. 
An  electroencephalogram  on  3/28/56,  seven  days 
after  her  seizure  with  Promazine,  show’ed  2 to  3 / sec. 
slow  waves  in  all  leads  and  generalized  paroxysmal 
cerebral  dysrythmia.  A follow-up  electroencephalo- 
gram on  5/28/56  revealed  slowing  and  seizure  ac- 
tivity. On  a second  follow-up,  on  12/12/56,  there 
was  generalized  slowing  without  seizure  activity. 


Fig.  IV. 

A.  Routine  16  lead  E.E.G.  shows  fast  activity  at  30 
C.P.S.  in  all  leads. 


Case  if^4  E.J.,  a 16  year  old  girl,  was  admitted 
to  this  hospital  in  1954.  Her  diagnosis  was  schizo- 
phrenia, paranoid  type.  She  had  periods  of  severe 
excitement  with  destructiveness  and  aggressive  be- 
havior. She  did  not  respond  favorably  to  electro- 
shock therapy  and  a course  of  Chlorpromazine  which 
she  received  in  1955  had  very  little  effect. 

This  patient  was  treated  with  Promazine  in  June 
1956,  receiving  600  mg.  from  6/1/56  to  6/6/56, 
700  mg.  on  6/7/56,  750  mg.  from  6/8/56  to 
6/10/56,  850  mg.  on  6/11/56,  900  mg.  on  6/12/56, 
to  6/19/56,  1,300  mg.  on  6/20/56,  1,500  mg. 
6/21/56  to  6/26/56,  and  1,950  mg.  on  6/27/56  to 
7/1/56.  On  this  date  she  had  a grand  mal  seizure 
with  biting  of  her  lips.  Promazine  treatment  was 
discontinued.  Over  a period  of  30  days  she  had 
received  a total  of  32,900  mg.  of  Promazine.  An 
electroencephalogram  on  7/2/56  showed  fast  ac- 
tivity due  to  the  drug.  No  further  studies  could 
be  done  because  the  patient  was  uncooperative. 


DISCUSSION 

In  our  series  of  60  cases  treated  with  Promazine 
we  observed  grand  mal  seizures  for  the  first  time 
in  four  patients,  an  incidence  of  6.6%.  This  inci- 
dence is  high  in  comparison  with  that  of  other  tran- 
quilizing  drugs.  The  occurrence  of  these  convulsions 
indicates  that  Promazine  can  not  be  considered  to 
be  of  milder  pharmacological  action  than  the  other 
Phenothiazines.  Relatively  high  dosages  of  Proma- 
zine were  required  because  of  its  lesser  potency  in 
comparison  with  the  other  tranquilizing  drugs.  Pre- 
vious reports  in  the  literature  stated  that  seizures 
occurred  under  Promazine  for  the  first  time  in  cases 
without  evidence  of  previous  brain  damage.  Two 
cases  of  our  series  had  knowm  injuries  to  the  brain 
due  to  transorbital  leucotomy.  Of  the  other  two 
cases,  one  had  shown  electroencephalographic  abnor- 
mality while  on  Chlorpromazine.  In  earlier  studies 
Shagass^  has  demonstrated  that  this  drug  did  not 
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produce  any  consistent  changes  in  the  electroen- 
cephalogram even  with  intravenous  application.  The 
last  case  did  not  have  any  pretreatment  electroen- 
cephalogram and  we  have  no  history  of  brain  damage. 
In  this  case  the  electroencephalogram  revealed  only 
fast  activity  due  to  the  drug,  but  no  seizure  activity 
after  convulsions.  Xo  further  tests  could  be  done 
because  the  patient  remained  uncooperative.  There- 
fore, for  lack  of  other  evidence  we  would  consider 
this  a case  in  which  a seizure  occurred  under  high 
Promazine  medication  without  previous  brain  pa- 
tholog}'.  In  all  four  cases  no  further  conaoilsions 
were  observed  after  discontinuing  Promazine,  and 
the  seizure  activity  in  the  electroencephalogram  dis- 
appeared (though  it  was  still  present  two  months 
after  the  seizure  in  one  case). 

Our  findings  led  us  to  the  following  hypothesis 
as  a possible  e.xplanation  for  the  occurrence  of  grand 
mal  seizures  under  Promazine  medication.  Patients 
with  brain  damage  show  facilitation  of  seizure  mech- 
anisms under  the  influence  of  drugs,  like  Metrazol, 
and  also  with  hypoglycemia.  The  release  of  acetyl- 
choline in  damaged  brain  tissue  has  been  believed  to 
be  responsible  for  this  type  of  seizure.  Forster*  found 
that  “electrical  discharges  of  the  cortex  produced 
by  acetylcholine  were  similar  to  seizure  discharges.” 
He  concluded  that  “because  of  these  observations 
and  the  normal  presence  of  acetylcholine  in  the  cor- 
tex, the  view  is  taken  that  acetylcholine  plays  an 
essential  role  in  the  physiologic  genesis  of  epilepsy.” 

Jasper^  discusses  the  epileptogenic  effects  of  acetyl- 
choline and  the  convulsant  action  of  strong  anti- 
cholinesterases, and  refers  to  the  work  of  “Tower 
and  Elliott®  who  found  defective  mechanisms  for 
binding  acetylcholine  in  epileptic  lesions,  thereby 
allowing  too  much  to  be  liberated  in  the  free  form.” 
A.  high  concentration  of  Promazine  in  the  organism 
may  cause  suppression  of  anticholinesterases  or  lib- 
eration of  acetylcholine  in  the  brain  tissue  of  patients 
who  are  predisp>osed  to  this  process  by  previous  brain 
damage.  It  is  therefore  important  to  investigate  the 


possibility  of  pre-existing  brain  damage  in  all  cases 
of  convulsions  with  Phenothiazine  medication,  before 
one  can  conclude  that  the  seizures  are  due  to  a spe- 
cific epileptogenic  quality  of  the  drug  itself.  It 
is  also  important  to  examine  the  patients  and  surs’ey 
their  history  for  previous  brain  patholog\-  before 
placing  them  on  Phenothiazine  derivatives,  in  order 
to  avoid  such  untoward  reactions  as  the  occurrence 
of  convulsions. 

SUMM.\RY 

In  four  of  sixty  patients  treated  with  Promazine, 
convulsive  seizures  (grand  mal  type)  were  observed 
fcr  the  first  time.  The  electroencephalographic  find- 
ings are  described  and  a neurophysiological  mech- 
anism which  may  be  responsible  for  the  production 
of  these  seizures  is  disussed. 
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Antimalarials  in  the  Treatment  of 
Rheumatoid  Arthritis 


JOHN  B.  CATLETT,  M.D. 
HAROLD  DINSMORE,  M.D. 
Richmond,  Virginia 


' I ' HE  PURPOSE  of  this  paper  is  to  give  some 

experiences  in  the  use  of  antimalarials  in  the 
treatment  of  rheumatoid  arthritis.  This  systemic  dis- 
ease is  still  of  unknown  etiology  and  the  cure  for 
this  condition  has  not  been  found. 

Time  honored  principles  in  the  treatment  of  rheu- 
matoid arthritis  should  not  be  forgotten.  Aspirin  is 
still  the  drug  of  choice  in  treating  mild  cases.  Buta- 
zolidin  is  an  excellent  anti-arthritic  drug  and  if  used 
with  the  proper  precautions  has  little  in  the  way 
of  adverse  reaction. ^ Cortisone  and  other  steroids 
liave  been  used  extensively  and,  like  aspirin  and  Buta- 
zolidin,  seem  to  have  a nonspecific  anti-inflammatory 
effect.  The  steroids,  when  used  in  large  doses  over 
a long  period,  seem  to  leave  the  patient  in  a worse 
condition.  In  the  long  run,  the  arthritis  returns  in 
full  force,  dosage  must  be  increased  to  maintain 
benefit  and  the  side  effects  are  often  devastating  or 
fatal.  The  doctor  who  routinely  uses  steroids  as 
a first  drug  in  treating  arthritis  is  medically  pro- 
crastinating and  should  change  his  approach. 

Gold  is  still  used  extensively  in  many  good 
arthritic  clinics  and,  even  though  such  prominent 
rheumatologists  as  Bauer  and  Ragan^  are  not  im- 
pressed by  its  long  term  value,  will  probably  continue 
to  be  used.  Gold  is  slow  to  act,  occasionally  toxic, 
expensive  to  administer,  and  necessitates  a long 
series  of  injections  and  requires  repeated  blood  counts 
and  urinalyses  with  each  injection.  There  may  be 
some  relationship  between  the  action  of  antimalarials 
and  that  of  gold. 

HISTORY  AND  MODE  OF  ACTION 

'I  he  use  of  antimalarials  in  treating  rheumatoid 
arthritis  is  relatively  recent.  In  1949,  Dr.  G.  G. 
Haydu^  postulated  that  quinine  and  the  related  drugs 
should  be  of  help  in  inhibiting  the  high  level  demands 
for  adenosine  triphosphate  (seen  in  rheumatic  dis- 
eases) by  reason  of  their  power  to  inhibit  adenosine 
triphosphatase  (as  do  gold  and  copper  salts).  He 
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later,  in  1953“*,  followed  up  his  hypothesis  by  show- 
ing definite  improvement  in  a series  of  28  patients 
receiving  Chloroquine  0.5  gram  three  times  a week 
for  six  months.  This  theory,  by  the  way,  seems  to  be 
the  only  tenable  hypothesis  for  the  action  of  anti- 
malarials in  rheumatoid  arthritis. 

In  1951,  Dr.  Page^  of  Middlesex  Hospital,  Lon- 
don, reported  the  treatment  of  18  cases  of  lupus 
erythematosis  with  Atabrine.  Only  one  failed  to  be 
improved.  Dr.  Page  noted  that  two  of  these  patients 
had  the  joint  manifestations  of  rheumatoid  arthritis 
and  that  these  two  patients  were  completely  relieved 
of  their  arthritis.  This  latter  article  stimulated  the 
interest  of  other  physicians  in  the  use  of  antima- 
larials in  treating  rheumatoid  arthritis  and  a number 
of  reports  have  followed. 

Primaquine®,  an  8-Aminoquinilone  derivative,  is 
reported  as  being  too  toxic  for  practical  use.  Atabrine 
and  Chloroquine  are  4-Aminoquinilones.  Atabrine 
has  also  proven  toxic,  occasionally  causing  agranu- 
locytosis and  severe  exfoliative  dermatitis  and  this 
drug  has  been  largely  replaced  by  Chloroquine. 
Chloroquine  is  similar  to  Atabrine  in  structure  but 
does  not  have  a benzene  ring  in  its  nucleus  and  seems 
to  produce  little  or  no  serious  toxic  effects. 

CASE  REPORTS 

My  interest  in  antimalarials  began  in  1954  while 
working  at  the  University  of  Virginia  Hospital.  I 
was  impressed  with  their  effectiveness  in  several  cases 
and  therefore  have  continued  my  interest  since  be- 
coming associated  with  the  McGuire  Clinic  and  St. 
Luke’s  Hospital.  A number  of  patients  at  the  Mc- 
Guire Clinic  have  been  treated  with  these  drugs  by 
me  and  by  my  associates.  I wish  to  report  on  five 
of  these  at  this  time. 

Case  N^o.  1.  .A.P.J.,  a 60  year  old  lady,  was  well 
prior  to  Christmas  of  1956  when  she  developed  pains 
in  her  left  shoulder  and  arms.  Six  weeks  later  she 
developed  typical  inflammatory  rheumatism  in  the 
metacarpophalangeal  joints  of  the  right  index  finger, 
middle  fingers  and  thumb.  In  .August  of  1957  she 
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developed  swelling  and  tenderness  of  the  left  wrist 
followed  by  pain  and  stiffness  in  her  knees  and  lateral 
bunion  joints  and  the  right  wrist.  Initial  examina- 
tion in  September  of  1957  showed  bpical  changes 
of  rheumatoid  arthritis,  mild  anemia,  increased  sedi- 
mentation rate  and  infection  of  the  right  antrum. 
Removal  of  the  infection  caused  a temporary  remis- 
sion but  on  October  31st  there  was  a return  of  tem- 
perature with  swelling  and  tenderness  of  the  wrists 
and  weakness  of  the  hands.  The  patient  was  admitted 
to  St.  Luke’s  Hospital  and  treated  with  transfusions 
and  started  on  Chloroquine  250  mgs.  per  day.  On 
November  27th  all  evidence  of  inflammation  had 
disappeared.  The  patient  had  a coarse  tremor  which 
was  thought  possibly  due  to  Chloroquine  but  this 
had  disappeared  by  December  16.  The  patient  was 
last  seen  in  October  1958  and  was  completely  asymp- 
tomatic as  far  as  arthritis  was  concerned.  She  con- 
tinues on  Chloroquine. 

Case  Xo.  2.  Mrs.  E.C.M.  was  a 58  year  old  lady 
who  was  first  seen  in  June  of  1956.  She  had  had 
typical  rheumatoid  arthritis  for  ten  years  with  fever, 
anemia  and  extreme  weakness.  She  usually  took  six 
Empirin  tablets  per  day  and  had  had  Cortisone  for 
two  months  prior  to  being  seen,  without  benefit.  Ini- 
tial treatment  consisted  of  hospitalization,  Buta- 
zolidin  and  Atabrine  100  mgs.  three  times  a day.  She 
was  also  given  two  blood  transfusions  and  packed 
red  blood  cells.  On  September  20,  1956,  the  patient 
was  asymptomatic  as  far  as  arthritis  was  concerned, 
on  100  mgs.  of  Atabrine  per  day.  The  patient  was 
again  seen  in  April  1957.  She  had  stopped  Atabrine 
one  month  prior  to  being  seen  and  had  return  of 
the  activity  of  arthritis.  Atabrine  was  re-instituted 
with  control  of  symptoms.  In  the  spring  of  1958  the 
patient  was  switched  to  Chloroquine  250  mgs.  a day 
and  in  October  1958,  the  patient  had  no  symptoms 
of  rheumatoid  arthritis,  and  had  pains  only  related 
to  permanent  joint  damage.  She  was  still  anemic. 

Case  Xo.  3.  L.  H.  is  a 47  year  old  colored  lady 
who  first  was  seen  by  me  in  February  1957.  She  first 
developed  rheumatoid  arthritis  in  1946  with  fever, 
swelling,  redness,  heat  and  tenderness  in  her  right 
ankle.  She  had  a remission  until  1951  when  there 
was  involvement  in  the  right  hip  and  back  and  the 
patient  has  never  been  well  following  this.  For  the 
year  prior  to  being  seen  she  was  helpless.  She  had 
trouble  with  hips,  back,  hands,  wrists,  elbows,  shoul- 
ders, neck  and  knees.  She  had  taken  primarily  as- 
pirin and  Cortisone,  but  felt  that  Cortisone  eased 
her  pain  but  upset  her  stomach.  Examination  showed 
ty{)ical  changes  of  rheumatic  arthritis,  including 


nodules  on  the  elbows  over  the  proximal  portions  of 
the  ulna. 

The  patient  was  hospitalized  and  initially  treated 
with  Butazolidin  and  Atabrine  but  was  unable  to 
tolerate  Atabrine  because  of  gastrointestinal  upsets 
and  this  drug  had  to  be  discontinued.  The  patient 
continued  to  have  evidence  of  rheumatoid  activity 
and  in  April  of  1957  was  started  on  Chloroquine 
250  mgs.  a day  in  addition  to  Butazolidin.  In  Au- 
gust of  1957  she  was  able  to  do  all  of  her  work 
and  showed  no  evidence  of  rheumatoid  activity.  She 
still  continued  to  take  one  Butazolidin  tablet  a day 
with  her  Chloroquine.  In  December  of  1957  she 
showed  no  evidence  of  limitation  of  motion  or  rheu- 
matic activity.  Rheumatic  nodules  on  the  elbows  had 
decreased  markedly.  She  developed  an  itch  which 
was  thought  possibly  due  to  Chloroquine.  All  drugs 
were  stopped  but  Chloroquine  was  reinstated  in  Jan- 
uary of  1958  without  further  difficulty.  The  patient 
is  now  doing  quite  well  on  Chloroquine  and  is  con- 
sidered to  have  a complete  remission.  The  nodules 
have  disappeared. 

Case  Xo.  4.  H.  V.  M.  is  a 46  year  old  lady,  first 
seen  in  May  of  1957,  who  had  typical  rheumatoid 
arthritis  which  incapacitated  her  at  the  time.  The 
onset  had  been  two  years  prior  to  being  seen  with 
swelling  in  the  right  elbow.  -Aspirin,  vitamins  and 
Meticorten  had  not  given  relief.  Examination  showed 
atrophy  of  the  dorsal  muscles  in  both  hands,  swell- 
ing and  tenderness  of  the  proximal  interphalangeal 
joints  of  the  3rd  and  5th  fingers  of  both  hands  and 
the  metacarpophalangeal  joints  of  both  hands,  with 
a 30  degree  contracture  of  the  right  elbow.  The  pa- 
tient was  unable  to  make  a fist  with  either  hand 
and  there  was  marked  weakness  in  both  hands.  There 
was  1+  ankle  and  foot  edema  bilaterally.  The  pa- 
tient was  anemic  and  had  an  elevated  sed.  rate.  The 
patient  was  hospitalized,  given  a blood  transfusion 
and  started  on  Butazolidin  and  .Atabrine.  On  .August 
10th,  .Atabrine  was  changed  to  Chloroquine  and  by 
No%’ember  2nd,  the  patient  felt  well,  taking  Chloro- 
quine and  two  to  si.x  aspirin  per  day.  This  lady  has 
never  been  completely  free  of  pain  which  has  some- 
times been  rather  marked.  She  has  had  intermittent 
swelling  but  has  not  had  fever.  She  had  continued 
to  work  regularly  following  her  initial  hospitaliza- 
tion, though  certainly  her  improvement  would  be 
classified  as  not  more  than  Grade  II.  It  is  interest- 
ing to  note  that  this  patient  had  two  sisters,  both 
of  whom  have  recently  died  of  complications  of 
rheumatoid  arthritis,  one  of  these  having  intestinal 
hemorrhage  following  the  use  of  steroids. 


218 


A'irgixla.  Medical  Monthly 


Case  No.  5.  V.  A.  G.  is  a 73  year  old  lady  who 
developed  arthritis  in  1943.  She  seemed  to  have 
recurring  episodes  approximately  every  two  years 
which  responded  to  gold  therapy.  In  August  of  1954, 
she  had  a recurrence  of  arthritis  which  failed  to 
respond  to  gold,  salycilates,  cortisone  and  butazolidin. 
In  June  of  1955  she  was  receiving  gold  as  well  as 
Demerol.  She  developed  osteoporosis  and  compres- 
sion fractures  of  her  spine.  She  was  also  still  re- 
ceiving Meticorten.  In  September  of  1955,  she  was 
started  on  Atabrine  100  mgs.  three  times  a day,  and 
this  was  reduced  to  100  mgs.  a day  w'hen  the  patient’s 
skin  became  pigmented.  On  October  of  1956  she 
was  asymptomatic  and  in  the  spring  of  1957  was 
able  to  return  as  a part  time  teacher.  In  November 
of  1957  she  was  switched  from  Atabrine  to  Chlo- 
roquine.  She  was  apparently  well  in  the  spring  of 
1958  except  for  some  nervousness.  This  past  sum- 
mer she  had  relapsed,  even  on  Chloroquine,  and  is 
now  again  bedridden  in  spite  of  Chloroquine  therapy. 

In  these  five  cases,  three  are  in  a state  of  remis- 
sion, one  is  functional,  though  not  without  pain,  and 
one  has  relapsed  on  therapy. 

My  findings  seem  to  agree  generally  with  those 
in  more  extensive  studies,  two  of  which  I will  review 
briefly. 

In  1956,  Dr.  A.  Freedman^®  of  the  Hackney  Hos- 
pital, London,  reported  on  a controlled  study  of  69 
patients  with  rheumatoid  arthritis.  The  group  was 
divided  in  half,  one-half  being  given  200,  and  later 
300  mgs.  of  Chloroquine  per  day,  and  the  other  half 
being  given  a placebo.  Over  a 16  week  period,  the 
group  receiving  the  placebo  improved  only  slightly 
and  not  significantly.  The  group  receiving  Chloro- 
quine improved  significantly  (that  is  statistically  sig- 
nificantly), with  regard  to  joint  tenderness,  strength 
of  grip,  and  ability  to  lace  shoes.  Sixteen  weeks  had 
been  chosen  because  e.xperience  had  shown  that  im- 
provement usually  occurred  within  six  weeks.  After 
the  trial  period,  50  patients  on  Chloroquine  remained 
under  observation;  43  became  really  well,  that  is  no 
stiffness  or  any  pain  which  could  not  be  attributed 
to  use  of  joints  affected  by  secondary  degenerative 
changes.  They  had  little  or  no  need  for  analgesics. 
Three  patients  had  slight  joint  inflammation  and 
three  were  taken  off  of  Chloroquine  fairly  early  be- 
cause of  a lack  of  adequate  response.  One  still  had 
active  disease  despite  Chloroquine.  No  serious  toxic 
effects  were  noted  in  patients  treated  with  300  mgs. 
of  Chloroquine  sulphate  for  two  years. 

Dr.  Arthur  W.  BagnalF^  of  Vancouver,  British 
Columbia,  reported  in  August  of  1957  on  a four 


year  study  of  continuous  use  of  Chloroquine  in  129 
patients.  Fifty  per  cent  had  more  than  two  years 
of  therapy  and  20%  more  than  three  years.  He  also 
did  a double  blindfold  study  in  which  there  was  no 
difficulty  deciding  which  capsule  contained  Chloro- 
quine and  which  the  placebo.  Results  were  consid- 
ered good,  that  is  Grade  I and  II  response  in  70%, 
and  improved  work  performance,  sedimentation  rate 
and  hemoglobin  levels  compiled  this  major  gain. 
Ninety  per  cent  of  these  remained  on  Chloroquine. 
In  the  30%  classified  as  failures,  many  were  sub- 
jectively improved.  Toxic  reactions  to  Chloroquine 
could  be  blamed  for  less  than  half  of  the  failures. 
Of  the  remainder,  many  had  had  prolonged,  constant 
rheumatoid  activity  of  a severe  degree.  Dr.  Bagnall 
encountered  no  definite  serious  toxic  reactions.  Drug 
dermatitis  was  seen  in  40%  of  the  patients  at  some 
time,  but  was  significant  in  restricting  dosage  in 
only  16%.  A seasickness  syndrome  was  seen  in 
38%  but  caused  only  two  patients  to  discontinue 
therapy.  Leukopenia  was  present  in  six  patients  but 
returned  to  normal  in  five  on  the  drug.  The  other 
stopped  Chloroquine  because  he  was  well. 

DOSAGE  AND  ADMINSTRATION  OF 
CHLOROQUINE 

Chloroquine  is  usually  given  in  250  mg.  capsules 
or  enteric  coated  tablets  once  a day.  Some  have 
found  it  more  convenient  to  give  the  drug  at  night, 
feeling  that  this  causes  less  gastrointestinal  distur- 
bance. A favorable  response  is  usually  seen  in  from 
three  weeks  to  three  months  but  occasionally  may  not 
be  seen  for  from  six  to  twelve  months.  In  the  latent 
period  other  therapy,  such  as  aspirin,  small  doses 
of  Cortisone,  or  Butazolidin  may  be  used  for  initial 
response.  No  definite  duration  of  therapy  can  be 
given  at  this  time  since  patients  are  known  to  relapse 
after  withdrawal  of  antimalarials. 

TOXICITY 

Toxicity  has  included  multiform  skin  rashes  which 
sometime  necessitate  discontinuing  the  drug,  blurring 
of  vision,  a seasickness-type  of  syndrome  which  is 
usually  transient,  and  certain  gastrointestinal  dis- 
turbances which,  though  not  serious,  may  cause  in- 
tolerance to  the  drug.  I have  observed  increased 
blood  pressure  in  two  patients  and  this  should  be 
looked  for.  No  serious  reactions  have  been  reported 
thus  far  with  this  drug. 

Atabrine  has  caused  such  complications  as  agranu- 
locytosis and  exfoliative  dermatitis  and  probably 
should  not  be  used. 
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Hydroxycholoroquine  (Plaquenyl)  seems  to  have 
similar  anti-rheumatic  effect  to  that  of  Chloroquine 
and  is,  perhaps,  less  toxic’^^. 

CO^XLUSIOX 

Because  of  apparent  specific  anti-rheumatic  ac- 
tivity, lack  of  toxicity  and  serious  side  effects,  ease 
of  administration  and  financial  advantages  to  the 
patient  in  the  way  of  decreased  laboratory  work, 
Chloroquine  (or  hydroxychloroquine)  may  be  the 
most  ideal  drug  for  treatment  of  rheumatoid  arthritis 
on  the  market  today. 
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Venereal  Disease 


.A.cute  venereal  disease  may  not  be  a medical 
chapter  of  the  past,  according  to  a Wisconsin  phy- 
sician. 

His  conclusion  is  based  on  a study  which  indicates 
that  the  bacterium  causing  one  form  of  venereal  dis- 
ease— gonorrhea — is  developing  a resistance  to  thera- 
peutic injections. 

Dr.  Ernst  Epstein  pointed  out  that  it  previously 
had  been  assumed  that  acute  gonorrhea  has  largely 
been  banished  by  penicillin.  As  a result  of  this 
study  the  situation  is  now  changed.  “No  longer  can 
acute  gonorrhea  be  considered  lightheartedly  as  a 
disease  with  certain  cure  and  less  disability  than 
a common  cold.” 

His  opinions  are  based  on  a study  conducted  in 
1958  while  he  was  serving  as  a captain  in  the  .-^rmy 
medical  corps  in  Korea  and  are  reported  in  the 
March  7 Journal  of  the  .\merican  Medical  .•\ssocia- 
tion. 

The  study  included  the  examination  and  treat- 
ment of  146  servicemen  infected  with  gonorrhea. 
They  were  given  a series  of  five  daily  injections  of 
penicillin.  Results  indicate  a 20  per  cent  failure 
to  cure  the  disease. 


Commenting  on  this  fact,  Dr.  Epstein  said,  “A 
20  per  cent  treatment  failure  rate  is  both  unusual 
and  unsatisfactory.”  Previous  studies  cited  by  the 
physician  indicate  a treatment  failure  between  one 
and  five  per  cent. 

The  doctor  discarded  reinfection  as  a factor  in 
the  high  percentage  of  failure.  “.\11  patients  were 
restricted  to  .Army  compounds  for  two  weeks  and 
carefully  questioned  regarding  further  sexual  con- 
tacts. 

“These  considerations  do  not  rule  out  the  possi- 
bility that  an  occasional  treatment  failure  was  the 
result  of  reinfection.  However,  they  do  eliminate 
reinfection  as  an  e.xplanation  for  the  20  per  cent 
failure  rate.” 

Dr.  Epstein  attached  “grave  significance”  to  the 
study.  “It  is  probably  only  a matter  of  time  until 
penicillin  resistance  will  be  met  on  an  increasing 
scale  all  over  the  world.” 

To  combat  this  new  immunity.  Dr.  Epstein  called 
for  more  careful  and  prolonged  follow-up  studies 
coupled  with  other  exhaustive  tests  to  find  a cure. 

Dr.  Epstein  is  now  engaged  in  the  private  prac- 
tice of  medicine  in  Marshfield,  Wis. 
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Clinical  Use  of  Mepazine  (Pacatal)  in  Anesthesia 

ISADORE  ZERLIN,  M.D. 

CHARLES  E.  FRIEDGOOD,  M.D. 

Brooklyn,  New  York 


LTHOUGH  THE  SURGEON  and  the  anes- 
thetist have  a variety  of  preanesthetic  agents 
available,  they  are  still  seeking  and  would  welcome 
any  drug  which  would  lessen  or  eliminate  the  de- 
pressant effects  on  vasomotor  tone  and  respiration 
yet  keep  the  favorable  effects  such  as  depression  of 
the  cerebral  cortex,  potentiation  of  anesthetic  agents 
and  antinauseant  action. 

The  arrival  of  the  tranquilizing  agents  on  the 
surgical  scene  has  helped  reduce  the  need  and 
amounts  of  premedicant  drugs  required  and  has  also 
brought  about  a new  safety  factor  in  the  operative 
regime,  although  they  are  still  not  the  final  answer 
to  the  problem. 

Among  the  tranquilizers  in  use  today  as  preanes- 
thetic agents  are  the  phenothiazines.  How'ever,  the 
majority  of  these  compounds  produce  an  undesirable 
hypotensive  action  which  prevents  their  wider  usage. 
There  is  one  of  these  phenothiazines,  mepazine 
(Pacatal),  which  apparently  presents  little  or  no 
hypotensive  effect  and  the  little  it  might  produce  can 
be  promptly  reversed.  Mepazine  has  a variety  of 
pharmacologic  effects  which  could  be  of  immense 
importance  in  surgical  procedures,  i.e.,  drying  action 
on  the  mucous  membranes,  antiemetic  activity  and 
a potentiation  of  anesthetic  agents  to  permit  reduction 
of  dosage. 

Nieschulz  et  aP*^  showed  that  mepazine  inhibited 
and  stabilized  the  central  and  peripheral  regulating 
apparatus  of  the  autonomic  system  in  addition  to 
having  a direct  depressive  action  on  the  central  nerv- 
ous system.  Horatz’  reported  the  use  of  mepazine 
as  a preanesthetic  medication  in  facilitating  cooling 
and  as  a potentiator  of  ganglionic  blockers.  Dechene^, 
using  mepazine  in  500  different  studies  on  dogs  and 
100  cases  of  thoracic  surgery,  noted  the  drug  had 
value  as  a controlling  agent  for  cardiac  arrhythmias 
during  anesthesia.  Pedersen-^  used  mepazine  in  427 
cases  as  a premedicant  for  maintaining  a stable 
autonomic  nervous  system  and  for  its  antiemetic  ac- 
tivity. 

According  to  Davies  et  al®  who  used  Pacatal  in 
352  patients,  including  204  children  and  many  “poor 

From  the  Memorial  Hospital  of  Queens,  Jamaica,  New 
York. 


risks”,  Pacatal  had  the  following  favorable  effects, 
“Good  pre-operative  sedation,  tranquilization  more 
noticeable  than  hypnosis,  ease  of  control  of  anesthetic 
procedure  (between  anesthesia  and  analgesic) ; de- 
creased amounts  of  anesthetic  agents  necessary,  anti- 
secretory  effects  avoiding  use  of  atropine  in  adults, 
normal  response  to  vasopressors,  tranquil  post-opera- 
tive course,  decreased  incidence  of  post-operative 
nausea  and  vomiting.”  Lear  et  aP  utilizing  mepazine 
in  434  patients  notes  that  “.  . . the  use  of  mepazine 
is  associated  with  minimal  restlessness  and  dis- 
orientation in  the  geriatric  patient.”  Corssen  and 
Allen®  state  that  “The  absence  of  a noticeable  hypo- 
tensive action  seems  to  be  one  of  the  most  advanta- 
geous properties  of  Pacatal  for  its  use  as  an  adjunct 
in  anesthesia.” 

From  these  reports,  mepazine  seemed  to  have  the 
ability  to  reduce  the  incidence  of  post-operative  nau- 
sea and  vomiting.  It  apparently  enhanced  the  seda- 
tive action  of  many  widely  used  pre-operative  medi- 
cations, allayed  anxiety,  fear  and  apprehension,  had 
little  or  no  circulatory  effects,  decreased  the  amounts 
of  anesthetic  needed  and  reduced  salivation  and 
mucous  production.  Moreover,  the  drug  appeared 
particularly  useful  in  surgery  of  the  elderly. 

We  decided,  therefore,  to  give  mepazine  as  a pre- 
anesthetic medication  in  order  to  evaluate  its  im- 
portance as  an  adjunct  in  general  surgical  procedures. 
We  performed  240  surgical  procedures  of  every 
variety  ranging  from  endoscopies  to  major  al>dom- 
inal  and  thoracic  surgery.  The  table  below  lists  the 
kind  and  numbers  of  operations  performed. 

The  following  dosage  schedule  was  maintained : 

Pre-operative — night  before- — 100  to  200  mg.  of 
mepazine  was  given  orally  together  with  3/4  gr.  to 
11/2  gr.  of  Seconal.  Two  hours  before  surgery — 
100  to  150  mg.  mepazine  given  intramuscularly  deep 
into  the  gluteal  muscle  together  wdth  Demerol  50  to 
75  mg. 

Post-operative — mepazine  was  given  to  control 
nausea  or  agitation,  only  when  necessary,  25  to  50 
mg.  orally  or  intramuscularly  T.I.D.  or  Q.I.D. 

Results: 

The  results  were  uniformly  good  in  all  240  cases. 
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Table  1 

Major  abdominal 66 

Appendix  or  ovary 24 

Hernia  12 

Gall  bladder 9 

Hysterectomy  8 

Stomach  5 

Bowel  5 

Splenectomy,  embolectomy,  pancreatec- 
tomy   3 

Endoscopj'  54 

Cystoscopy 21 

Sigmoidoscopy  18 

Bronchoscopy  15 

Hemorrhoids  20 

Fractures,  orthopedic  surgery ; 20 

Hip  nailing 4 

Fractures,  extremities 16 

Chest  surgery 17 

Lung  surgery  7 

Cardiac  8 

Diaphragmatic  hernia  2 

Thyroid  surgery  12 

Pilonidal  cysts 8 

Kidney,  prostate  and  bladder  surgery 7 

Minor  surgery 36 

Lipoma,  sebaceous  cysts,  etc.  10 

Tonsillectomy,  adenoidectomy 14 

Drainage  of  abscesses,  biopsy,  etc 12 


Total  240 

The  patients  came  to  the  operating  room  calm  and 
quietly  relaxed.  This  was  especially  true  in  the 
hyperthyroid  cases.  They  did  not  need  any  Avertin 
or  intravenous  pentothal  in  their  rooms  pre-opera- 
tively.  The  skin  was  warm  and  dr}-.  IMuch  smaller 
amounts  of  sedation  or  narcotics  were  required  than 
in  tlie  past.  No  atropine  was  used  in  this  entire  series 
since  mepazine  functions  very  well  as  a suppressant 
of  saliva  and  mucus.  There  also  seemed  to  be  a 
marked  reduction  in  post-operative  complications 
such  as  pulmonary  atelectasis.  It  is  noteworthy  that 
not  one  case  of  embolic  complication  was  observed 
in  the  entire  series.  The  incidence  of  nausea  and 
vomiting  during  the  surgery  and  after  was  consid- 
erably reduced,  especially  since  the  patients  did  not 
need  as  much  narcotics  post-operatively.  Drug  in- 
duced hypotension  caused  us  no  difficulty.  Those 
patients  who  presented  a cardiac  disease  displayed 
less  anxiety,  less  angina;  those  who  presented  au- 
ricular fibrillation  at  first,  demonstrated  a return 
to  regular  sinus  rhythm  in  many  cases.  All  these 
factors  permitted  earlier  ambulation  post-operatively. 

Side  Effects: 

No  side  effects  were  seen  in  patients  who  were 
given  mepazine  pre-operatively  only.  A few  patients 


who  received  mepazine  additionally  post-operatively 
complained  of  transitory  blurred  vision,  a common 
event  following  phenothiazine  therapy. 

A few  complained  of  excessive  dryness  of  the 
mouth  and  throat;  this  could  be  controlled,  in  most 
cases,  by  sucking  ice  chips.  An  occasional  patient 
complained  of  diarrhea,  a few  others  of  constipation; 
whether  this  was  due  to  drug  effect  or  psychic  im- 
balance could  not  be  determined. 

No  controls  or  double  blind  technique  was  fol- 
lowed during  this  series. 

The  observations  made  were  so  striking  that  they 
could  not  be  misinterpreted,  however,  no  quantitative 
analysis  was  made. 

SUMMARY  AND  CONCLUSIONS 

1 . ^lepazine  was  used  as  an  anesthetic  supplement 
in  240  cases  of  surgery  who  received  general  anes- 
thesia. The  average  patient  received  100  mg.  the 
night  before  surgery;  100  mg.  two  hours  before  sur- 
gery and  75-200  mg.  daily  post-operatively  when 
there  was  nausea,  emesis  or  undue  agitation. 

2.  Results  were  uniformly  good  in  all  cases.  Pa- 
tients came  to  the  operating  room  cooperative  and 
relaxed.  A sharp  decrease  was  noted  in  the  amount 
of  barbiturates  and/or  narcotics  required.  Post- 
operative complications,  particularly  thrombotic  and 
embolic  phenomena,  were  sharply  reduced.  Early 
ambulation  was  hastened  by  the  use  of  mepazine. 

3.  A few  patients  did  complain  of  dry  mouth 
and  throat,  blurred  vision,  diarrhea  and  constipation. 
In  no  case  were  these  severe  enough  to  require  any- 
thing but  simple  symptomatic  treatment. 

4.  In  our  opinion,  mepazine  (Pacatal)  should 
prove  a useful  adjunct  in  general  surgical  procedures 
since  it  helps  reduce  excessive  psychic  activity,  does 
not  depress  respiration  or  cause  any  unnecessary  cir- 
culatory reflex  activity,  reduces  secretorj-  and  mucous 
production,  is  antiemetic,  helps  reduce  the  need  for 
larger  amounts  of  more  toxic  anesthetic  agents  and 
finally,  helps  provide  a smoother,  safer  anesthetic 
and  post-anesthetic  course. 
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Medical  Research  in  England 


The  current  path  of  medical  research  in  England 
is  discouraging  rather  than  encouraging  young  peo- 
ple to  enter  a career  in  the  basic  sciences. 

Unless  this  trend  is  reversed,  a gradual  lowering 
of  the  standards  of  medicine,  even  at  the  practical 
level,  is  expected. 

These  conclusions  are  reported  in  the  March  9 
AMA  News,  a publication  of  the  American  Medical 
Association.  The  report  is  based  on  an  original 
article  appearing  in  a recent  issue  of  The  Lancet, 
an  independent  British  Medical  Journal. 

Following  11  years  of  socialized  medicine  in  Eng- 
land, the  British  state  that  they  now  have  more 
medical  specialists  than  ever  before.  “We  should 
not  pretend  that  this  growth  in  specialist  services 
will  by  itself  keep  British  medicine  in  the  forefront. 

“We  cannot  maintain  our  standards  without  the 
vigorous  pursuit  of  research  in  our  medical  schools, 
for  even  good  routine  will  decline  without  the  stim- 
ulus of  critical  thought  engendered  by  investigative 
work.” 

Principal  reason  cited  for  this  downw'ard  trend 
is  the  lack  of  encouragement,  support,  and  oppor- 
tunity given  the  young  student  in  laboraton'  and 
investigative  work. 

This  lack  is  illustrated  in  the  following  manner: 

— No  new  teaching  hospitals  have  been  developed 
in  England  since  before  World  War  II. 


— At  present  there  is  no  surgical  animal  research 
laboratory  in  any  English  university.  One  is  now 
nearing  completion,  however. 

• — Careers  in  basic  medical  science  have  become 
unattractive  in  salary. 

— Research  directors  and  medical  professors,  as 
well  as  promising  young  investigators,  are  being 
lured  to  the  United  States. 

The  British  point  out  that  those  scientists  coming 
to  the  United  States  are  given  encouragement,  lavish 
support,  and  almost  unlimited  opportunity  in  their 
laboratory  and  investigative  work. 

With  their  small  population  and  national  income, 
the  English  feel  they  cannot  spend  as  much  money 
on  research  as  does  the  United  States.  I'hey  said, 
however,  “We  could  with  advantage  spend  more 
than  we  do,  and  we  should  make  sure  that  our 
resources  are  used  with  imagination. 

“Our  Commonwealth  links  no  longer  depend  on 
the  strength  of  our  military  force,  but  on  our  scien- 
tific, cultural,  and  commercial  leadership.  Progress 
in  one  science  inevitably  impinges  on  all  associated 
branches. 

“In  this  country  we  have  no  lack  of  talent;  but 
without  more  financial  encouragement,  more  labora- 
tories, and  more  facilities  for  research,  we  shall  lose 
our  best  workers,  and  gradually  the  standards  of 
medicine  even  at  a practical  level  will  decline.” 
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Prepayment  Rates 

The  fact  that  once  again  the  largest  Blue  Cross 
Plan  in  the  State  must  increase  its  rates  is  prompt- 
ing a renewal  and  an  intensification  of  the  public’s 
interest  in  medical  economics.  Physicians  across  the 
State  now  are  subject  to  receive  inquiries  from  their 
patients  concerning  why  must  we  have  periodically 
increasing  prepa}'ment  rates  and — more  difficult  to 
answer — where  are  the  progressively  higher  costs  of 
health  care  leading  us. 

Though  currently  in  the  local  news,  Blue  Cross 
is  not  alone  in  the  squirrel-cage  of  today’s  medical 
economics,  necessarily  running  faster  and  faster  just 
to  keep  from  going  backward.  As  reported  by  the 
Detroit  Free  Press, ^ “Across  the  country"  the  cost  of 
group  health  insurance  is  going  up.  That’s  the  con- 
sensus among  officials  of  leading  insurance  com- 
panies who  were  asked  about  the  subject  by  the 
Associated  Press.  Mr.  K.  C.  Foster  of  the  group 
insurance  division.  Prudential  Life  Insurance  Com- 
pany of  America,  puts  it  this  way:  ‘We  understand 
several  of  the  larger  companies  plan  rate  increases 
in  hospital  and  surgical  insurance  early  in  1959. 
Some  of  the  others  went  up  in  1958.  Hospital  rates 
are  going  up  year  after  year.  The  general  feeling 
is  they’ll  continue  to  go  up  5 to  7 percent  a year 
for  a while.’  ” 

Why  are  commercial  insurance  and  non-profit 
prepayment  rates  going  up?  Hospital  costs,  as  IMr. 
Foster  states,  are  an  important  factor  to  be  sure,  but 
as  concerns  rates  the  effect  of  the  increasing  costs 
of  providing  a day  of  hospital  care  is  being  com- 
pounded by  the  increased  frequency  with  which 
days  of  care  are  utilized.  Hospital  costs  in  relation 
to  Blue  Cross  rates  have  previously  been  discussed 
on  this  page^;  utilization  of  in-patient  ser\’ices  has 
also  been  discussed  upon  several  occasions,  but  in 
these  discussions  there  has  been  but  little  emphasis 
given  to  a most  important  factor — availability  of 
beds. 

With  the  help  of  federal  Hill-Burton  funds  and 
State  appropriations  many  Virginia  communities 
have  constructed  new  hospitals,  or  have  enlarged 
existing  hospitals,  during  the  past  few  years.  Con- 
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struction  of  beds  continues  and,  according  to  plans 
now  on  drawing-boards,  new  construction  will  con- 
tinue well  into  the  future.  Obviously  the  people  of 
the  various  communities  want  the  benefit  of  increased 
availability  of  hospital  beds — individual  members 
of  the  communities  have  personally  contributed  to 
their  construction  costs.  Unfortunately,  however,  but 
few  people  of  these  communities,  of  the  State-wide 
community,  fully  realize  that  they  must  also  per- 
sonally pay  for  the  maintenance  costs  of  the  new 
beds  they  have  brought  into  existence  as  they  use 
them.  IMore  beds,  more  use  of  beds,  more  personal 
expenditure;  it  matters  not  whether  the  expenditure  is 
made  as  a post-payment  or  as  a prepayment. 

To  illustrate  the  situation,  here  are  the  trends 
which  are  affecting  the  Richmond  Blue  Cross  Plan, 
projected  from  the  past  into  the  future: 


Days  per  1000 

Beds  Available  Members  Paid  Cost  to  Plan 
Year  In  Plan  Area  for  by  Plan  Per  Day 

Cost  to  Plan 

Per  1000  Members 

1955 

5,110 

1054 

$16.24 

$17,117 

1956 

5,146 

1060 

$16.96 

$17,978 

1957 

5,394 

1120 

$18.05 

$20,216 

1958 

5,910 

1249 

$20.42 

$25,505 

1959 

6,222* 

1315 

$22.05 

$28,996 

1960 

6,480* 

1369 

$23.37 

$31,994 

1961 

6,520* 

1377 

$24.77 

$34,108 

From  this  tabulation  it  is  apparent  that  the  amount 
of  prepayment  for  Blue  Cross  hospital  services  which 
might  have  been  adequate  during  1955  is  only  about 
half  the  amount  that  will  be  necessary  to  cover  the 
cost  of  hospitalization  the  Plan  will  experience  dur- 
ing 1961.  The  new  rates  this  Plan  recently  requested 
of  the  State  Corporation  Commission,  incidentally, 
are  designed  to  carry  the  Plan  until  June  1,  1961. 
The  rates  it  had  in  effect  during  1955  were  increased 
30%  as  of  June  1,  1958;  and  the  rates  then  becom- 
ing effective  are  now  to  be  increased  by  about  50% 
- — the  net  effect  on  the  1955  rates  being  a 95% 
increase. 

The  expense  of  prepayment  for  hospital  care  thus, 
over  a period  of  only  six  years,  will  be  almost  doubled 
as  a result  not  only  of  increasing  hospital  operating 

* Including  beds  now  under  construction  or  on  draw- 
ing-boards. 
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costs  but  also  of  continued  construction  of  new 
hospital  beds.  Prepayment  is  but  a budgeting  mech- 
anism; without  prepayment  the  public  would  still 
find  it  necessary  throughout  1961  to  expend  for  hos- 
pital care  about  twice  the  amount  of  its  1955  ex- 
penditure, else  many  of  the  newer  beds  would  have 
to  be  closed.  And  this  fact  raises  another  question; 
are  all  the  hospital  beds  now  planned  for  truly 
necessary  ? 

To  completely  eliminate  any  further  increase  in 
the  number  of  hospital  beds  which  must  be  sup- 
ported, there  perhaps  could  be  instituted  a do-it- 
yourself  nursing  program  for  individual  families — 
with  a resultant  increase  in  time-loss,  disability,  and 
maybe  even  life.  Also,  shifting  a large  portion  of 
medical  care  back  to  the  home  would  bring  a demand 
for  many  more  doctors  than  are  now  in  practice. 
On  the  other  hand,  the  need  to  finance  maintenance 
of  a progressively  increasing  number  of  hospital  beds 
poses  the  danger  of  pricing  out  of  the  market  the 
heretofore  successful  voluntary  system  of  paying  and 
prepaying  for  hospital  care. 


The  answer  lies  in  truly  judicious  decisions  about 
hospital  bed  construction.  If  there  are  to  be  beds 
available  in  numbers  permitting  hospitals  to  be 
over-used,  an  economic  recession  would  find  hospitals 
to  be  over-built.  But  an  optimum  number  of  beds — 
plus  adequate  hospital  facilities  for  ambulatory  pa- 
tient-care— probably  can  be  maintained  by  the  vol- 
untary system  throughout  the  vagaries  of  the  general 
economy,  while  at  the  same  time  optimum  medical 
practices  can  be  continued. 

To  ascertain  that  the  optimum  number — not  a 
superfluity — of  hospital  beds  are  constructed  and 
maintained,  and  to  sponsor  the  construction  of  ade- 
quate hospital  accommodations  for  ambulatory  pa- 
tients, are  challenging  problems  for  the  medical 
profession.  Only  by  successfully  meeting  its  chal- 
lenge can  the  profession  keep  the  costs  of  health 
care  from  leading  the  country  into  so-called  “social- 
ized” medicine. 

1 “Health  Policy  Costs  Rising  Across  U.  S.”  Detroit  Free 
Press  128 :7B.  January  4,  1959. 

2 Pre-Paid  Medical  Care.  Virginia  Medical  Monthly 
85:  p.  93-94,  February,  1958. 


Shoulder  Exercise  in  Forearm  Fractures 


Even  though  a person  has  his  elbow,  forearm  or 
hand  in  a cast,  he  must  raise  the  arm  above  his 
head  several  times  a day.  Otherwise,  he  may  end 
up  with  a stiff  and  painful  shoulder. 

Most  patients  with  fractures  of  the  forearm  or 
hand  are  afraid  to  do  “what  may  appear  to  them 
to  be  unnecessary  movements,”  two  Chicago  ortho- 
pedists said  in  the  February  28  Journal  of  the 
American  Medical  Association. 

Lack  of  exercise,  even  for  as  brief  a period  as 
two  or  three  weeks,  may  cause  a shoulder  to  become 
stiff.  Drs.  Robert  G.  Thompson  and  Edward  L. 
Compere  said  doctors  must  repeatedly  tell  their  pa- 


tients to  raise  their  injured  arms  above  their  heads 
several  times  a day. 

This  advice  applies  to  any  patient  with  a fracture 
involving  the  fingers,  hands,  forearms  or  elbows,  and 
who  is  wearing  a short  or  long  arm  cast,  with  or 
without  a sling. 

If  the  patient  raises  the  arm  above  his  head  sev- 
eral times  each  day,  “much  future  suffering  and 
disability  can  be  prevented.” 

In  addition,  patients  should  be  shown  how  to 
move  their  hands  when  they  have  injuries  of  the 
elbow  and  forearm.  It  is  not  enough,  they  said, 
to  simply  wiggle  the  fingers;  a complete  fist  should 
be  made. 
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Staphylococcal  Infections  in  Hospitals 
(Continued) 

Recommendations  for  Prevention  of  Staphylococ- 
cal Disease  in  Hospitals. 

There  should  be  a Committee  on  Infections  in 
every  hospital.  It  is  suggested  that,  where  possible,  a 
bacteriologist,  a pediatrician,  a surgeon,  an  internist, 
a nurse,  and  a hospital  administrator  be  members. 
The  local  health  director  should  be  invited  to  serve 
as  a consultant  to  the  committee.  The  committee 
should  establish  a system  of  reporting  infections 
among  patients  and  personnel  and  should  designate 
one  individual  to  whom  reports  are  to  be  made. 
If  cultures  are  required  from  all  infections,  the  bac- 
teriologist should  automatically  send  reports  to  the 
chairman  of  the  Committee  on  Infections.  Records 
of  all  infections  should  be  kept  as  a basis  of  epi- 
demiologic study  and  recommendations  for  remedial 
measures. 

Positive  staphylococcic  cultures  should  be  tested 
for  coagulase  positivity  and  for  antibiotic  resistance. 
Phage  typing  should  be  done  when  indicated  on 
coagulase-positive  staphylococci  of  apparently  epi- 
demic strain. 

The  committee  should  review  aseptic  techniques  in 
use  in  operating  rooms,  delivery  rooms,  nurseries, 
and  in  the  treatment  of  all  patients  with  infections. 
They  should  recommend  methods  to  improve  tech- 
niques when  indicated  and  to  see  to  their  enforce- 
ment. 

The  committee  should  attempt  to  reduce  to  a 
minimum  consistent  with  adequate  care:  a)  the  use 
of  antibiotics,  especially  as  “prophylaxis”  in  clean, 
elective  surgery  and  b)  treatment  with  adrenocor- 
tical steroids. 

The  committee  should  undertake  an  educational 
program  to  convince  professional  staffs  and  lay 
employees  of  the  hospital  of  the  importance  of 
reporting  to  the  proper  authority  when  they  have 
skin  infections,  boils,  acute  upper  respiratory  infec- 
tions and  the  like. 

The  committee  should  attempt  to  discover  infec- 
tions that  do  not  become  manifest  until  after  the 
patients  leave  the  hospital.  Some  surv'ey  should  be 
made  of  patients  who  have  been  sent  home.  A tele- 
phone survey,  either  complete  or  sample,  is  an  excel- 
lent method.  They  should  attempt  to  trace  the 


source  of  any  infection  with  which  a patient  may 
be  admitted  to  the  hospital. 

The  committee  should  require  the  isolation  of  hos- 
pital patients  with  staphylococcic  disease  and  should 
enforce  the  observation  of  isolation  techniques  by  all 
who  come  in  contact  with  the  patient.  An  educational 
program  directed  to  the  family  of  such  patients 
should  be  carried  on  so  that  they  will  understand  why 
visitors  have  to  be  excluded  or  limited. 

The  committee  should  undertake  or  direct  special 
studies  among  staff  and  personnel  to  uncover  silent 
carriers  of  staphylococci,  especially  in  epidemic  situ- 
ations accompanied  by  repeated  cases  traceable  to  the 
same  type  of  organism.  They  should  provide  appro- 
priate measures  for  treatment  of  all  carriers  who 
persistently  show  heavy  growth  of  epidemic  strains 
of  staphylococci  in  naso-pharyngeal  cultures  or  who 
are  identified  by  epidemiologic  evidence.  They  should 
advise  the  transfer  of  such  carriers  and  personnel 
with  skin  infections,  boils,  acute  upper  respiratory 
infections,  and  the  like  from  locations  such  as  oper- 
ating rooms,  delivery  rooms,  nurseries,  and  food- 
handling positions  to  other  duty  stations  in  the  hos- 
pital. Occasionally  leave  of  absence  for  a per- 
sistent carrier  may  be  necessary.  In  a few  instances 
it  may  be  wise  to  request  the  resignation  of  such 
personnel. 

The  committee  should  work  closely  with  the  hos- 
pital administrator  and  in  many  instances  should 
direct  their  advice  or  requests  through  him.  The 
administrator  should  be  directly  responsible  for 
maintenance  of  the  general  cleanliness  of  all  areas 
in  the  hospital. 

All  other  possible  sources  of  cross-infection,  such 
as  dust,  air  pollution,  and  floors  must  be  considered 
as  potentially  important  factors  in  the  spread  of 
infection.  Engineers  may  prove  valuable  as  con- 
sultants in  considering  air  pollution  and  in  inspect- 
ing ventilating  and  air-conditioning  systems. 

There  must  be  organization  to  achieve  the  goal 
of  maintaining  proper  cleanliness.  Within  this  or- 
ganization there  must  be  an  executive  housekeeper 
and  this  individual  must  be  responsible  to  only  one 
person.  Every  person  has  a right  to  know  what  he 
is  to  do,  how  he  is  to  do  it,  and  to  whom  he  is  respon- 
sible. Responsibility  delegated  should  carry  with 
it  the  right  to  report  to  only  one  individual.  Work- 
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men  are  answerable  to  their  immediate  supervisors; 
the  supervisors  report  to  the  chief;  the  chief  reports 
to  the  administrator;  the  administrator  reports  to 
the  chairman  of  the  Committee  on  Infections.  The 
primary  mission  of  all  is  to  provide  a sanitary  en- 
vironment in  which  ill  patients  are  housed  and  in 
which  medical  treatment  may  restore  them  to  health. 

The  housekeeper  must  have  specialized  knowledge 
in  cleaning  techniques  for  contaminated  areas  and  for 
handling  contaminated  materials,  such  as  linens.  The 
workers  must  know  how  to  protect  themselves  as  well 
as  how  to  prevent  the  spread  of  infections  to  others. 
Infected  linens  should  be  bundled  in  a clean  bag 
or  pillow  case  and  the  container  tagged  and  handled 
separate  from  other  linens.  Ideally,  a disinfectant 
should  be  used  to  scrub  the  floors  throughout  the 
hospital  instead  of  just  in  the  operating  rooms,  as 
at  present.  The  time  for  cleaning  wards  should  be 
arranged  to  occur  prior  to  and  not  when  dressings 
are  changed.  Likewise,  window  sills,  pipes,  doors, 
and  radiators  should  be  dusted  with  a moistened 
cloth  when  dressings  are  not  being  changed.  Mop 
heads  and  scrub  water  should  be  changed  frequently 
and  always  after  scrubbing  a badly  contaminated 
area. 

Usually  the  plan  of  instruction  in  aseptic  tech- 
niques is  a function  of  the  Nursing  Service.  House- 
keeping personnel  are  masked,  capped,  and  gowned 
and  follow  the  same  general  aseptic  techniques  in 
entering  and  leaving  a contaminated  area  as  nursing 
personnel. 

Equipment  and  supplies  used  by  housekeeping 
personnel  in  isolation  areas  are  purchased  specifically 
for  that  part  of  the  hospital  and  are  not  to  be  used 
elsewhere  without  taking  all  precautions  to  preclude 
transmission  of  contamination. 

Washable  materials  used  in  housekeeping  are 
handled  in  the  same  way  as  contaminated  linen  from 
such  areas. 

Patients  admitted  to  the  hospital  should  be  fur- 
nished with  clean  blankets,  sterilized  linens,  and 
clean  mattresses.  A large  pool  of  staphylococci  in  the 
ward  can  be  avoided  by  regular  disinfection  of 
blankets  and  curtains.  Woolen  blankets  may  be  dis- 
infected during  laundering.  Blankets  should  be 
kept  out  of  the  operating  rooms.  Do  not  mix  them 
on  the  shelves  and  do  not  redistribute  them  to  dif- 
ferent patients  each  night.  Cleanliness  of  mattresses 
may  be  approached  through  the  use  of  dispK)sable  or 
non-disposable  plastic  covers. 

Laboratory  Studies.  The  hospital  laboratory  should 
make  isolations  in  pure  culture  of  staphyloccocci  from 


specimens  submitted  in  cases  of  infection  or  in  epi- 
demiologic studies.  It  should  be  determined  whether 
they  are  coagulase  positive  and  their  antibiotic 
resistance  should  be  tested.  These  studies  can  be 
made  in  most  small  laboratories  and  the  Director 
of  the  State  Laboratory  is  ready  to  train  these  tech- 
nicians who  may  wish  to  review  or  who  may  be 
uncertain  of  their  procedure. 

Phage  typing  is  another  thing.  This  must  usually 
be  done  in  a central  laboratory  and  the  State  Lab- 
oratory will  take  care  of  specimens  submitted  for 
phage  typing  either  by  sending  them  to  the  laboratory 
designated  for  this  area  or,  when  equipped,  by  han- 
dling them  in  their  own  laboratory.  Laboratories 
should  be  reminded  that  the  occasional  isolation  of 
staphylococci  may  have  no  import  at  the  time  but 
later  may  prove  to  be  a part  of  an  epidemic  which 
is  building  up.  For  this  reason,  cultures  should  not 
be  destroyed  but  should  be  held  until  it  is  evident 
that  they  are  no  longer  needed. 

Members  of  the  broad  phage  Group  III  and  type 
80/81  have  been  largely  responsible  for  hospital- 
acquired  infections  in  1957  and  1958.  The  latter 
possess  enhance  virulence  and  high  degree  of  com- 
municability. 

It  is  quite  evident  that  prevention  and  control 
of  staphylococcal  infections  in  hospitals  calls  for 
teamwork,  for  close  association  of  many  groups,  for 
constant  vigilance,  and  for  full  knowledge  of  the 
situation  prevailing  at  all  times. 

References.  Hospital-Acquired  Staphylococcal  Disease, 
Proceedings  of  the  National  Conference,  September  1958, 
sponsored  by  U.S.  Public  Health  Service  and  National 
Academy  of  Sciences. 

Strengthen  the  Role  of  the  Hospital  Housekeeper,  Kil- 
patrick, Charles  F.,  Modern  Sanitation  and  Building  Main- 
tenance, July  1958. 
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Disease 

Control 

Jan.- 

Jan.- 

Feb. 

Feb. 

Feb. 

Feb. 

1959 

1958 

1959 

1958 

Brucellosis 

2 

1 

4 

1 

Diphtheria 

1 

0 

3 

5 

Hepatitis 

86 

27 

112 

56 

Measles 

. . 1539  1107 

2880 

1541 

Meningococcal  Infections  — 

11 

9 

18 

19 

Meningitis  (Other) 

15 

18 

35 

35 

Poliomyelitis 

0 

1 

2 

1 

Rabies  (In  Animals) 

15 

39 

31 

82 

Rocky  Mt.  Spotted  Fever 

1 

0 

1 

0 

Streptococcal  Infections 

. .1098 

757 

2112 

1286 

Tularemia 

1 

10 

5 

18 

Typhoid  Fever  _ 

1 

1 

2 

5 
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Our  Hospital  Patients  Grow  Older 

Although  the  socio-economic  problems  of  our  aging 
population  are  of  moderate  interest  to  everyone,  they 
are  of  grave,  immediate,  and  particular  concern  to 
the  Department  of  !Mental  Hygiene  and  Hospitals. 
Plans  for  future  hospital  construction  and  remodel- 
ing for  example  must  be  made  many  years  in  advance. 
It  is  important  therefore  to  predict  the  size  of  the 
geriatric  problem  with  as  much  accuracy  as  possible. 
The  only  predictive  yardstick  available  is  the  ex- 
perience of  the  past. 

One-fourth  of  the  patients  now  in  the  mental  hos- 
pitals of  Virginia  are  65  years  of  age  and  over.  This 
has  been  true  for  almost  10  years.  .\1  though  the 
increase  in  percentage  each  year  of  this  age  group 
has  been  small,  as  tlie  total  population  has  increased, 
the  actual  numbers  of  these  aged  patients  has  more 
than  proportionately  increased.  By  using  the  index 
method  of  increase  with  1949  as  a base  of  100,  the 
table  shows  this  growth  of  geriatric  population: 

Percent  of 

Population  Population 

65  Years  65  Years 


Total  of  Age  and  Over 


Year 

Population 

Index 

and  Over 

Index 

Each  Year 

1949 

9,860 

100.0 

2,294 

100.0 

23.3 

1950 

9,914 

100.5 

2,358 

102.8 

23.8 

1951 

9,904 

100.4 

2,420 

105.5 

24.4 

1952 

10,125 

102.7 

2,456 

107.1 

24.5 

1953 

10,532 

106.8 

2,587 

112.8 

24.6 

1954 

10,856 

110.0 

2,713 

118.3 

25.0 

1955 

11,303 

114.6 

2,914 

127.0 

26.0 

1956 

11,037 

111.9 

2,934 

127.9 

26.6 

1957 

11,020 

111.8 

2,955 

128.8 

26.8 

1958 

11,067 

112.2 

2,930 

127.7 

26.5 

-Approximately  66%  of  the  hospital  population  is 
made  up  of  two  diagnostic  groups,  diseases  of  the 
senium  and  psychotic  (involutional,  manic-depres- 
sive, and  schizophrenic).  Eighty-five  percent  of  the 
patients  65  years  of  age  and  over  fall  into  one  or 
the  other  of  these  two  diagnostic  groups.  .At  the 
beginning  of  the  period  the  psychotic  group  had  more 
patients  in  the  65  years  and  over  age  group  than 
the  diseases  of  the  senium.  This  ratio  has  changed 
so  that  now  diseases  of  the  senium  are  slightly  larger. 

The  two  diagnostic  groups  are  shown  in  the  fol- 
lowing table  using  1949  as  the  base  of  100  for  the 
index  increase: 

L.axtz,  Edn.a  M.,  Statistician,  Department  of  Mental 
Hygiene  and  Hospitals,  Richmond,  I'irginia. 

Approved  for  publication  by  Commissioner,  Department 
of  Mental  Hygiene  and  Hospitals. 


Year 

Total  65 
and  Over 

Diseases 
of  Senium 

Index 

Psychotic 

Index 

1949 

2,294 

935 

100.0 

1,032 

100.0 

1950 

2,358 

975 

104.3 

1,039 

100.7 

1951 

2,420 

1,002 

107.2 

1,076 

104.3 

1952 

2,456 

992 

106.1 

1,105 

107.1 

1953 

2,587 

1,082 

115.7 

1,132 

109.7 

1954 

2,713 

1,113 

119.0 

1,173 

113.7 

1955 

2,914 

1,296 

138.6 

1,229 

119.1 

1956 

2,934 

1,270 

135.8 

1,242 

120.3 

1957 

2,955 

1,263 

135.1 

1,240 

120.3 

1958 

2,930 

1,231 

131.7 

1,226 

118.9 

The  comparative  indices  of  both  tables  show  that 
the  hospital  population  had  a higher  index  in  1955 
than  any  other  year  during  the  period.  The  psychotic 
age  group  of  65  years  and  over  has  continued  to  rise 
e.xcept  for  a slight  drop  in  1958.  The  disease  of  the 
senium  index  dropped  after  the  year  1955  but  this 
is  misleading,  for  the  following  reason: 

The  number  of  patients  in  the  “diseases  of  the 
senium”  group  is  a reflection  of  current  admis- 
sion rate.  Most  of  these  are  in  the  older  age  group 
when  admitted  and  the  admission  diagnosis  is  ac- 
curate and  static.  Those  patients  in  psychotic  groups 
are  largely  a build  up  and  accumulation  of  patients 
admittted  in  earlier  years  who  have  gro^^■n  old  in 
the  hospital.  .Actually  many  of  these  were  admitted 
as  schizophrenics  but  now  are  predominantly  arterio- 
sclerotic, etc.  They  are  still  carried  on  the  records, 
however,  as  of  the  original  diagnosis.  Therefore 
relative  drop  in  diseases  of  the  senium  when  com- 
pared to  psychotic  is  more  apparent  than  real. 

In  1955  a special  study  was  made  of  patients  in 
mental  hospitals  by  length  of  stay,  diagnosis  and  age. 
(Results  of  this  study  were  published  in  the  Virginia 
Medical  Monthly  from  February,  1956  to  July, 
1956.)  Because  of  the  normal  death  rate  only  7.9% 
of  the  1,475  patients  diagnosed  as  “diseases  of  the 
senium”  were  in  the  hospital  longer  than  10  years  and 
15.0%  longer  than  5 years,  whereas,  the  manic-de- 
pressive had  62.3%,  10  years  or  longer  and  76.0%, 
5 years  or  longer;  schizophrenics  54.9%,  10  years  or 
longer  and  71.8%,  5 years  or  longer. 

Thus  mental  hospitals  have  two  h'pes  of  geriatric 
patients;  those  admitted  at  an  early  age  to  grow  old 
in  the  hospital  because  they  are  too  mentally  ill  to 
be  released  or  have  nowhere  to  go — and  those  ad- 
mitted in  the  later  years  of  life  most!}'  from  a 
mental  disease  as  a result  of  old  age. 

The  admissions,  discharges,  and  death  ratios  of  the 
aged  patient  will  be  taken  up  in  a subsequent  article. 
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President Mrs.  Charles  A.  Easley,  Danville 

President-Elect Mrs.  Walter  A.  Porter,  Hillsville 

Vice-Presidents Mrs.  George  K.  Brooks,  Richmond 

Mrs.  James  M.  Moss,  Alexandria 
Mrs.  W.  A.  Eskridge,  Parksley 


Recording  Secretary Mrs.  Robert  B.  Keeling,  South  Hill 

Corresponding  Secretary Mrs.  J.  J.  Neal,  Danville 


Treasurer Mrs.  Wyndham  B.  Blanton,  Richmond 

Publication  . Mrs.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  J.  R.  St.  George,  Portsmouth 

Mrs.  Lee  S.  Liggan,  Irvington 
Mrs.  Maynard  Emlaw,  Richmond 


Workshop 

The  Woman’s  Auxiliary  of  The  Medical  Society 
of  Virginia  held  their  first  workshop  on  February 
10th  at  the  new  headquarters  building  in  Richmond. 
Many  presidents  have  tried  to  hold  a mid-year  work- 
shop in  conjunction  with  the  board  meeting.  Mrs. 
Easley  is  the  first  president  to  accomplish  the  al- 
most impossible.  The  workshop  was  on  the  10th 
and  the  board  meeting  on  the  11th.  Attendance  was 
excellent;  members  came  from  far  and  wide. 

The  workshop  began  promptly  at  9:30  A.  M.  with 
registration,  announcements  and  news  from  the  med- 
ical society. 

Mrs.  Walter  Porter,  membership  chairman,  re- 
ported on  membership. 

Today’s  Health:  Mrs.  William  Grigg  showed 
slides  on  the  new  look  of  Today’s  Health.  She  said 
that  the  magazine  has  potential  readers  of  12  mil- 
lion a month. 

Bulletin:  Mrs.  B.  T.  Eberly  reported  for  the 
chairman,  Mrs.  L.  E.  Mayo. 

Program:  Mrs.  George  K.  Brooks,  chairman,  re- 
quested that  the  group  have  better  programs  so  they 
would  have  better  attendance  at  their  meetings.  She 
said  that  auxiliaries  cannot  compete  with  women’s 
clubs  for  programs  since  auxiliaries  do  not  have 
budgets  for  programs.  The  best  idea  is  to  stay  with 
auxiliary  interests. 

AMEF : Mrs.  Carney  Pearce,  chairman,  gave 
everyone  a bulletin  on  AMEF,  explaining  its  func- 
tion. The  AMEF  is  sponsored  by  the  American 
Medical  Association,  which  pays  all  its  operating 
costs.  Every  dollar  contributed  goes  to  the  medical 
schools.  Grants  are  used  for  much-needed  modern 
teaching  equipment,  salary  increases  to  help  faculty 
that  would  otherwise  be  forced  to  leave  teaching. 


and  new  departments  in  order  to  keep  abreast  with 
scientific  advances. 

Recruitment:  Mrs.  H.  C.  Thompson,  chairman, 
report  there  are  156  different  occupations  connected 
with  health.  Eleven  out  of  100  are  physicians. 

Historian:  Mrs.  Hawes  Campbell,  chairman, 
asked  the  members  to  please  send  her  their  clippings. 

Legislature : Mrs.  Henry  R.  Bourne,  chairman, 
requested  that  we  be  informed  regarding  bills  that 
are  going  before  Congress. 

1.  Encourage  all  auxiliary  members  to  study  So- 
cial Security  amendments  such  as  the  “Forand  Bill”. 

2.  Study  the  Jenkins-Keough  Bill. 

3.  Inform  other  leaders  of  other  organizations 
concerning  the  position  of  medicine  in  important 
pending  legislation. 

4.  Cooperate  with  your  state  and  local  medical 
society’s  program  to  “improve  the  health  care  of  the 
aged”. 

Public  Relations:  Mrs.  E.  Lynwood  Bagby,  chair- 
man, introduced  Dr.  W.  Linwood  Ball,  vice-president 
of  the  American  Medical  Association,  who  gave  an 
informative  talk  on  good  public  relations. 

Parliamentary  Law:  Mrs.  Maynard  Emlaw,  chair- 
man, gave  a most  interesting  report  which  is  being 
printed. 

Mental  Health:  Mrs.  A.  B.  Gravatt,  Jr.,  chair- 
man, introduced  Dr.  John  R.  Saunders  who  spoke 
on  Mental  Health.  His  talk  will  be  printed  in  an 
early  issue  of  the  Monthly. 

Safety:  Mrs.  M.  H.  Harris,  chairman,  introduced 
Dr.  Fletcher  Woodward  who  spoke  on  Safety.  He 
gave  such  an  excellent  talk  everyone  wanted  to  know 
where  they  could  purchase  safety  belts  for  their 
cars. 

Philanthropic : Mrs.  W.  M.  Wattles,  chairman, 
gave  out  letters  to  the  auxiliary  presidents  for  them 
to  mail  their  contributions  to  Sheltering  Arms  and 
Crippled  Children’s  Hospitals. 

Mrs.  Edward  Ray,  chairman,  reported  on  the 
Leigh-Hodges-Wright  Memorial  Fund. 

Student  Loan:  Mrs.  Lee  S.  Liggan,  chairman, 
said  that  she  would  discuss  student  loans  in  the 
board  meeting  the  next  day. 

Janet  Coleman  (Mrs.  Custis  L.). 
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Parliamentary  Procedure  in  Practice 

It  was  at  the  meadow  of  Runnymede,  on  June  19, 
1215,  that  King  John  of  England  was  forced  by 
rebellious  barons  to  grant  the  !Magna  Carta  guaran- 
teeing the  rights  of  his  subjects.  You  may  remember 
that  it  is  said  he  threw  his  pen  down  angrily  after 
signing.  The  first  real  recognition  of  citizenship 
rights  and  privileges,  however,  occurred  during  tlie 
reign  of  King  Edward  I,  1272-1307,  by  virtue  of 
the  Magna  Carta.  This  revered  document  estab- 
lished a Parliament  for  the  people  of  England,  and 
a government  for  the  people.  Rules  accepted  in  the 
House  of  Lords  and  in  the  House  of  Commons  have 
become  known  as  “Parliamentar}-  Procedure”  and 
are  based  on  profound  judgment  and  reason. 

Thomas  Jefferson  studied  the  English  Parliament 
and  then  wrote  the  manual  which  established  custom 
in  the  United  States  government,  and  which  is  still 
in  use.  For  the  layman,  the  writings  of  General 
Henry  Robert  are  used  as  an  authority  in  most 
organized  groups. 

However,  no  one  person  can  claim  authorship 
of  parliamentar}-  procedure.  The  origin  can  be 
traced  to  The  Ten  Commandments,  for  from  these 
principles  all  laws  have  originated,  a number  now 
estimated  to  be  about  thirt}--five  million  separate 
rules. 

Parliamentary  Law  is  said  to  be  the  oil  which 
makes  the  meeting  run  smoothly,  just  as  does  the  oil 
used  to  make  machinery  perform  properly.  It  is 
based  on  the  Golden  Rule,  which  may  be  interpreted 
thus : 

1.  Assures  justice  and  courtesy  to  all 

2.  Advances  one  thing  at  a time 

3.  Recognizes  the  rule  of  the  majority 

4.  Protects  the  rights  of  the  minority 

Let  us  consider  here  parliamentar}-  procedure  as 
it  concerns  the  responsibilities  of,  first,  the  presiding 
officer;  second,  the  individual  member;  third,  com- 
mittees in  general;  and  fourth,  the  nominating  com- 
mittee. 

First — The  presiding  officer:  I believe  that  there 
are  certain  requisites  which  are  beneficial  to  the 
president  of  any  organization,  namely: 

Physical  energ}-  and  enthusiasm. 

Purpose  and  direction.  (To  know  the  aims  of  the 
organization.) 

Friendliness.  (Discover  ability  in  the  members 
and  express  appreciation  of  honest  effort.) 

Integrity  and  honesty.  (To  be  impartial  and  fair 
in  all  decisions. ) 

Technical  mastery.  (To  know  the  duties  of  office 


by  studying  the  bylaws  and  rules  of  the  or- 
ganization; to  practice  to  acquire  the  art  of 
presiding;  and  to  know  correct  parliamentar}- 
procedure.) 

The  presiding  officer  should  begin  each  meeting 
on  time.  It  is  not  fair  to  the  punctual  members  to 
await  arrival  of  the  tardy  ones.  The  meeting  should 
also  close  on  time.  One  of  the  surest  ways  to  keep 
members  away  from  meetings  is  to  allow  the  meeting 
to  drag  long  past  tlie  time  set  for  adjournment.  Guest 
speakers  should  be  advised  in  advance  as  to  the 
amount  of  time  alloted  for  their  portion  of  a program. 

There  are  certain  articles  which  every  presiding 
officer  should  bring  to  each  meeting: 

1.  A notebook  containing  the  order  of  business. 

2.  A gavel  to  obtain  and  maintain  order. 

3.  A watch  to  time  the  meeting. 

4.  A pencil  or  pen  to  check  each  item  on  the 
agenda. 

5.  The  constitution,  bylaws  and  standing  rules 
of  the  organization  to  settle  questions  arising 
in  the  meeting.  Also,  a list  of  all  committees. 

6.  A parliamentary  manual  to  aid  the  Chair  in 
ruling. 

7.  A calendar  to  settle  future  dates. 

Leadership  ability  very  often  is  born  in  a person, 
but  it  can  also  be  developed  through  study  and  care- 
ful preparation.  Carlyle  once  observed:  “The  wise 
may  be  taught  by  reason  alone,  but  the  ordinary  mind 
is  taught  by  experience.” 

The  seating  of  the  officers  of  an  organization  is 
usually  in  the  following  order:  the  president,  with 
the  secretary  at  her  left;  the  vice-president  to  the 
right  of  the  president,  and  the  treasurer  at  the  left 
of  the  secretar}-.  Even  in  the  most  informal  “home” 
meetings,  the  president  and  secretary  should  sit 
together  at  a table.  guest  of  honor  should  be 

seated  to  the  right  of  the  president. 

One  word  of  caution  regarding  the  use  of  the 
gavel  is  given.  It  is,  of  course,  the  symbol  of  au- 
thority, but  it  should  be  used  sparingly.  One  tap 
is  sufficient  to  open  the  meeting.  It  may  be  necessary 
to  use  the  gavel  to  restore  order  when  it  is  breached 
during  the  meeting,  but  here,  again,  one  vigorous 
tap  should  be  sufficient. 

The  good  presiding  officer  does  not  make  an  un- 
necessar}-  display  of  her  knowledge  of  correct  par- 
liamentary procedure,  but  does  tactfully  assist  mem- 
bers, if  necessary,  in  re-phrasing  motions.  Also,  the 
Chair  will  explain  terminolog}-  if  it  appears  that 
the  members  do  not  understand.  For  example,  if 
debate  of  a motion  continues  at  great  length  until 
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the  discussion  of  the  subject  is  becoming  repetitious, 
some  member  may  say;  “I  move  the  Previous  Ques- 
tion”. The  Chair  should  explain  to  the  assembly 
that  if  this  motion  is  passed,  it  immediately  stops 
discussion  and  the  main  motion  must  be  voted  on 
at  once.  The  motion  on  the  Previous  Question  must 
be  seconded  and  requires  a two-thirds  vote  to  pass. 

Frequently  when  discussion  of  a matter  has  been 
long,  the  Chair,  wishing  to  bring  the  matter  to  vote, 
may  ask:  “Are  you  ready  for  the  question?”  Im- 
mediately several  members  will  reply  with  “Ques- 
tion”, “Question”.  Properly  the  Previous  Question 
should  be  moved  to  close  debate,  and  it  might  be 
preferable  for  the  Chair  to  state:  “If  there  is  no 
further  discussion  of  this  matter,  we  shall  now  vote 
on  the  motion  before  the  house”,  and  she  would  then 
state  the  motion  and  call  for  the  vote. 

Second — Responsibilities  of  Members 

Individual  members  have  a duty  to  their  organi- 
zation. Every  member  should  be  familiar  with  the 
bylaws.  They  should  attend  the  meetings  regularly, 
and  thus  manifest  loyalty  and  faith,  show  regard  for 
the  fellowship  and  efforts  of  the  other  members,  and 
should  participate  in  the  activities  of  the  organiza- 
tion to  the  extent  of  their  experience  and  talent. 

New  members  who  have  no  experience  in  organi- 
zations, but  who  should  constitute  tomorrow’s  offi- 
cers and  leaders,  can  acquire  proficiency  and  con- 
fidence by  learning  a few  fundamentals  of  parlia- 
mentary procedure. 

Members  should  know  the  proper  way  to  intro- 
duce business.  The  member  should  rise  and  address 
the  chair,  as:  “Madame  Chairman”,  and  wait  to  be 
recognized.  Then  she  may  propose  the  motion.  Al- 
ways say:  “I  move”,  not  “I  make  a motion”.  The 
motion  should  be  seconded,  the  Chair  states  the 
motion  and  calls  for  discussion.  The  maker  of  the 
motion  has  the  right  to  speak  first  on  the  question. 
Remember  that  every  member  has  the  right  of  ques- 
tion and  debate. 

Members  should  learn  the  correct  way  to  change 
or  add  to  the  main  motion.  They  may  do  so  by 
proposing  an  amendment.  Amendments  to  motions 
never  require  anyone’s  consent  to  be  proposed;  they 
automatically  outrank  their  motions.  Amendments 
were  created  to  enable  members  of  the  assembly  to 
improve,  change,  or  otherwise  help  complete  a motion 
so  as  to  make  it  more  acceptable  to  the  body.  Only 
two  amendments  may  be  pending  at  one  time.  The 
primary,  or  first,  amendment  must  be  germane  to 
the  main  motion;  the  secondary  amendment  must 
be  germane  to  the  first  amendment.  Amendments 


must  be  seconded,  are  debatable,  and  require  a ma- 
jority vote.  The  secondary  amendment  is  voted 
upon,  then  the  primary,  and  finally  the  main  mo- 
tion as  amended. 

One  of  the  best  ways  for  a member  to  serve  the 
organization  is  to  accept  committee  appointments. 
This  brings  us  to  Point  3. 

Third — Responsibilities  of  Committees 

Robert’s  Rules  of  Order,  Revised,  defines  Com- 
mittees thus:  “A  committee  is  a body  of  one  or  more 
persons  appointed  or  elected  by  an  assembly  or 
society  to  consider,  to  investigate,  or  to  take  action 
in  regard  to  certain  matters,  or  to  do  all  three  of 
these  things”.  Committees  are  of  two  classes:  (1) 
Boards  of  Managers,  or  Director,  or  Executive  Boards, 
and  (2)  Ordinary  Committees,  such  as  Standing  or 
Special  Committees. 

In  nearly  all  organizations,  the  major  part  of  the 
work  is  carried  on  by  committees.  An  organization 
could  accomplish  little  if  all  the  discussion  and 
planning  had  to  take  place  at  its  general  meetings. 

Standing  committees  are  provided  for  in  the  by- 
laws, and  are  appointed  or  elected  at  the  beginning 
of  the  administration  to  cover  each  activity  of  the 
organization,  such  as:  Program,  Membership,  Pub- 
licity, Ways  and  Means,  and  so  on.  These  com- 
mittees perform  the  normal  functions  of  the  organi- 
zation and  it  is  of  great  importance  that  a member 
find  out  the  exact  duties  of  a committee  before 
accepting  its  chairmanship.  These  committees  serve 
for  a fixed  term,  usually  the  same  as  the  officers, 
and  submit  an  annual  report. 

Special  committees  perform  an  entirely  different 
function.  The  members  are  selected  for  a specific 
purpose  and  the  duties  are  only  temporar}'.  When 
the  work  is  completed  and  final  report  submitted, 
the  committee  automatically  ceases  to  exist. 

Committee  meetings  may  be  informal,  except  in 
a large  committee.  Members  need  not  rise  to  propose 
motions  or  to  speak  in  debate.  Motions  need  not 
be  seconded.  There  is  no  limit  to  the  number  of 
times  a member  may  speak  on  a motion,  provided, 
of  course,  that  other  members  are  not  denied  similar 
rights.  The  Chair  may  speak  to  motions  without 
leaving  the  chair.  Discussions  in  committees  are 
supposed  to  be  confidential,  the  object  of  secrecy 
being  to  protect  full  and  free  expression  of  the  feel- 
ing of  the  members.  Only  such  matters  as  can  be 
openly  discussed  before  the  entire  organization  should 
be  mentioned  in  the  report  of  the  committee.  In 
committee  meetings  it  is  advisable  to  keep  a memo- 
randum for  the  use  of  the  committee  until  its  report 
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is  completed.  This  may  be  done  by  the  Chairman 
of  the  committee,  or  a secretary  may  be  appointed. 

The  purpose  of  reports  is  to  inform  the  organiza- 
tion of  the  work  entrusted  to  its  officers  and  com- 
mittees. Ideally,  they  should  not  be  lengthy  but 
should  contain  a concise  resume  of  what  was  accom- 
plished, with  recommendations,  if  any,  at  the  end 
of  the  report.  Committee  reports  should  always 
be  written  in  the  third  person.  Reports  may  be 
signed  by  all  the  members  of  the  committee.  \\’hen 
the  chairman  is  authorized  to  sign  alone,  the  title 
“Chairman"  appears  on  the  report;  othen\'ise  the 
title  is  omitted.  The  use  of  the  words  “Respectfully 
submitted”  preceding  the  signature  is  no  longer 
customary. 

.\11  reports  should  be  read  from  the  platform  or 
near  the  president's  table.  The  reader  should  face 
the  assembly  so  as  to  be  distinctly  heard. 

The  proj>er  disposition  of  a report  depends  upon 
its  nature.  If  a report  contains  a narrative  statement 
of  the  work  done,  no  vote  is  necessary.  It  is  handed 
to  the  secretary,  and  the  Chair  simply  states  that  it 
will  be  filed. 

If  the  report  contains  a recommendation,  the 
reporting  member  at  the  close  of  the  reading,  should 
move  its  adoption.  Recommendations  need  not  be 
seconded  but  it  is  customary  in  many  organizations 
to  do  so.  When  the  Chair  has  stated  the  question  on 
the  adoption  of  the  recommendation  or  resolution, 
tlie  matter  under  consideration  is  open  to  debate  and 
amendment  like  any  main  motion. 

One  of  the  most  important  of  all  committees  in 
any  organization  is  the  Nominating  Committee,  and 
is  considered  next. 

Fourth — Responsibility  of  the  Xominating  Com- 
mittee 

I wish  to  stress  the  importance  of  using  great 
deliberation  in  the  selection  of  members  to  constitute 
the  Nominating  Committee.  A Nominating  Com- 
mittee may  be  either  a Standing  (year-around)  Com- 
mittee, or  a temporary  Committee  especially  ap- 
pointed or  elected  in  advance  of  an  election  of  offi- 
cers. The  year-around  committee  is  preferable  so 
that  the  members  of  the  Nominating  Committee  may, 
by  attending  meetings  regularly  during  the  year,  be 
in  position  to  judge  which  of  the  members  possess 
leadership  ability.  They  will  be  able  to  determine 
which  particular  office  these  members  are  best  able 
to  fill  by  observing  them  throughout  the  year.  The 
responsibility  of  the  Nominating  Committee  is  great 
and  its  importance  to  any  organization  should  never 
be  minimized. 


Finally,  in  view  of  the  leadership  role  which 
women  have  undertaken,  a knowledge  of  correct 
parliamentary  procedure  would  seem  to  be  almost 
as  useful  to  them  as  a knowledge  of  the  home- 
making arts.  In  fact,  it  is  a home-making  art,  be- 
cause all  activities  within  the  home  should  function 
more  smoothly  when  basic  principles  of  parlimen- 
tary  law  are  applied. 

I consider  the  study  of  parliamentary  law  one 
of  the  most  fascinating  and  rewarding  subjects  in 
adult  educational  programs.  It  is  fascinating  be- 
cause one  is  continually  learning  something  new, 
and  it  is  rewarding  because  it  prepares  one  for  lead- 
ership in  many  fields:  in  the  church,  in  P.T.A.,  in 
club  and  civic  work,  and  even  in  the  political  field. 

ISIy  first  instructor  of  parliamentary  law  was  Dr. 
Dera  D.  Parkinson,  a woman  of -wonderful  poise, 
graciousness  and  charm,  who  possesses  more  degrees 
in  higher  learning  than  any  woman  of  my  acquaint- 
ance. ^Irs.  Parkinson  happily  admits  to  having  lived 
seventy  interesting  years  but  looks  a very  young  sixty. 
She  declares  that  the  study  of  parliamentarj-  law  is 
a sure  way  to  keep  one  young. 

We  may  conclude  that  good  parliamentary  pro- 
cedure is  essential  as  a “First  Aid”  to  any  assembly 
in  the  dispatch  of  business,  because  it  teaches  Chris- 
tian common  sense  and  courtesy  in  meetings.  Its  use 
will: 

First:  Provide  orderly  procedure 

Second:  Protect  the  rights  of  the  minority,  and 

Third:  Express  the  will  of  the  majority. 

Lucia  K.  Eml.aiv 
(Mrs.  Maynard  R.) 

Richmond 

In  February,  the  Richmond  Auxiliary  held  our 
Civil  Defense  meeting  following  luncheon  at  the 
Branch  House. 

Speaker  for  the  occasion  was  IMr.  Harold  L. 
Coleman,  Administrative  Assistant  to  Dr.  W.  R. 
Southward,  Jr.,  who  is  in  the  Division  of  Chronic 
Disease  Control  and  Chief  of  Emergency  Medical 
Services,  State  Office  of  Civil  Defense. 

Mr.  Coleman  outlined  the  framework  of  the  or- 
ganization and  the  medical  responsibilities  of  the 
local  chief.  Is  any  major  emergency,  the  Public 
Health  Department  of  the  Commonwealth  will  be 
in  charge,  with  private  doctors  responsible  to  the 
Department.  Civil  Defense  is  government,  industry 
and  people  operating  in  an  emergency.  Its  program 
is  based  on  resources  versus  needs. 

Reminding  us  that  a modern-day  bomb  would 
probably  kill  everything  within  a 5-mile  radius  and 
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bring  destruction  within  a 28-mile  radius,  Mr.  Cole- 
man pointed  out  that  his  department  is  working  to 
equip  areas  throughout  the  State  with  supplies  of 
food  and  medicine  sufficient  to  support  any  adjacent 
stricken  area.  Particular  attention  has  been  given 
key  areas  that  have  hospitals  with  nearby  college 
dormitories  which  could  be  converted  into  auxiliary 
hospitals  with  numbers  of  beds. 

This  is  a timely  and  sobering  topic,  and  we  left 
with  a better  understanding  of  the  organizational 
efforts  being  made  in  the  public’s  behalf. 

Mrs.  J.  Henry  Hawkins 

Northern  Neck 

The  winter  meeting  of  the  Northern  Neck  Medical 
Auxiliary  was  held  at  Lowery’s  Grill,  Warsaw.  Fol- 
lowing lunch,  the  business  meeting  was  held  in  the 
home  of  Mrs.  Paul  Pearson,  with  the  president, 
Mrs.  Ames,  presiding. 


Mrs.  A.  B.  Gravatt  announced  the  workshop 
which  was  held  on  February  10th  in  Richmond. 

Mrs.  Lee  Liggan,  chairman  of  Research  and  Ro- 
mance of  Medicine,  reported  that  Virginia  won  first 
place  on  our  Doctors  Book  (Biographies)  at  the 
Southern  IMedical  Auxiliary  meeting.  We  feel  justly 
proud  of  our  small  group. 

Mrs.  Motley  Booker,  Recruitment  chairman,  an- 
nounced a Future  Nurses  Club,  consisting  of  thirty 
members,  had  been  organized  in  Northumberland 
County.  The  group  voted  to  make  a monetary  con- 
tribution to  this  wonderful  club  and  to  support  it 
one  hundred  per  cent.  They  are  to  be  informed  of 
the  Student  Loan  Fund  which  was  founded  by  one 
of  our  members,  Mrs.  Lee  Liggan,  during  her  regime 
as  state  president. 

Virginia  Drewry  McG.  Pearson 
(Mrs.  Paul) 

Publicity  Chairman 


New  RH  Blood  Reaction 


An  explanation  for  certain  puzzling  blood  reac- 
tions in  persons  receiving  transfusions  or  having 
babies  has  been  suggested  by  one  of  the  discoverers 
of  the  Rh  factor.  Writing  in  the  February  14  Jour- 
nal of  the  American  Medical  Association,  Dr.  Alex- 
ander S.  Wiener,  in  collaboration  with  Dr.  Lester 
J.  Unger,  explained  a new  tjqie  of  Rh  reaction. 

The  Rh  factor  is  a protein  substance  found  in 
most  persons’  blood;  however,  some  persons  do  not 
have  substance  and  are  said  to  be  Rh-negative.  If 
they  receive  blood  containing  the  factor,  they  build 
antibodies  (agents  that  fight  foreign  substances  in 
the  blood)  against  the  Rh  factor.  This  causes  a se- 
rious reaction.  Reactions  may  also  occur  in  babies 
with  the  factor  who  are  born  of  mothers  without 
the  factor.  This  condition  is  known  as  er\i:hro- 
blastosis  fetalis. 

Rh  reactions  have  been  thought  to  occur  only 
between  Rh-negative  and  Rh-positive  blood  in  Rh- 
negative  persons.  Now,  however,  it  has  been  found 


that  blood  reactions  can  occasionally  occur  in  Rh- 
positive  persons.  Rh-positive  persons  have  been 
found  to  have  antibodies  against  the  factor  that 
strongly  resemble  those  found  in  Rh-negative  per- 
sons. This  “seeming  paradox”  is  explained  by  the 
fact  that  there  are  at  least  four  Rh  factors  in  normal 
blood.  If  a person  is  missing  one  of  the  factors,  he 
may  react  to  blood  containing  the  missing  factor  by 
developing  antibodies  against  it.  This  knowledge 
may  help  solve  some  of  the  puzzling  problems  of 
erythroblastosis  fetalis  and  transfusion  reactions. 

They  pointed  out  that  the  possibilities  of  such 
reactions  are  quite  small,  since  only  about  1.6  per 
cent  of  Rh-positive  Negroes  and  only  about  0.1  per 
cent  of  Rh-positive  Caucasians  would  be  missing 
any  of  the  factors. 

Dr.  Wiener  is  senior  bacteriologist  in  the  office  of 
the  Chief  Medical  Examiner  of  New  York,  and  Dr. 
Unger  is  director  of  the  blood  bank  at  New  York 
University  Bellevue  Medical  Center. 
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A PPLY  a conscience-mirror  to  the  medical  profession.  For  the  most  part  you 

^ will  see  practicing  physicians  as  a dedicated  group  with  honesty,  integrity, 
skill,  and  a devotion  to  their  profession.  Ther  main  objective  is  acquisition  of  med- 
ical knowledge,  relief  and  prevention  of  suffering,  and  the  welfare  of  their  patient. 
Tliey  have  helped  raise  the  nation’s  health  to  that  of  the  best.  They  are  expert  in 
what  they  do  and  are  content  to  do  it  quietly  and  efficiently. 

But,  in  this  mirror  we  can  see  some  physicians  overlooking  their  obligations  to 
the  public  and  to  their  profession.  They  do  not  choose  to  practice  the  Golden  Rule. 
Fringe  transgressions  in  public  relations  abound  in  their  practice.  There  are  also 
those  who  condone  fee-splitting,  over-charging,  and  unnecessary  operations.  Still 
fewer  collaborate  unethically  with  attorneys  to  increase  their  incomes  from  the  mis- 
fortunes of  others.  As  a group  these  physicians  are  trampling  on  the  rights  of  the 
public.  As  individuals  each  professional  status  is  unsound.  None  can  face  the  mirror 
boldly.  None  can  subscribe  to  his  own  professional  Code  of  Ethics.  The  public  expects 
better  treatment. 

\Miat  to  do  to  get  these  few  physicians  in  line?  Publicity  first,  and  then  discipline 
if  necessar\\  Let  full  daylight  shine  on  each  misdoing.  Let  the  public  know  the 
profession  desires  light  on  these  dark  methods.  To  maintain  silence  and  never  discuss 
such  behavior  is  to  foster  its  continuance.  Dicipline  is  indicated  when  publicity 
does  not  stop  such  mistreatment  of  the  public.  The  authority  for  discipline  is  in 
each  county  medical  society.  There  is  no  other  channel.  This  discipline  must  be 
activated  through  a member  or  committee  of  a county  medical  society. 

I repeat — there  is  no  other  channel.  Someone  is  derelict. 


President 
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HEALTH  CARE  FOR  OUR  OLDER  POPULATION  is  the  subject  of  the  following 
resolution  adopted  by  the  Council  of  The  Medical  Society  of  Virginia  during  its  March 
meeting.  All  physicians  are  urged  to  give  it  the  most  careful  study  and  consideration. 

We  recognize  the  importance  of  adequately  meeting  the  health  needs  of  that  seg- 
ment of  the  population  aged  65  years  and  over.  These  needs  must  be  provided  at  a 
cost  in  keeping  with  the  modest  resources  or  the  low  income  that  is  the  case  with  many 
of  these  individuals.  The  best  medical  care  at  the  lowest  cost  can  be  provided,  in  our 
opinion,  under  a voluntary  prepayment  program. 

In  the  case  of  medically  indigent  in  the  aged  group,  the  medical  profession  believes 
that  it  is  the  responsibility  of  the  local  political  subdivision  in  which  the  individual 
resides  to  provide  medical  care  when  it  is  not  otherwise  obtainable. 

The  medical  profession,  the  Blue  Cross  and  Blue  Shield  Plans  and  private  indemnity 
companies,  recognizing  the  importance  of  voluntary  prepayment  health  coverage  for 
those  65  and  over,  must  work  together  to  see  that  adequate  medical  care  at  the  lowest 
possible  cost  is  provided  for  as  many  as  possible  of  those  in  this  age  group.  On  the 
basis  of  1957  figures  it  is  estimated  that  38.6%  of  those  aged  65  and  over  have  some 
form  of  voluntary  prepayment  insurance.  This  compares  with  an  estimate  of  26%  for 
1952. 

THEREFORE,  BE  IT  RESOLVED  that  the  Council  of  The  Medical  Society  of  Vir- 
ginia ask  the  members  of  the  Society  to  continue  their  policy  of  providing  medical 
service  in  keeping  with  the  ability  of  the  patient  to  pay,  and  particularly  in  the  aged 
group,  to  recognize  the  importance  of  rendering  services  at  the  lowest  possible  cost. 

FURTHERMORE,  BE  IT  RESOLVED  that  if  coverage  is  provided  for  the  aged 
group  with  a level  of  compensation  which  will  permit  the  development  of  such  in- 
surance and  prepayment  plans  at  a reduced  rate,  members  of  The  Medical  Society 
of  Virginia  be  asked  to  accept  the  adjusted  fees  in  payment  for  services  rendered  to 
those  individuals  with  modest  resources  or  low  incomes. 

FURTHERMORE,  BE  IT  RESOLVED  that  the  Blue  Cross  and  Blue  Shield  Plans  of 
Virginia  and  the  private  indemnity  companies  domiciled  in  Virginia  be  asked  to 


study  the  need  and  to  make  available  policies  which  will  provide  the  necessary  cover- 
age for  the  special  needs  of  those  65  years  of  age  and  over  at  a cost  commensurate 
with  the  modest  resources  or  low  income  of  this  group. 

THE  VIRGINIA  CONFERENCE  OF  SOCIAL  WORK,  to  be  held  at  the  Hotel  Roa- 
noke from  April  28-May  1,  will  feature  A Multi-disciplined  Study  of  the  Treatment 
of  the  Alcoholic.  Among  the  subjects  to  be  discussed  are  "Techniques  in  Medical  Treat- 
ment and  Social  Work  That  Are  Now  Being  Used  and  Explored”  and  "What  Makes 
an  Alcoholic  Hard  to  Reach”. 

The  Conference  is  open  to  physicians,  social  workers,  clergymen,  lawyers,  and  anyone 
actively  engaged  in  working  with  alcoholics.  The  three  sessions  concerned  with  the  al- 
coholic will  be  held  on  Tuesday  afternoon,  April  28,  Wednesday  morning  and  afternoon, 
April  29. 

THE  RECORD  BREAKING  195  8 AMEF  Fund  of  $1,133,654  was  distributed  to 
eighty-five  medical  schools  at  a special  ceremony  during  the  recent  Congress  on  Med- 
ical Education  and  Licensure  at  Chicago’s  Palmer  House.  The  basic  grant  was  $6,200 
for  four-year  schools  and  $3,100  for  two-year  basic  science  schools. 

STILL  AVAILABLE  are  copies  of  the  special  edition  of  the  AM  A Journal  devoted 
entirely  to  federal  income  tax  problems  of  physicians.  If  you  have  lost  or  misplaced 
your  copy  of  this  very  valuable  guide,  you  may  obtain  another  by  writing  the  Law 
Division,  American  Medical  Association,  5 3 5 North  Dearborn  Street,  Chicago  10,  Illi- 
nois. 

GENERAL  LEWIS  B.  HERSHEY,  Director  of  the  Selective  Service  System,  has  sug- 
-gested  that  men  not  Inducted  into  the  Armed  Services  might  be  channeled  into  Civil 
Defense.  In  testimony  before  the  Committee  on  Armed  Services  of  the  House  of 
Representatives,  the  General  stated  that  the  civil  defense  is  lagging  and  something  closer 
to  compulsion  is  needed  to  make  it  effective. 

DID  YOU  KNOW  that  Pete  Dawkins,  captain  of  last  year’s  Army  football  team,  suf- 
fered an  attack  of  poliomyelitis  at  the  age  of  11? 

William  O.  Douglas,  Justice  of  the  Supreme  Court,  a vigorous  mountain  climber  and 
world  traveler,  was  at  one  time  a victim  of  polio  with  both  his  legs  paralyzed. 


Editorial 


Chest  X-Rays  During  Pregnancy 

^ I ^ HERE  IS  MUCH  CONFUSION  concerning  the  use  of  chest  x-rays  in  pregnahcy 
and  a little  light  should  be  most  welcome. 

A recent  communication  from  Dr.  W.  Edward  Chamberlain  who  is  Special  As- 
sistant to  the  Chief  Medical  Director  for  Atomic  Medicine  is  of  interest  and  importance. 
Dr.  Chamberlain  is  Professor  Emeritus  of  Radiology,  Temple  University  Medical 
School,  Philadelphia.  He  is  also  a member  of  the  Committee  on  Radiology,  National 
Academy  of  Sciences,.  National  Research  Council,  and  a member  of  the  Tuberculosis 
Control  Advisory  Committee,  U.  S.  Public  Health  Service.  Dr.  Chamberlain  has 
the  following  to  say  concerning  the  hazards  of  .x-ray  radiation  to  the  mother  and  child : 

“The  amount  of  radiation  that  reaches  the  uterus  as  a result  of  a properly  conducted 
chest  x-ray  film  procedure  is  extremely  small.  It  is  so  small  that  it  must  be  consid- 
ered to  be  far  below  the  level  at  which  there  might  be  a possibility — even  a remote 
possibility — of  harmful  effects  upon  a fetus  at  any  stage  of  gestation. 

The  concern  which  has  been  expressed  by  eminent  scientists  in  recent  years,  con- 
cerning possible  harm  to  the  race  from  medical  uses  of  .x-ray,  is  based  upon  genetic 
considerations.  Much  thought  has  been  given  by  many  eminently  qualified  individuals 
to  the  problem  of  translating  this  concern  and  these  genetic  considerations  into  rules 
of  conduct  for  those  who  govern  or  supervise  the  medical  uses  of  x-ray. 

We  will  omit  all  reference  to  radiation  therapy  and  limit  ourselves  to  diagnostic 
x-ray  proicedures.  Here  the  generally  agreed-upon  rules  are  as  follows; 

1.  When  an  x-ray  examination  is  indicated  it  should  be  carried  out.  This  is  par- 
ticularly true  when  such  examination  consists  of  exposing  a 14  x 17  chest  film 
in  a cassette  equipped  with  double  intensifying  screens,  because  of  the  extremely 
small  degree  of  exposure  to  scattered  x-ray  which  is  present  in  this  type  of 
examination.  The  gonads  are  outside  of  the  direct  .x-ray  beam  and  are  there- 
fore exposed  to  indirect,  “scattered”  rays  only.  Under  these  circumstances  the 
“indications”  for  the  x-ray  examination  may  be  relatively  slight  or  of  a rou- 
tine nature. 

2.  In  the  case  of  procedures  involving  exposure  of  gonads  to  the  primary  beam 
(e.  g.,  x-ray  studies  of  the  urinary  tract,  bony  pelvis,  etc.)  the  indications  for 
x-ray  study  should  be  strong  or  relatively  urgent. 

3.  At  all  times  the  total  exposure  to  radiation  should  be  not  more  than  is  necessary 
for  the  production  of  the  required,  available  diagnostic  data. 

4.  Rules  1,  2 and  3 above  may  be  disregarded  when  the  individuals  involved  are 
in  age  groups  that  are  unlikely  to  produce  offspring.  (This  last  rule  emphasizes 
the  fact  that  the  scientific  concern  regarding  medical  uses  of  x-ray  is  not  based 
upon  any  possibility  of  harmful  effects  on  the  individuals.)'’’ 

The  Virginia  State  Board  of  Health  has  adopted  policies  which  are  consistent  with 
the  above  ideas.  Every  woman  pregnant  for  the  first  time  should  have  a chest  .x-ray 
to  rule  out  tuberculosis  and  other  abnormal  chest  conditions.  A normal  film  within 
two  or  three  years  prior  to  delivery  may  suffice. 


Volume  86,  April,  1959 


235 


Every  woman  pregnant  for  the  first  time  and  whose  x-ray  is  negative  should  have 
a tuberculin  test  wiell  in  advance  of  deliver}-.  If  the  test  is  negative,  it  should  be 
repeated  with  each  pregnancy,  ^^'here  this  is  not  possible  because  of  imminence  of 
delivery  a chest  x-ray  should  be  taken  instead. 

In  repeated  pregnancies  where  the  tuberculin  tests  are  successively  negative,  addi- 
tional x-rays  over  and  above  the  one  taken  in  connection  with  the  first  pregnancy  need  not 
necessarily  be  taken.  Those  patients  who  have  a positive  tuberculin  test  should  have 
a prenatal  chest  x-ray  with  each  pregnancy,  and  in  between  pregnancies  if  the  interval 
between  pregnancies  is  long.  Whenever  a chest  x-ray  is  ordered  a 14  x 17  film  should 
be  used  if  possible. 

E.  C.  Dr.\sh,  M.D. 

\^irginia's  iNlilitarv  Medicine  1861  - 65 

nr  HE  VIRGIXIA  CIVIL  WAR  CENTENNIAL  COMMISSION  has  requested  the 
Richmond  Academy  of  Medicine  to  serve  as  the  official  portrayer  of  the  military 
aspects  of  Virginia  medicine  during  the  War  Between  the  States.  Civil  ^^'ar  Commis- 
sions have  been  formed  or  are  in  the  process  of  being  organized  in  all  of  the  South- 
ern states  and  doubtless  in  many  states  in  the  North.  Some  have  questioned  the  pro- 
priety of  commemorating  a national  tragedy  that  cost  more  than  a half  million  lives 
and  left  scars  that  are  evident  to  this  day.  However,  there  are  many  lessons  that  may 
be  learned  to  our  advantage  from  those  sad  days  of  1861-65.  The  Confederate  sections 
of  Hollywood  or  Oakwood  cemeteries  alone  contain  fort}--thousand  examples  of  will- 
ingness on  the  part  of  our  forebears  to  defend  their  beliefs  until  death  and  this  should 
not  be  forgotten  in  our  materialistic  world  of  today.  It  also  is  probably  meet  and 
proper  that  a century  of  peace  between  the  two  sections  of  the  countr}-  should  not  pass 
unrecognized. 

Be  that  as  it  may,  a committee  is  being  formed  by  the  Academy  with  represent- 
atives from  The  ^ledical  Society  of  Virginia  and  the  IMedical  College  of  Virginia 
in  order  that  representative  medical  exhibits  may  be  prepared.  The  choice  of  the 
Richmond  Academy  of  Medicine  doubtless  was  influenced  by  its  location  in  the  former 
capital  of  the  Confederacy  and  by  its  proximity  to  the  White  House  of  the  Confederacy 
which  is  situated  directly  across  Clay  Street.  The  wartime  home  of  Jefferson  Davis 
will  attract  thousands  of  out-of-state  visitors  during  the  four  commemorative  years 
and  many  of  these  will  find  their  way  into  the  nearby  Academy  building.  The  base- 
ment of  the  .\cademy  no  doubt  will  be  used  for  exhibits  as  was  done  during  the  Rich- 
mond Bi-Centennial  in  1937  and  the  Jamestown  Medical  Exhibit  two  years  ago. 

Suggestions  will  be  welcomed  by  the  Committee  as  to  what  medical  aspects  of  the 
p>eriod  1861-65  should  be  depicted.  The  physicians  of  Virginia  are  requested  to  notify 
the  Editor  of  the  Virginia  Medical  Monthly  of  available  Confederate  items  which 
would  be  suitable  for  display.  iSIedical  letters,  diaries,  manuals,  publications,  hos- 
pital records,  unusual  war-time  instruments — in  fact  anything  that  would  throw  addi- 
tional light  on  medical  personnel,  practices  or  results  obtained  in  1861-65  would  be 
most  desirable. 

Sufficient  time  is  available  for  organizing  a worthwhile  display.  The  .Academy  must 
take  advantage  of  this  opportunity  to  prepare  an  exhibit  or  series  of  exhibits  that  will 
honor  our  militar}-  surgeons  of  a century  ago.  If  this  display  is  developed  to  its  full 
potential  it  also  will  remind  the  visitors  of  the  active  roll  played  by  physicians  today 
and  in  doing  so  it  will  reflect  credit  on  the  entire  membership  of  The  IMedical  Society  of 
Virginia. 

H.A.RRY  J.  W.^RTHEX,  M.D. 
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New  Members. 

The  following  new  members  have  been  admitted 
into  The  Medical  Society  of  Virginia  since  the  list 
published  in  the  [March  issue  of  the  Monthly: 

Jack  Kitchener  Bentley,  M.D.,  Dante 
William  Paul  Fletcher,  M.D.,  Covington 
James  Taster,  M.D.,  Falls  Church 
Walter  Fitch  Manley,  Jr.,  M.D.,  Roanoke 
Benedict  Xagler,  M.D.,  Colony 
John  Jennett  Neal,  Jr.,  M.D.,  Danville 
George  Jeffries  Oliver,  Jr.,  M.D.,  Williamsburg 
Edgar  Elliot  Peltz,  M.D.,  Newport  News 
Hans  H.  Stroo,  M.D.,  Roanoke 
Thomas  Andrew  Walker,  M.D.,  Stony  Creek 
William  H.  Yao,  M.D.,  Hopewell 

Dr.  Hogg  New  Councilor. 

Dr.  Walter  P.  Adams,  President  of  The  Medical 
Society  of  Virginia,  has  appointed  Dr.  Paul  Hogg, 
Newport  News,  as  Councilor  from  the  First  District, 
to  fill  the  unexpired  term  of  Dr.  Sheppard  K.  Ames, 
deceased. 

Dr.  Williams  Resigns. 

Dr.  Carrington  Williams,  Sr.,  has  resigned  as 
clinical  professor  of  surgery  of  the  [Medical  College 
of  Virginia,  after  seixdng  for  twenty  years. 

David  C.  Wilson  Lecture. 

On  May  14th,  Dr.  William  Malamud,  President 
of  the  .American  Psychiatric  .Association  and  Re- 
search Director  of  the  National  .Association  for 
[Mental  Health,  will  present  the  first  David  C.  Wil- 
son Lecture  in  Psychiatry  at  the  F’niversity  of  Adr- 
ginia  School  of  [Medicine. 

This  is  the  first  of  a series  of  lectures  which  has 
been  established  at  the  University  in  honor  of  Dr. 
Wilson,  who  was  chairman  of  the  Department  of 
Neurolog}-  and  Psychiatry  there  for  26  years,  and 
has  been  professor  of  neurolog}-  and  psychiatry  for 
30  years.  Upon  his  retirement  as  chairman  in  1956, 
the  David  C.  Wilson  Society  was  established  and 
this  lecture  is  sponsored  by  this  Societ}-  with  the 
assistance  of  a grant  from  the  Alona  Bronfman 
Sheckman  Foundation. 

The  lecture  is  open  to  all  members  of  The  [Med- 
ical Society  of  A'irginia  and  other  interested  pro- 
fessional people. 


Dr.  Gu}^  W.  Horsley,  Jr. 

Richmond,  was  guest  speaker  at  the  70th  .Annual 
Session  [Mid-South  Postgraduate  Medical  .Assembly 
in  Memphis,  February  10-13.  His  subjects  were 
Diagnosis  and  Treatment  of  Benign  Lesions  of  the 
Breast  and  Treatment  of  Carcinoma  of  the  Breast, 
Combining  Surgery  and  Hormones. 

A.M.A.  Annual  Meeting 

Some  15,000  physicians  will  gather  in  .Atlantic 
City,  N.J.,  June  8-12  for  the  108th  annual  meeting 
of  the  .American  [Medical  .Association. 

The  five-day  convention — the  largest  medical 
meeting  in  the  world — is  being  held  in  .Atlantic  Cit}' 
for  the  16th  time.  The  first  meeting  was  held  there 
in  1900. 

Doctors  will  have  the  opportunity  to  catch  up 
on  hundreds  of  aspects  of  a rapidly-changing  med- 
ical world.  This  information  will  be  presented  in 
the  form  of  scientific  exhibits,  lectures,  motion  pic- 
tures, panel  dscussions,  televised  surgical  procedures, 
and  industrial  exhibits. 

New  medical  research  findings  and  methods  of 
handling  daily  medical  problems  will  be  reported 
by  500  physicians  in  scientific  papers  or  participa- 
tion in  symposium  and  discussion  groups. 

There  will  be  over  300  scientific  exhibits  and  a 
similar  number  of  industrial  exhibits  on  display  at 
the  famed  Convention  Hall.  The  latter  group  will 
be  exhibited  by  pharmaceutical  houses,  medical 
equipment  firms,  and  other  manufacturers. 

The  House  of  Delegates  will  meet  throughout  the 
week  in  the  Traymore  Hotel,  headquarters  for  the 
meeting.  First  order  of  business  for  the  House  will 
be  the  selection  of  a physician  to  receive  one  of 
medicine's  highest  honors — the  Distinguished  Serv- 
ice .Award.  He  will  be  elected  from  three  persons, 
whose  names  are  submitted  by  the  Board  of  Trustees. 
Nominees  are  screened  by  the  Board  from  names 
submitted  by  the  general  membership. 

The  opening  session  will  be  addressed  by  Dr. 
Gunnar  Gundersen,  La  Cross,  Wis.,  outgoing  presi- 
dent, and  his  successor.  Dr.  Louis  M.  Orr,  Orlando, 
Fla. 

For  the  fourth  year,  high  school  students  who  have 
won  special  .A.M..A.  awards  in  the  National  Science 
Fair  will  show  their  prize-winning  work  at  the  scien- 
tific exhibit. 

The  annual  film  program  will  be  highlighted  by 
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the  presentation  of  60  medical  motion  pictures. 

The  Woman's  Auxiliary  to  the  A.iSI.A.  will  hold 
its  meeting  Tuesday  through  Thursday.  Represent- 
atives of  the  75,000  members — all  doctor's  wives — 
will  discuss  their  program  in  sessions  at  the  Chal- 
fonte-Haddon  Hall. 

Other  sidelights  of  the  meeting  will  be  the  special 
art  exhibits  including  that  of  the  American  Physi- 
cian's Art  Association,  and  the  43rd  annual  Ameri- 
can Medical  Golfing  Association  tournament. 

For  advance  hotel  and  meeting  registration  in- 
formation, contact  the  Convention  Services  Depart- 
ment, American  Medical  Association,  535  North 
Dearborn  Street,  Chicago  10,  Illinois. 

Tissue  Transplantation  Grant. 

The  Department  of  Surgery-  of  the  Medical  Col- 
lege of  Virginia  has  received  a $20,000  grant  for 
research  in  tissue  transplantation.  This  was  given 
by  The  Louis  D.  Beaumont  Foundation  of  Cleve- 
land. Dr.  Joseph  Albright,  an  assistant  research 
professor  in  surgery,  will  work  on  the  project. 

Plaque  to  Dr.  Bennett. 

A plaque  paying  tribute  to  Dr.  Jesse  Bennett,  who 
performed  the  first  successful  Caesarean  section,  was 
unveiled  in  Januar}-  at  the  Rockingham  Memorial 
Hospital.  The  unveiling  of  the  plaque  culminated 
efforts  on  the  part  of  Rockingham  area  doctors  and 
the  Rockingham  Medical  Society  to  verify  histori- 
cally the  long  unreported  operation  and  to  honor 
Dr.  Bennett. 

Unique  Hobby. 

Dr.  McKelden  Smith,  Staunton,  has  adopted  the 
hobby  of  muskrat  trapping,  a sport  which  is  being 
revived  again  in  .\ugusta  County.  He  has  trapped 
eight  muskrats  and  one  mink  so  far  this  year.  He 
preserves  the  furs  and  then  has  them  made  into 
stoles  and  neckpieces  for  his  wife  and  mother.  The 
mink  caught  this  year  is  the  fifth  in  his  four  years 
of  trapping. 

Dr.  Samuel  H.  Carter,  Fort  Defiance,  also  is  a 
trapper.  Since  January  1st  he  has  trapped  forty- 
five  muskrats. 

Dr.  J.  D.  Hagood 

Has  been  nominated  for  Halifax  County's  Dis- 
tinguished Citizen  award  of  1959. 

Dr.  W.  P.  McGuire, 

Winchester,  addressed  the  February  meeting  of 
the  Turner  .A.shby  Chapter  of  the  United  Daughters 
of  the  Confederacy.  His  topic  was  Doctors  in  Gray. 


The  "Virginia  State  Orthopedic  Society 
M ill  hold  its  annual  scientific  meeting  in  Arling- 
ton, April  10th  and  11th.  Dr.  George  Hollins, 
President,  will  preside.  Dr.  Joseph  J.  Bunim,  Clin- 
ical Director  of  the  National  Institute  of  Arthritis 
and  Metabolic  Diseases,  will  be  guest  speaker.  His 
topic  will  be  Critical  Evaluation  of  Corticosteroid 
Therapy. 

American  Goiter  Association. 

The  1959  meeting  of  this  .Association  will  be  held 
in  the  Drake  Hotel,  Chicago,  .April  30  to  May  2nd. 
The  program  for  the  three-day  meeting  will  consist 
of  papers  and  discussions  dealing  with  the  thyroid 
gland,  its  physiology,  pharmacology,  pathology  and 
therapy. 

American  Board  o£  Obstetrics  and  Gynecol- 
ogy- 

The  next  scheduled  examinations  (Part  2),  oral 
and  clinical  for  all  candidates  will  be  conducted  at 
the  Edgewater  Beach  Hotel,  Chicago,  May  8-19. 

The  deadline  date  for  the  receipt  of  new  and  re- 
opened applications  for  the  1960  examinations  is 
.August  1,  1959.  Candidates  may  submit  their  ap- 
plications at  any  time  before  that  date  to  Dr.  Robert 
L.  Faulkner,  secretary-treasurer,  2105  .Adelbert 
Road,  Cleveland  6,  Ohio. 

The  American  College  of  Chest  Physicians 
Will  hold  its  Silver  .Anniversary  meeting  at  the 
-Ambassador  Hotel,  -Atlantic  City,  June  3-7.  The 
scientific  program  will  include  prominent  speakers 
on  all  aspects  of  heart  and  lung  diseases.  There  will 
be  a number  of  symposia,  round  table  luncheon  dis- 
cussions, postgraduate  seminars,  and  motion  pictures. 

The  American  Venereal  Disease  Association 
Will  hold  its  annual  meeting,  .April  27  and  28, 
in  the  .Auditorium  of  Johns  Hopkins  Hospital,  Bal- 
timore, in  cosponsorship  with  the  United  States 
Public  Health  Service  Tenth  .Annual  Symposium  on 
Recent  .Advances  in  the  Study  of  ^'enereal  Diseases. 

Henry  G.  Rudner,  Sr.  Award  Contest. 

The  .American  College  of  Gastroenterology  has 
announced  the  establishment  of  an  award  contest 
for  the  best  unpublished  paper  on  research  in  gas- 
troenterology or  an  allied  field.  The  ward  is  honor- 
ing Dr.  Henry  G.  Rudner,  Sr.,  Memphis,  chairman 
of  the  Research  Committee  of  the  College  and  former 
chairman  of  the  Board  of  Governors. 

This  contest  is  open  to  all  possessing  the  degree 
of  Doctor  of  Medicine  from  a recognized  medical 
school  or  university.  .All  papers  must  represent  orig- 
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inal  work  in  gastroenterology  or  an  allied  field.  The 
prize  will  be  an  award  of  $750.00  plus  an  additional 
$250.00  for  traveling  expenses  to  present  the  paper 
at  the  24th  Annual  Convention  of  the  College. 

Entries  must  be  received  no  later  than  June  1, 
1959.  Full  information  may  be  obtained  from  the 
College  at  33  West  60th  Street,  New  York  23. 

Virginia  Society  of  Ophthalmology  and  Oto- 
laryngology. 

The  combined  clinical  session  and  annual  meeting 
of  this  Society  will  be  held  at  the  INIonticello  Hotel, 
Charlottesville,  April  30,  May  1 and  2. 

The  guest  speakers  will  be  Dr.  John  Harry  King, 
Jr.,  Washington,  D.  C.;  Dr.  Joseph  A.  C.  Wads- 

Ohituaries .... 


Dr.  Austin  Ingram  Dodson,  Sr., 

Prominent  urologist  of  Richmond,  died  February 
21st,  following  injuries  received  as  a victim  of  a 
mugging-robbery.  He  and  Mrs.  Dodson  were  attend- 
ing a concert  at  The  Mosque  and  he  had  parked  his 
car  and  was  walking  through  the  park  on  his  way 
to  join  her  when  he  was  attacked.  He  was  struck  on 
the  head  several  times  and  never  gained  conscious- 
ness. 

Dr.  Dodson  was  a native  of  Pittsylvania  County 
and  sixty-seven  years  of  age.  He  w'as  a graduate  of 
the  Medical  College  of  Virginia  in  1916.  He  was 
head  of  the  urology  department  at  the  College.  Dr. 
Dodson  was  the  author  of  a textbook  on  urology 
which  has  come  to  be  regarded  everywhere  in  this 
country  as  a basic  manual.  He  was  on  the  staffs  of 
St.  Elizabeth,  St.  Luke’s  and  the  Memorial  Hospitals. 

Dr.  Dodson  was  a member  of  many  professional 
organizations,  both  national  and  international.  He 
was  a past  president  of  the  Mid-Atlantic  American 
Urological  Association  and  also  of  the  Alumni  As- 
sociation of  the  Medical  College  of  Virginia.  He  was 
an  active  member  of  The  Medical  Society  of  Virginia, 
having  joined  in  1920. 

Dr.  Dodson  is  survived  by  his  wife  and  two  sons. 
One  son  is  Dr.  Austin  I.,  Jr.,  who  was  in  practice 
with  his  father. 

Dr.  Harry  Gilman  Hudnall, 

Prominent  physician  of  Covington,  died  Febru- 
ary 20th,  following  an  illness  of  more  than  two 
months.  He  was  fifty-two  years  of  age  and  a gradu- 


worth. New  York;  Dr.  Bruce  Proctor,  Detroit;  and 
Dr.  Francis  L.  Weille,  Boston. 

Dr.  Calvin  T.  Burton,  Roanoke,  is  president,  and 
Dr.  M.  K.  Humphries,  Jr.,  Charlottesville,  secretary- 
treasurer. 

Wanted. 

1.  Male  Psychiatrist,  under  50  years,  Diplomate 
or  Board  eligible,  to  direct  privately  operated  out- 
patient clinic  in  city  of  75,000.  Salary:  $16,200- 
$18,000  per  annum  and  commission  factor  uj}  to 
$7,000.  2.  Same  prerequisites  in  location  smaller 
area;  guaranteed  salary:  $22,500-$25,000. 

Write  #625,  care  the  Virginia  Medical  IMonthly, 
4205  Dover  Road,  Richmond  21,  Virginia.  (Adv.) 


ate  in  medicine  from  the  University  of  Virginia  in 
1931.  Dr.  Hudnall  had  practiced  in  Covington 
for  many  years  before  he  was  appointed  to  the  med- 
ical staff  of  the  Veterans  Hospital  in  Roanoke,  a 
position  he  held  at  the  time  he  was  taken  ill.  He 
was  in  service  during  World  War  II,  serving  as  a 
captain  in  the  medical  corps  and  serving  overseas 
in  the  European  Theatre  with  the  104th  Evacuation 
Hospital. 

Dr.  Hudnall  was  a former  president  of  the  Alle- 
ghany-Bath  Medical  Society  and  also  the  Valley 
Medical  Association.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  for  twenty  years. 

His  wife  and  three  sons  survive  him. 

Dr.  Frank  Hopkins, 

Hot  Springs,  died  February  28th,  at  the  age  of 
eighty-seven.  He  received  his  medical  degree  from 
the  University  of  Pennsylvania  in  1895.  Dr.  Hop- 
kins had  practiced  in  Hot  Springs  until  his  retire- 
ment several  years  ago.  He  was  a Life  Member  of 
The  Medical  Society  of  Virginia,  having  joined  in 
1896. 

Dr.  Hopkins  is  survived  by  two  sons  and  a daugh- 
ter. A son  is  Dr.  Read  Hopkins  of  Lynchburg. 

Dr.  Jerome  Natt, 

Roanoke,  died  of  a heart  attack  while  playing 
golf  on  February  22nd.  He  was  fifty-one  years  of 
age  and  graduated  from  the  State  University  of  New 
York  College  of  Medicine  in  1933.  Dr.  Natt  had 
practiced  in  Roanoke  since  1935.  He  was  a past 
president  of  the  Roanoke  Council  for  Retarded 
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Children  and  was  an  honorary  member  of  the  Bram- 
bleton  Junior  Woman’s  Club,  having  been  named 
because  of  his  interest  in  mentally  retarded  children. 
He  was  also  a member  of  the  Optimist  Club.  Dr. 
Xatt  had  been  a member  of  The  Medical  Society 
of  Virginia  since  1946. 

His  wife,  two  sons  and  a daughter  survive  him. 

Dr.  Isaac  Wickham  Cunningham, 

Richlands,  died  November  26.  He  was  eighty 
years  of  age  and  a graduate  of  the  Medical  College 
of  Virginia  in  1909.  Dr.  Cunningham  was  on  the 
staff  of  the  Mattie  Williams  Hospital.  He  had  been 
a member  of  The  ^ledical  Society  of  Virginia  for 
forty-five  years. 

Dr.  Taliaferro. 

Dr.  Robert  Milton  Taliaferro,  truly  the  Dean  of  Lynch- 
burg Physicians,  died  at  his  home  November  26,  1958.  He 
was  engaged  in  the  general  practice  of  medicine  from 
1901  to  1958,  at  which  time  he  retired  because  of  his 
health. 

He  graduated  from  the  Medical  College  of  Virginia 
in  1897,  later  attending  Medical  Clinics  in  London,  Eng- 
land, and  the  Mayo  Clinic  in  Rochester,  Minn. 

He  first  practiced  in  Pamplin,  Virginia.  In  1905,  four 
years  after  coming  to  Lynchburg,  he  was  associated  with 
Dr.  Rawley  Martin.  Later,  he  was  associated  with  Dr. 
T.  Erie  Rucker,  until  Dr.  Rucker’s  death. 

Dr.  Taliaferro  was  a member  of  the  Lynchburg  Acad- 
emy of  Medicine,  The  Medical  Society  of  Virginia,  the 
American  and  Southern  Medical  Associations,  holding  an 
honorary  membership  in  the  latter. 

In  addition  to  having  a very  busy  private  practice.  Dr. 
Taliaferro  was,  for  several  years.  Surgeon  for  the  Nor- 
folk and  Western  Railway,  and  for  41  years,  until  his 
retirement,  was  physician  for  the  Lynchburg  Jail.  Upon 
his  retirement.  Judge  S.  DuVal  Martin  paid  tribute  to  his 
“long,  kindly  and  excellent  service”. 

We,  who  had  the  privilege  of  knowing  “Robbie”,  as 
he  was  affectionately  called,  as  well  as  the  benefits  of  his 
wise  counseling,  deeply  mourn  the  loss  of  one  of  our  truly 
great  family  doctors. 

Therefore,  Be  It  Resolved  by  the  Lynchburg  Academy 
of  Medicine,  that  we  desire  a copy  of  these  resolutions 
become  a part  of  the  minutes  of  the  Lynchburg  Academy 
of  Medicine  and  request  a copy  be  sent  to  the  immediate 
family  and  to  The  Medical  Society  of  Virginia. 

John  Wyatt  Davis,  M.D.,  Chairman 
D.  P.  Scott,  M.D. 

Si.MON  Rosenthal,  M.D. 

Dr.  Ames. 

Whereas  God  in  His  infinite  wisdom  has  seen  fit  to 
remove  from  us  the  physical  embodiment  of  our  friend 


and  fellow  physician.  Dr.  Sheppard  Kellam  Ames,  and; 

Whereas  We  have  known  him  for  over  thirty  years  as 
an  individual  endowed  with  exceptional  characteristics, 
among  which  were  his  love  of  beauty  as  expressed  through 
his  roses,  his  love  of  family  as  seen  in  his  home,  his 
love  of  man  as  demonstrated  in  his  professional  life,  and 
his  harmony  with  the  medical  fraternity  both  on  the 
Eastern  Shore  and  in  The  Medical  Society  of  Virginia; 

Therefore,  be  it  Resolved  That  we  have  suffered  a 
great  loss  in  his  going,  and  that  we  shall  miss  his  kindly 
expressions  of  wisdom;  and. 

Be  It  Further  Resolved  That  this  expression  of  our 
loss  be  made  a part  of  the  minutes  of  the  Northampton 
County  Medical  Society,  a copy  be  sent  to  the  Virginia 
Medical  Monthly,  and  a copy  to  his  family. 

John  R.  Hamilton,  M.D.,  Chairman 
H.  L.  Denoon,  Jr.,  M.D. 

W.  C.  Henderson,  M.D. 

Dr.  Holland. 

Whereas  Almighty  God  in  His  Infinite  Wisdom  didst 
remove  from  our  midst  our  loyal  friend  and  co-worker 
in  the  Art  of  Healing,  John  Gill  Holland,  M.D.  on  De- 
cember 24th,  1958,  the  Lynchburg  Academy  of  Medicine 
requests  that  the  following  resolutions  be  spread  upon 
the  minutes  of  its  meetings  and  that  a copy  be  sent  to 
his  family,  to  the  Virginia  Medical  Society,  the  American 
Academy  of  Ophthalmolog\-  and  Otolaryngology  and  to  the 
Virginia  Society  of  Ophthalmology'  and  Otolaryngology,  of 
which  he  was  a member. 

Be  It  Therefore  Resolved  That  the  Lynchburg  Acad- 
emy of  Medicine,  his  co-workers,  the  other  medical 
societies  of  which  he  was  a member,  and  the  City  of 
Lynchburg  and  his  close  personal  friends  have  lost  one 
whose  character,  as  evidenced  by  the  high  ideals  with 
which  he  practiced  his  profession,  was  outstanding  in 
every  respect;  one  who  may  be  replaced,  but  whose  place 
will  never  be  taken  in  our  hearts. 

Be  It  Also  Known  That  during  his  whole  professional 
career  he  rendered  that  service  to  the  patients,  hospitals 
and  physicians  of  this  community  and  a large  surrounding 
area  with  an  idealism  and  faithfulness  to  the  truth  and 
to  the  unbounding  welfare  of  all  who  came  under  his 
care. 

Be  It  Also  Known  That  Dr.  Holland’s  management  of 
relations  with  his  fellow  physicians  and  maintenance  of 
professional  duties  during  recent  months,  under  circum- 
stances that  to  some  might  be  insurmountable,  gives  us 
pause  for  thought  and  admiration,  and  stands  as  evidence 
of  his  high  ideals  and  personal  courage. 

Be  It  Further  Known  That  his  loyalty  to  his  friends 
has  left  an  everlasting  imprint  upon  all  who  came  to  love 
and  know  him  closely. 

J.  E.  Haynsworth,  M.D.,  Chairman 
James  R.  Gor.man,  M.D. 

George  B.  Craddock,  M.D. 
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CONTROL 

Vertigo,  dizziness... 


AND 

ELEVATE  THE 


with  Dramamine-D"’ 

brand  of  dimenhydrinate  with  dextro-amphetamine  sulfate 
“Disturbances  of  balance  resulting  from  vestibular  disorders  have  long  been  known  to  lead 
to  severe  anxiety.”* 

Vertigo— whether  of  organic  or  functional  origin— tends  to  leave  depression  in  its  wake. 
Dramamine-D  is  a therapeutic  combination  designed  for  treatment  of  the  entire  vertigo- 
reaction  syndrome.  Each  tablet  contains  dimenhydrinate  (50  mg.)  to  control  dizziness, 
and  dextro-amphetamine  sulfate  (5  mg.)  to  elevate  the  mood. 

♦Pratt,  R.  T.  C.,  and  McKenzie,  W.:  Anxiety  States  Following  Vestibular  Disorders,  Lancet  2:347  (Aug.  16)  1958. 


Dramamine® 


available  as  tablets,  ampuls,  liquid,  suppositories 


Research  in  the  Service  of  Medicine 


SEARLE 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 


Copyright  1955  H.N.  Alford,  Atlanta,  Go, 
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RIVERSIDE  CONVALESCENT  HOME 

Sophia  & Fauquier  Sts.  Fredericksburg,  Virginia 


For  convalescent,  aged, 
chronically  ill,  and  retired 
persons.  Provides  healthful 
rest,  excellent  nursing  care 
in  cheerful,  comfortable  sur- 
roundings. Air-conditioned, 
fire-safe  building.  Accom- 
modations for  eighty-four. 
Medical  Supervision.  Inspec- 
tion Invited.  Write,  or  tele- 
phone Essex  3-3434. 

Rates: 

$40.00  to  $75.00  per  week 


^ 

Westbrooks  Sanatorium 


RICHMOND 


Cstablishod  IpU 


VIRGINIA 


A private  psychiatric  hospital  em- 
ploying modern  diagnostic  and  treat- 
ment procedures — electro  shock,  in- 
sulin, psychotherapy,  occupational 
and  recreational  therapy — for  nervous 
and  mental  disorders  and  problems  of 
addiction. 


Staff  ANDERSON,  M.D.,  President 

REX  BLANKINSHIP,  AI.D.,  Medical  Director 

JOHN  R.  SAUNDERS,  M.D.,  Assistant 
Medical  Director 

THOMAS  F.  COATES,  M.D.,  Associate 
JAMES  K.  HALL,  JR.,  M.D.  Associate 

ELIZABETH  B.  PARSONS,  Clinical 
Psychologist 

R.  H.  CRYTZER,  Administrator 


Brochure  of  Literature  and  Views  Sent  On  Request  - P.  O.  Box  1514  - Phone  EL  9-5701 
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Daniel  D.  Chiles,  M.D. 
Clinical  Director 


STAFF 

James  P.  King,  M.D.,  Director 
James  K.  Morrow,  M.D. 

Clara  K.  Dickinson,  M.D. 


William  D.  Keck,  M.D. 
J.  William  Giesen,  M.D. 
Internist  (Consultant) 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Artie  L.  Sturgeon,  Ph.D. 

Don  Phillips,  Administrator 


AFFILIATED 

Bluefield  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va. 
David  M.  Wayne,  M.D. 


CLINICS 


Beckley  Mental  Health  Center 

207J4  McCreery  St. 
Beckley,  W.  Va. 

W.  E.  Wilkinson,  M.D. 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  AI.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
ARMrsTE.\D  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

Miss  Etheleen  Dalton 
Director: 

Charles  C.  Hough 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 


STAFF 

Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 


RESIDENT  STAFF 
Dr.  D.  K.  Harmon 
Dr.  P.  J.  Starr 
Dr.  J.  R.  Van  Arsdall 
Dr.  C.  B.  Foster 
Doris  L.  Janes,  B.  S.,  O.  D. 
(Orthoptics  and  Contact  Glasses) 


A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further  information,  address 


BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 


ADDRESS : JULIA  WAGNER  WATERS, 


A new  non-profit  Community  Hospital 
specially  constructed  for  the  treatment  of 
Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 
ing Laryngeal  Surgery,  Bronchoscopy  and 
Plastic  Surgery  of  the  Nose, 

Professional  care  offered  a limited  num- 
ber of  charity  patients. 


R.N.,  Administrator  408  North  12th  Street 
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ST.  HIKE’S  HOSPITAL 

McGUIRE  CLINIC 

1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 

JAMES  T.  TUCKER.  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Neurology 

RAYMOND  A.  ADAMS.  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III,  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 
Urology 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  I.  DODSON,  JR.,  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN,  M.D. 


Obstetrics 

W.  HUGHES  EVANS,  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D, 
Roentgenology 

JESSE  N.  CLORE,  JR.,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 
HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES,  BS.,  C.P.A. 

Free  Parking  for  Patrons 


tf  If  Established  1916 

^PPaldCf)tdn  • AshevUle,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  clasification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 
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ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Austin  I.  Dodson,  M.D. 

Urology 

Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

T.  E.  Stanley,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Ed'WARD  L.  Harris,  Administrator 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River,  New  York  ' 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  ® 


KYNEX 


Sulfamethoxypyridazine  Lederle 

0.5  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of  ^ 7 rs 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ^ 


KATE  E.  PLYLER  (1876-1947) 


MRS.  PLYLER’S 
NURSING  HOME 

MARY  INGRAM  CLARK  (1884-1955) 


A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 


60 


Virginia  Medical  Monthly 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

lA  Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 


• “Understanding  Care"  • 


I^  . . 

Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


Health 

Approved 


AGED  • CHRONICALLY  ILL  • INVALIDS  • CONVALESCENTS 

Each  Guest  Under  Care  of  His  Own  Doctor. 


Inspection 

Invited 


24  hours  daily  care  in  a specifically  built 
52  Bed  Nursing  Home.  Registered,  grad- 
uate nurse,  and  Res.  M.C.V.  Extern  super- 
vision. Trained  Dietitian  and  orderly. 


TELEPHONE 

Ml  3-2777 


Private  and  Semi-Private  Rooms  with 
baths.  Rates  from  ®55  to  ^75  weekly 
for  Bed,  Board  and  General  Nursing. 
9 minutes  from  any  Local  Hospital. 


Write  or  Phone 
Bernard  Maslan,  Adm. 


Terrace  Hill  Nursing  Home 

INC. 

• Kidde  ATMO  Fire  Detection  System  Equipped* 


2112  Monteiro  Ave. 
Richmond  22,  Va. 
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ST 


for  your  complete  insurance  needs  . . . 


PROFESSIONAL 
PERSONAL 
☆ PROPERTY 


CHOICE  OF  THE  MEDICAL 
SOCIETY  OF  VIRGINIA 
FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


Virginia  Head  Office 
721  American  Building 
Richmond  4,  Virginia 
Phone  Ml  3-0340 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR 
COMMUNITY  AS  CLOSE  AS°  YOUR  PHONE 

HOME  OFFICE:  111  WEST  FIFTH  ST.,  ST.  PAUL,  MINN. 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  ® 


KYNEX 

Sulfamethoxypyridazine  Lederle 

0.5  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of  . .-V 
AMERiCAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ^ ^ 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  be  held  at  the  Richmond 
Hotel,  Richmond,  Virginia,  June  17,  1959.  The 
examinations  will  be  held  in  the  Gray’s  Armory, 
June  18-20,  inclusive.  All  applications  and  other 
documents  pertaining  to  the  examinations  or 
to  matters  to  be  discussed  by  the  Board  must  be 
on  file  in  the  Secretary’s  office  on  or  before  May 
27,  1959.  The  Secretary  of  the  Board  is  Dr.  K. 
D.  Graves,  631  First  Street,  S.  W.,  Roanoke, 
Virginia. 


BRADLEE  MEDICAL  BUILDING 

Adjacent  to  Bradlee  Shopping  Center 

Now  Leasing — Open  Fall  1959 

Just  off  Shirley  Highway  in  Virginia’s  highest- 
density  population  area,  within  a half  mile  of 
two  major  hospitals.  Custom  suites  for  doctors 
and  dentists  at  moderate  rentals. 

Agents:  WEISSBERG  BROS.  REALTY 
404  Radio  Building 
Arlington  1,  Virginia 
JAckson  5*0606 
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r in  very  special  cases 

a very  superior  brandy...  ^ 
specify  ; 

I HENNESST 

I COGNAC  BRANDY  | 


84  Proof  Schieffelin  & Co.,  New  York 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


ANKLE 

SPRAINED 

or 

SINUS 

INFLAMED? 


lEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River,  New  York 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDA 

STREPTOKINASE-STREPTODORNASE 
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TABLETS 


X 


, I . JD  . 

CONTROL 


all  day 


NEW 


DARICO 


oxyphencyclimlne  hydrochloride 


patient  comfort 

Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 

In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 

Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 

‘Trademark 

Science  for  the  world’s  well-being 

EVEN  REFRACTORY  CASES  RESPOND  PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.  Y. 
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Each  ANTTVERT  tablet  contains: 

Meclizine  (12.5  mg.)  — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
i tion.^ 

Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
for  prompt  vasodilation.--^ 

Advantage  of  '‘dual  therapy”  confirmed: 

Monger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”- 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Pre.scription  only. 

Rejerenccs:  1.  Charles,  C.  M.:  Geriatrics  2:110  (March) 
1956.  2.  Menger,  H.  C.:  Clin.  Med.  •1;313  (March)  1957. 
3.  Shuster.  H.  H.;  M.  Clin.  North  America  40'.  1787 
(Nov.)  1956. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  N.  Y. 

Science  for  the  world's  well-being 
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IN  OFFICE  SURGERYt^ 


ELECTIVE  AND  TRAUMATIC 


use 


XYLOCAINE®  HCI  SOLUTION 


as  a local  or  topical  anesthetic  ^ 

Xylocaine  is  routinely  fast,  profound  and  well  tol 
erated.  Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


*U  S.  PAT.  NO.  2.441,498  MADE  IN  U S A. 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 


Complete  Service  Under  One  Roof 


Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 


Dial  MI  3-1881 

WILLIAMS  PRINTING  CO. 

11-1315  North  Fourteenth  Street  RICHMOND,  VIRGINIA 
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ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDASE 

STREPTOKINASt-STREPTODORNASt  lECERlE 


LEDERIE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMID  COMPANY. 
Pearl  River,  New  York 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


Marvin  Pierce  Rucker,  M.D. 

His  Selecfed  Writings 

Here,  under  one  cover,  are  the  pen 
profiles  and  floral  eponyms  which  have 
become  the  hallmark  of  this  beloved 
physician. 

Beautifully  bound,  this  volume  will 
be  a welcome  addition  to  any  library — 
the  perfect  gift  for  that  special  occa- 
sion. 

Order  your  copies  at  $7.50  each  from 
the  Johnston-Willis  Hospitality  Shop, 
Richmond,  Virginia. 
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y 

I 

Convalescence 


Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B^, 

protective  quantities  of 
, potassium,  in  a palatable  and 
4^  readily  assimilated  form. 


Snpi)lkd  in  bottles  of  2 or  6 jluidounces. 


Dosage  is  1 teaspoonftd  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
Potassium  therapy. 

VAIENTINE  Company,  Int. 

RICHMOND  2\  VIRGINIA 


provides  therapeutic  levels  ...  for  24  hours  . 
with  low  incidence  of  sensitivity  reactions  . . . 


WHENEVER  SULFAS  ARE  INDICATED 

KYNEX 


Sulfamethoxypyrtdazine  Lederte 

0.5  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of  ^7  rs 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ^ 


c^^occl*^u\f  in 
‘^ublic^^eiaticnp 


^ Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


L. 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1 958) 


SPECIFIC  ANTIHISTAMINIC  ACTION  in  the  treatment  of  a variety 
of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned  . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . .”i 
“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.”^ 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  for  the  relief  of  anxiety  and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine  (VISTARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummular  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal. ”3 

RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 cc.  Steraject®  Car- 
tridges. Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 

REFERENCES : 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5:897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 

Science  for  the  world’s  well-being 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 

•Trademark 
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I 


in  all 
diarrheas 


(^^MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 
Cremomycin  is  a trademark  of  Merck  & Co..  Inc. 
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CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


VARIDAS 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


STREPIOKINASE.STRtPTOOORNASE  lEDERLI 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 
Pearl  River,  New  York 


I 


Of  special 
significance 
to  the 
physician 
is  the  symbol 


When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally 
standardised,  and  therefore  of 
unvarying  activity  and  quality. 


When  the  physician  writes  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 


Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 


Clinical  samples  sent  to  physicians  on  request 


Davies,  Rose  Company,  Limited 
Boston  18,  Mass. 
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. . . PH0N0CARD10GRAM 
ECG  RECORDING 


Jl^ou  take  it  for  granted  that  today’s  medical  instru- 
mentation is  basically  accurate  and  reliable.  But 
beyond  these  expected  fundamentals,  the  dependability  — 
usefulness  - and  convenience  of  any  instrument 
depends  almost  wholly  on  how  much  the  instrument 
manufacturer  knows  of  your  needs  and  how  well  he 
has  applied  this  knowledge.  For  more  than  40  years, 
Sanborn  Company  has  asked  the  general  practi- 
tioner and  medical  school  teacher  . . . the  cardiologist 
and  researcher . . . the  industrial  physician  and  clini- 
cian, what  they  particularly  need  for  greatest  usefulness 
and  value  in  diagnostic  and  research  instrumenta- 
tion. The  instruments  shown  here  are  typical  Sanborn 
answers  to  these  needs  . . . exemplified  in  the  field 
of  cardiography  by  the  Model  300  Visette  — the  first 
ECG  to  make  “18- pound  portability’’  a practical 
reality.  Since  its  introduction  less  than  two  years  ago, 
the  Visette  has  literally  become  the  “travelling 
diagnostic  companion”  of  over  4000  of  your  colleagues. 

When  you  choose  any  instrument  to  provide  you 
with  information  for  diagnosis  and  research,  consider 
the  instrument’s  background  and  past  — as  a good 
gauge  of  its  future  value  to  you.  Sanborn  Company 
Medical  Division,  175  Wyman  Street,  Waltham  54, 
Massachusetts. 


SAIMBORISI  OOIVIPAISI'V' 

Bethesda  Branch  Office  81  IS  Woodmoiit  Ave. 

Oliver  6-5170  and  6-5171 

Richmond Representative  30\  E.  Franklin  St.,  Milton  9-1108 
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new  for  total 

management 
of  itching^ 
inflamed^* 
infected 
skin  lesions 


oiiitmei 

antipruritic/anti-inflammatory/anti  bacterial/antifungal 


Mycolog  Ointment  — containing  the  new  superior  topical  corticoid  Kenalog— re- 
duces inflammation,^-"  relieves  itching, *•“  and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.®-'  It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

“Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks.”® 

For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation*-"  — neomycin  and  gramicidin  for  power- 
ful antibacterial  action'  — and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.®-® 


Application:  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone acetonide,  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastibase. 
References:  1.  Shelmire,  J.B.,  Jr.;  Monographs  on  Therapy _3:164  (Nov.)  1958.*  2.  Nix,  T.E.,  Jr.,  and  Derbes,V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  • 3.  Robinson,  R.C.V.;  Bull.  School  of  Med.,  U.  Maryland^:54  (July) 
1958.  • 4.  Sternberg,  T.H.:  Newcomer,  V.D.,  and  Reisner,  R.M.:  Monographs  on  Therapy _3:1 15  (Nov.)  1958.  • 5. 
Clark,  R.F.,  and  Hallett,  J.J.:  Monographs  on  Therapy, _3:153  (Nov.)  1958.  • 6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H.;  Monographs  on  Therapy,  3:1 11  (Nov.)  1958.  • 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  ■ 8. 
Howell,  C.M.,  Jr.:  North  Carolina  M.J.  19:449  (Oct.)  1958.  • 9.  Bereston,  E.S.:  South.  M.J.  ^;547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenalog-S  Lotion  — 7V^  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream.  0.1%— 5 Gm.  and  15  Gm.  tubes.  Kenalog  Lotion.  0.1%— 15cc.  plastic  squeeze 
bottles.  Kenalog  Ointment,  0.1%— 5 Gm.  and  15  Gm.  tubes. 


Dermatitis  repens  [with  staph 
and  monilial  7 weeks  duration 


lnfectious^eczematoid  dermatitis 
of  ankle— 5 years  duration 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 


'SPeCTROCIN'®,  'MYCOSTATIN'®,  'PtASTIBAse'®,  'MYCOLOO® 
ANO  'KENAUOQ'  ARE  SQUieS  TRADEMARKS 
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new  erythromycin  suspension 


CITRUS-FLAVORED 


RTTHROCIN 


® 


Ethyl  Succinate 

ORAL  SUSPENSION 


a new  derivative  of  erythromycin  designed  especially  for  children 


Never  a flavor  like  this  in  an  antibiotic  suspension 

A new  achievement  in  pharmaceutical  elegance — a ready-mixed  stable  suspension  so  sweet  and  good 
you  can’t  tell  it’s  "medicine.”  No  bitterness,  no  unpleasant  aftertaste — just  pure,  sweet  citrus  flavor. 


Never  an  antibiotic  better  proved  against  everyday  coccal  infections 

After  millions  of  prescriptions,  an  unexcelled  safety  record.  High,  peak  blood  levels  within  one 
hour — plus  nearly  100%  effectiveness  against  coccal  infections.  And,  unlike  broad-spectrum  anti- 
biotics, Erythrocin  is  classed  as  a bactericidal  antibiotic. 


INDICATIONS:  Against  staph-,  strep-  and  pneumococci.  Especially  useful  when  patients  are  allergic  to 
penicillin  or  other  antibiotics,  dosage:  For  children,  30  mg. /Kg.  per  day.  Adults,  1 to  2 Gm.  daily, 
depending  on  severity  of  infection,  supplied:  in  60-cc.,  pour-lip  bottles.  Each  5-cc.  teaspoonful 
I represents  200-mg.  of  Erythrocin  activity. 


• ENYTHROMYCiN  ETHYL  SUCCtNATE,  ABBOTT 


If  he  needs  nutritional  support... 


he  deserves 

gevral; 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14  VITAMINS-11  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMIO  COMPANY,  Pearl  River,  New  York 


DRINK 


The  purity,  the 
wholesomeness, 
the  quality  of 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-loved  sparkling 
drink  in  all  the  world. 
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! 

PRODUCTS  OF  DISTINCTION  FROM  THE  PURDUE  FREDERICK  COMPANY 


Cerumenex 

DROPS 

For  easy,  safe, 
painless  removal 
of  ear  wax— 
without 

instrumentation 


Proved  clinically 
effective 
in  4,464 
(95.0  per  cent) 
of  4,695  patients 
(ages 

3 months  to  83  years) 
with  excess 
or  impacted  cerument 

For  patient  convenience  and  econ- 
omy, prescribe  ‘Cerumenex’  Drops 
in  the  regular  15  cc.  bottle,  pack- 
aged with  cellophane  wrapped 
blunt-end  dropper. 

tComplete  bibliography 
available  on  request 

CEWUMENEJI  CONTAINS  CEBAPON*  10.0%  IN  PROPTUENE  GLtCOL 
WITH  CHLORBUTANOL  0.5%  »BR*N0  OF  TBIETMAHOL  AM  IN  t POLT  • 
PEPTIBE  OtEATE-COHOENSATE  U.S.ANO  FOREIGN  PATENTS  PENDING 


PRoBiLAGOL 

LIQUID 

cholecystokinetic-cholagogue  action 

Specifically 

designed 

for  therapeutic  and 
prophylactic 
management 
of  dyspepsia  and 
food 

intolerance 


A unique 
cholecystokinetic- 
cholagogue, 
TroBilagok  provides 
prompt  gallbladder 
evacuation, 
prolonged  relief, 
safety, 

extreme  palatability 

Supply:  Bottles  of 
12  and  6 fluid  ounces. 

rROBIlACOL  D-6LUCIT0L  WITH  HOMATROPINE  M ET  H T L B R OH  I 0 E , 
PURDUE  FREDERICK 


Assures  bowel 


correction 
and  rehabilitation 
because  it  “...acts 
in  a way  almost 
indistinguishable 
from  the  normal 
physiologic 
mechanism...’’^ 

without 

mucosal  irritation  due 
to  chemical  contact 

without 

incompatibilities 
to  antacids  and 
other  medications 

Supply:  Tablets,  small  and 
easy  to  swallotv, 
in  bottles  of  100. 
Granules,  cocoa-flavored, 
in  8 and  k ounce  canisters. 

1,  Herlaml,  A*  L.,  Lowenstein,  A. : Quart. 
Rev.  Sur^.  Obst.  & Gynec.  14  :196  (Dec.)  1957 

A 

SENOKOT  STANDAROItED  CONCENTRATE  OF  TOTAL  ACTIVE  PRlNCinE* 
OF  CASSU  ACUTIFOLIA  PODS,  PURDUE  FREDERICK 


DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1892 
NEW  YORK  14,  N.Y.  | TORONTO  1,  ONTARIO 


® Copyright  1959,  The  Purdue  Frederick  Company 


. ANNOUNCING 


BMP  ONE 

■ MOST 

SIGNIFICANT 

IMPROVEMENTS 

IN 

ANTACID 

THERAPY 


SINCE  THE  INTRODUCTION  OF  ALUMINUM  HYDROXIDE 

IN  1929 


■t 


t^REAMALIN 


ANTACID  TABLETS 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  proc- 
essed. highly  reactive,  short  polymer  dried  aluminum  hydroxide 
gel.  stabilized  with  hexitol,  with  75  mg.  magnesium  hydroxide. 


1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

8.  Neutralizes  acid  longer  (more  lasting  relief) 

4.  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


What  your  Patients  can  Expect  from 

Peoples  Drug  Stores 

Prescription  Departments— 


OPEN 

24  Hours  a Day 

RICHMOND,  VIRCINIA 
Boulevard  and  Broad  Streets 
EL  9-2497 


LOW  PRICES 

'OPl 

SERVICE 

:UG  ST 

PRESCRIPTIONS 

0 Complete,  up-to-date  stock  of  the  most  mod- 
ern drugs,  as  well  as  all  the  older  drugs  now 
being  prescribed. 


% Only  fresh,  high-quality  drugs  are  used  in 
filling  their  prescriptions. 


% Every  prescription  is  checked,  not  once,  but 
twice,  to  assure  the  utmost  in  accuracy  and 
safety. 


0 They  can  rest  assured  that  their  prescription 
is  filled  exactly  as  the  physician  prescribes. 


0 They  always  pay  a fair  price  for  prescrip- 
tions at  Peoples,  because  of  the  unique  price 
schedule  in  use  in  all  of  our  stores.  Volume  buying, 
plus  this  up-to-the-minute  price  schedule,  often  enable 
us  to  pass  along  substantial  savings  to  your  patients. 
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Now  with  Cryptenamine . . . 
for  safe, 
effective 
management 
of  rnild 

to  moderate  , L 

hypertension, 


g,Yeralrite 


/- 


Prescribed  with  confidence  8,863,769  times  Veratrite  continues 
to  be  the  antihypertensivx  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
•on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  tabule  contains; 
Cryptenamine  (tannates)  40  C.S.R.*  Units 

Sodium  nitrite I gr. 

Phenobarbital Yt  gr. 

'Carotid  SInin  Reflex 


JRWIN,  NEISLER  & CO.  • 
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Today  she  would  prefer 

TRICHOTINE® 

for  her  most  personal  cleansing 


THE  FESLER  COMPANY,  INC.  • 375  Fairfield  Ave.,  Stamford,  Conn. 


HER  concepts 
of 

cleansing 
have 

changed... 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.00 

(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


provides  therapeutic  levels  ...  for  24  hours  . . . 
vi/ith  low  incidence  of  sensitivity  reactions  . . . 


WHENEVER  SULFAS  ARE  INDICATED  « 

KYNEX 

Sulfamothoxypyrfdazino  Lederle 

0.6  Gm.  TABLETS/NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of  TS 

AMERICAN  OYANAMIO  COMPANY,  Pearl  River,  New  York  ' 
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...x-tra  value  x-ray  supplies 


there's  no  delay  the  G.E.  way 


Dealing  with  General  Electric  is  like 
owning  your  own  complete  warehouse 
of  x-ray  supplies.  You  get  fast  action 
on  every  order  from  any  of  68  strate- 
gically located  factory-operated  offices. 

No  need  for  “scatter-buying”  from 
several  different  sources.  Get  every- 
thing you  need  by  “shopping”  the 
complete  selection  of  products  listed 
in  the  G-E  X-Ray  Supply  and  Acces- 
sory Catalog. 

For  complete  details  contact  your 
G-E  X-Ray  representative  listed  below. 


nvgrets  h Our  Most  Imporfitit  TMuet 


GENERAL 


ELECTRIC 


EXAMPLE: 

Continuous  cash  savings  — with  G-E 
SUPERMIX®  film  processing  chemicals, 
today’s  lowest-priced  quality  solutions. 
Convenience  packaged,  too,  in  tough, 
knock-about  plastic  containers — developer, 
fixer,  refresher  and  fixer- neutralizer  in 
graduated  polyethylene  bottles  that  mix  a 
gallon.  (And  so  lightweight  they’re  a joy 
to  handle.) 


DIRECT  FACTORY  BRANCHES 

BALTIMORE 

3012  Greenmount  Ave.  • HOpkins  7-5340 
NORFOLK 

218  Flatiron  Bldg.  • MAdison  5-0561 
RICHMOND 

3425  W.  Leigh  St.  • ELgin  9-5059 


ROANOKE 

115  Albemarle  St.,  S.E.  • Diamond  3-6209 

WASHINGTON.  D.  C. 

806  15th  St.,  N.W.  • STerling  3-2546 

RESIDENT  REPRESENTATIVE 

LYNCHBURG 

M.  C.  TAYLOR,  2455  Rivermont  Ave.  • Phone  2-6776 
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YOUR  concepts 
cleansing  have 
ehanged... 


Detergents  are  the  modern,  efficient  way  of 
cleansing.  They  provide  greater  surface  activity 
and  assure  effective  penetration. 

Trichotine  is  the  modern  detergent  vaginal 
douche.  Unlike  vinegar  or  low  pH  douches, 
Trichotine  cuts  through  viscid  leukorrheal  dis- 
charge and  allows  complete  penetration  of  its 
healing  and  soothing  ingredients.  Trichotine  is 
bactericidal  and  promotes  epithelization.  It 
offers  quick  relief  from  pruritus,  and  its  re- 
freshing, soothing  action  is  reassuring  even  to 
your  most  fastidious  patients. 


in  vaginitis — vulvovaginitis  — cervicitis — pruritus  vulvae  — 
postcoital  and  postmenstrual  hygienic  irrigation 


TRICHOTINE® 


write  for  como/es  and  literature  to  THE  FESI  RR  COMPA^'^.  • 375  Fairfield  Ave.,  Stamford,  Conn. 


If  they  need  nutritional  support . . . 


they  deserve 

GEVRAE 

Vitamin  - Mineral  Supplement  Lederle 

CAPSULES-14  VITAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Component  and  Other  Medical  Societies  in  Virginia 

(Officers  and  Others  are  Requested  to  Notify  the  Monthly  of  Changes) 


SOCIETY  PRESIDENT  SECRETARY  TIME  OF  MEETING 

Accomack  County Joseph  L.  DeCormis,  Accomac--Dr.  J.  C.  Doughty,  Onancock Quarterly 

Albemarle  County Byrd  S.  Leavell,  Charlottesville.  W.  Copley  McLean,  Charlottesville. Monthly 

Alexandria .James  M.  Moss,  Alexandria Robert  K.  Wineland,  Alexandria Monthly 

Alleghany-Bath  Counties  T.  R.  Warren,  Clifton  Forge George  N.  Chucker,  Clifton  Forge Bi-Monthly 

Amherst-Nelson  Counties Lyddane  Miller,  Amherst 

Arlington  County ...Stephen  J.  Sheehy,  Arlington Howard  O.  Mott,  Arlington Monthly 

Augusta  County B.  K.  Weems,  Waynesboro W.  S.  Smith,  Waynesboro Quarterly 

Bedford  County  S.  L.  Rucker,  Moneta O.  B.  Darden,  Bedford Quarterly 

Botetourt  County M.  S.  Stinnett,  Buchanan E.  L.  Coffey,  Buchanan 

Buchanan-Dickenson  Counties J.  C.  Moore,  Grundy J.  S.  Richardson,  Grundy Monthly 

Charlotte  County  Stuart  Wilson  Tuggle,  Keysville. Thomas  Watkins,  Drakes  Branch 

Culpeper  County J.  Bernard  Jones,  Culpeper James  P.  Baker,  Culpeper Monthly 

Danville-Pittsylvania  Samuel  Newman,  Danville Samuel  Atkins,  Danville Monthly 

Fairfax  County  T.  E.  O’Brien,  Falls  Church John  Prominski,  Falls  Church Monthly 

Fauquier  County Evan  H.  Ashby,  Jr.,  Remington. James  L.  Dellinger,  Warrenton Monthly 

Floyd  County J.  C.  Rutrough,  Willis F.  C.  Bedsaul,  Floyd 

Fouth  District  Robert  Keeling,  South  Hill  Clyde  W.  Vick,  Jr.,  Petersburg Five  times  a year 

Fredericksburg D.  W.  Scott,  Jr.,  Fredericksburg.  J.  E.  Grimes,  Fredericksburg Quarterly 

Halifax  County  G.  L.  Wilkinson,  South  Boston..  L.  W.  Roberts,  South  Boston Quarterly 

Hampton  Frank  Kearney,  III,  Hampton Helen  Dorsey,  Hampton Quarterly 

Hanover  County  John  D.  Hamner,  Jr.,  Ashland Claude  K.  Kelly,  Mechanicsville 

Hopewell  W.  M.  Phipps,  Hopewell W.  P.  Youngblood,  Hopewell Monthly 

James  River Margaret  Pennington, 

Buckingham  J.  H.  Yeatman,  Fork  Union Quarterly 

Lee  County  Beryl  H.  Owens,  Rose  Hill H.  A.  Kinser,  Pennington  Gap Quarterly 

Loudoun  County  S.  S.  Morrison,  Leesburg J.  W.  Gibson,  Middleburg Monthly 

Louisa  County  Griffith  B.  Daniel,  Louisa A.  R.  Southall,  Louisa Only  call  meetings 

Lynchburg G.  B.  Craddock,  Lynchburg E.  F.  Somers,  Lynchburg Monthly 

Medical  Society  of  Virginia Walter  P.  Adams,  Norfolk R.  I.  Howard,  Richmond Roanoke  Oct.  4-7 

Mid-Tidewater  A.  W.  Lewis.  Jr.,  Aylett M.  H.  Harris,  West  Point Quarterly 

Newport  News S.  H.  Mirmelstein, 

Newport  News J.  W.  Massey,  Newport  News Monthly 

Norfolk  County K.  K.  Wallace,  Norfolk Meyer  Krischer,  Norfolk Semi-Monthly 

Northampton  County John  R.  Mapp,  Nassawadox William  F.  Bernart,  Nassawadox Quarterly 

Northern  Neck .Paul  Pearson,  Warsaw Harvey  Goode,  Jr.,  Kilmarnock Quarterly 

Northern  Virginia  G.  R.  Waterman,  Woodstock Dennis  P.  McCarty,  Front  Royal Three  times  a year 

Orange  County H.  C.  McCoy,  Gordonsville R.  S.  LeGarde,  Orange Call  Meetings 

Patrick-Henry  Counties  E.  M.  McDaniel,  Martinsville Bate  C.  Toms,  Jr.,  Martinsvrille Quarterly 

Portsmouth  Paul  W.  Robinett,  Portsmouth.. Harry  D.  Cox,  Portsmouth Monthly 

Princess  Anne  County J.  A.  White,  Virginia  Beach J.  P.  Charlton,  Virginia  Beach Monthly 

Richmond T.  W.  Murrell,  Jr.,  Richmond. .Patty  R.  Boatwright,  Richmond Semi-Monthly 

Roanoke  Alexander  McCausland,  Roanoke.R.  F.  Bondurant,  Roanoke Monthly 

Rockbridge  County Brooke  B.  Mallory,  Lexington O.  Hunter  McCIung,  Lexington Monthly 

Rockingham  County  J.  E.  Wine,  Harrisonburg J.  T.  Hearn,  Penn  Laii-d Quarterly 

Russell  County  Robert  F.  Gillespie,  Lebanon W.  A.  Davis,  Dante 

Scott  County W.  L.  Griggs,  Jr.,  Gate  City G.  C.  Honeycutt,  Jr.,  Gate  City Monthly 

Smyth  County  O.  O.  Smith,  Jr.,  Marion R.  D.  Campbell,  Saltville Quarterly 

Southwestern  Virginia J.  Glenn  Cox,  Hillsville M.  A.  Johnson,  III,  Roanoke Semi-annually 

Tazewell  County  W.  A.  Cover,  Tazewell Rufus  Brittain,  Tazewell Quarterly 

Tri-County J.  W.  Lambdin,  Franklin Irwin  H.  McNeely,  Franklin Quarterly 

Tri-State  W.  R.  Jordan,  Richmond R.  B.  Davis,  Greensboro,  N.  C. October 

Va.  Acad.  Gen.  Practice W.  Llnwood  Ball,  Richmond R.  B.  McAllister,  Richmond Richmond  May  7-10 

Va.  Sec.  Amer.  Col.  Chest  Phys..S.  M.  McDaniel,  Jr.,  Norfolk. .George  Ewart,  Richmond October 

Va.  Sec.  Amer.  Col.  Phys R.  Earle  Glendy,  Roanoke William  H.  Harris,  Jr.,  Richmond. .October 

Va.  Diabetes  Assoc William  R.  Jordan.  Richmond.. L.  J.  Sheppard,  Richmond Semi-annually 

Va.  Ob-Gyn.  Soc W.  C.  Winn,  Richmond Brock  D.  Jones,  Jr.,  Norfolk October 

Va.  Orthopedic  Soc G.  G.  Hollins,  Jr..  Norfolk R.  H.  Fisher,  Roanoke Spring  & October 

Va.  Pediatric  Soc Harry  D.  Cox,  Portsmouth O.  Watts  Booth,  Newport  News October 

Va.  Peninsula  Acad.  Medicine E.  S.  Roberts,  Kecoughtan M.  F.  Sherrill,  Newport  News Monthly  except  June,  July 

& Aug. 

Va.  Neuropsychiatric  Soc W.  M.  Tucker,  Richmond W.  D.  Buxton,  Charlottesviile Semi-annually 

Va.  Radiological  Soc F.  A.  Kearney,  Hampton Spring  & October 

Va.  Soc.  Anesthesiology Lewis  E.  Mangus,  Alexandria Campbell  Harris,  Jr.,  Richmond Semi-annually 

Va.  Soc.  of  O.  L.  & O. Calvin  T.  Burton,  Roanoke M.  K.  Humphries,  Jr., 

Charlottesville  Once  a year 

Va.  Soc.  of  Pathology Robert  Faulconer,  Norfolk George  J.  Carroll,  Suffolk Quarterly 

Va.  Surgical  Soc Edmund  Horgan,  Winchester — Robert  Payne,  Jr.,  Norfolk October 

Va.  Urological  Soc F.  S.  Beazlie,  Jr., 

Newport  News Frank  N.  Buck.  Jr.,  Lynchburg October 

Washington  County  S.  E.  Miller,  Abingdon James  M.  Suter,  Abingdon Monthly 

Williamsburg- James  City lanet  Kimbrough,  Williamsburg. Robert  E.  DeBord,  Wiliiamsburg Monthly  except  for  June,  July 

& Aug. 

Wise  County George  E.  Snead,  Derby William  Schmidt,  Big  Stone  Gap Every  other  month 

except  Aug. 

Wythe-Bland  E.  C.  Lanz,  Wytheville S.  W.  Huddle,  Rural  Retreat Every  other  month 
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if  you  too 

are  disappointed  in 
the  multitude  of  new 
hypotensive  products 


then  join 
the  many  doctors 
who  are  returning  to 
reliable,  time-proven, 
consistently  dependable 


Haimased 


for  control  of  hypertension 


Samples  of  Haimased  on  request  from 

THE  TILEEnsr 

New  Lebanon,  N.  Y. 

Oldest  Manufacturing  Pharmaceutical  House  in  America 
Founded  1824 
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SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  SPONTIN® 

{Ristocetin,  Abbott) 


In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study^  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  1 60  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections^. And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis-^ 


Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— all  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report^  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  success- 
fully treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported^, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a shortspaceof  time.  Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  r\  D 0 

with  a serious  infection.  vXljUtMX 
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STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Spontin  In  Treating  Severe  Respiratory  Infections 

—“In  13  of  20  patients  the  results  were  excellent, 
with  clinical  response  being  evident  within  one  to 
four  days  after  institution  of  therapy.  In  three  addi- 
tional patients,  there  was  some  degree  of  improve- 
ment in  pneumonic  processes  superimposed  on 
tuberculosis  in  two  cases  and  on  pulmonary  neo- 
plasm in  one.  In  all  other  cases,  serious  antecedent 
pathology  undoubtedly  influenced  the  negative  or 
equivocal  response  to  ristocetin  therapy.®” 

Spontin  In  Treating  Staphylococcal  Infections— After 
successfully  treating  28  patients,  the  authors  wrote, 
“Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
and  bacteriostatic,  particularly  for  the  Staphylo- 
coccus aureus,  which  is  often  resistant  to  many 
other  antibiotics.®” 

Spontin  In  Treating  Seven  Difficult  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
mitigating  or  preventing  infection  in  seven  selected 
difficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
chemotherapy  with  other  antibiotics.'^” 

Spontin  Blood  Levels  In  Children  — “Ristocetin  was 
administered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
serum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.®” 


Spontin  In  Treating  Staphylococcal  Pneumonia 

—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  16  patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.'-*” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  1 1 adults  and  six  children  who  received 
adequate  therapy. i"” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  al..  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  al..  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  al..  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  al..  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  al..  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B.,  Ristocetin  in  Children  and  Adults,  In  Press, 
Antibiotics  Annual,  1958-59. 
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Your  patient  has  a wide  choice  of 
unseasoned,  strained  or  chopped  foods 

The  Low 
Residue  Diet 

Cunsomme  can  be  served  jellied  or  hot.  Pureed 
vegetaoles  folded  into  well-beaten  egg  can  be 
baked  tc  a puff.  Chopped  beef  moistened  with 
broth  and  mixed  with  bread  crumbs  shapes  into 
patties.  Eggs  can  be  soft  or  hard-cooked  by 
simmering.  Flaked  fish  in  lemon  gelatin  looks 
true  to  nature  when  your  patient  uses  a mold. 

For  banana-split  salad  he  can  try  cottage 


— and  may  we 
remind  you  that 
' a glass  of  beer 
^ can  make  low- 
residue  diets  more 
palatable? 


cheese  on  banana  and  top  with  pureed  apricots. 
Rice  cooked  in  pineapple  juice,  water  and  sugar 
makes  a golden  dessert.  For  a parfait,  try  layers 
of  farina  pudding  and  pureed  plums. 

Of  course,  you’ll  tell  your  patient  just  which 
foods  you  want  him  to  have — and  whether  he 
can  enjoy  a glass  of  beer*  with  his  meals. 

*pH — 4.3,  104  Calories/8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 
If  you'd  like  reprints  of  this  and  1 1 other  diets,  please  write  United  States  Brewers  Foundation,  535  Pifth  Asenue,  New  York  ’7,  N.  Y, 
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A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-toleratedCYCLAMYCiN,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions. Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


C YCL  AM  YCl  N 


Conforms  to  Code  for  Advertising 


Trlocetyloleandomycin,  Wyeth 


ii) 


Philadelphia  1,  Pa. 
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CATASTROPHIC  HOSPITAL  AND  NURSE  EXPENSE 

and 

PROFESSIONAL  OVERHEAD 


From  time  to  time  members  have  brought  to  our  attention  the 
existence  of  various  plans  of  personal  insurance  sponsored  by  one  or 
more  Associations.  As  a result  your  Insurance  Committee  has  inves- 
tigated various  contracts  available.  Accordingly,  The  Medical  So- 
ciety of  Virginia  is  pleased  to  announce  its  own  approved  plans  of 
personal  insurance  underwritten  by  the  American  Casualty  Com- 
pany, Reading,  Pennsylvania. 

Beyond  question  our  Program  is  one  of  the  broadest  and  most  com- 
prehensive of  any  sponsored  by  a professional  association.  All 
members  under  age  70  in  active  full  time  practice  and  their  de- 
pendents are  eligible  to  apply. 

Customarily,  a minimum  requirement  of  5 0%  participation  of  the 
eligible  membership  is  necessary  to  waive  underwriting  and  accept 
all  who  apply.  Under  our  Society’s  Program  we  need  only  500  ap- 
plications under  each  plan  to  achieve  this  vital  concession.  Therefore, 
we  urge  that  you  carefully  consider  the  brochures  that  were  mailed 
you  and  return  your  applications  as  early  as  possible  to  the  admin- 
istrator, David  A.  Dyer,  Medical  Arts  Building,  Roanoke. 

Our  Program  is  truly  outstanding,  and  v/e  anticipate  an  overwhelm- 
ing response.  Please  act  now.  It  is  your  approved  plan. 

Andrew  F.  Giesen,  M.D.,  Chairman 

Insurance  Committee 

The  Medical  Society  of  Virginia 
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)For  the  patient  who  does  not  require  steroids 

or  for  the  patient 
who  should  avoid  sodium 

PA  BA  LATE®  - Sodium  Free 


PABALATE® 

: Reciprocally  acting  nonster- 

Did  antirheumatics  . . . more 

‘.  effective  than  salicylate  alone. 

lf|  n each  enteric-coated  tablet: 

'Jodium  salicylate  U.S.P 0.3Gm.  (5gr.) 

'jodium 

- para-aminobenzoate  0.3  Gm.  (5  gr.) 

tscorbic  acid 50.0  mg. 


Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE 


@ 


PABALATE’-HC 


•or  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
H.  ROBINS  CO.,  INC.,  RICHMOND  20.  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


they  deserve 


Vitamin- Mineral  Supplement  Lederle 


CAPSULES-14VITAMINS-11  MINERALS 


Each  capsule  contains: 

Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Vitamin  Bi;  with  AUTRINIC® 

Intrinsic  Factor  Concentrate  . . 1/15  U.S.P.  Oral  Unit 

Thiamine  Mononitrate  (Bi) 5 mg. 

Riboflavin  (B;) 5 mg. 

Niacinamirte 15  mg 

Folic  Acid 1 mg. 

Pyridoxine  HCI  (Be) 0.5  mg. 

Ca  Pantothenate 5 mg. 

Choline  Bitartrate 50  mg. 

Inositol 50  mg. 

Ascorbic  Acid  (C) 50  mg. 

Vitamin  E (as  tocopheryl  acetates) 10  I.U. 

1-Lysine  Monohydrochloride 25  mg. 

Rutin 25  mg. 

Ferrous  Fumarate 30  mg. 

Iron  (as  Fumarate) 10  mg. 

Iodine  (as  Kl) 0.1  mg. 

Calcium  (as  CaHPOj) 157  mg. 

Phosphorus  (as  CaHPOi) 122  mg. 

Boron  (as  NajBiOr.lOHeO) 0.1  mg. 

Copper  (as  CuO) 1 mg. 

Fluorine  (as  CaF?) 0.1  mg. 

Manganese  (as  MnO*) 1 mg. 

Magnesium  (as  MgO) 1 mg. 

Potassium  (as  K2SOO 5 mg. 

Zinc(asZnO) 0.5  mg. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY.  Pearl  River,  New  York 
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The  Story  of  Kent 


H ow  Lorillard  research  produced 
a cigarette  with  less  tars  and  nicotine 
than  any  other  leading  filter  brand 


A major  research  foun- 
dation, under  Lorillard 
sponsorship,  determined 
that  the  average  puff  of 
cigarette  smoke  con- 
tained over  12  billion 
semi-solid  particles.  Fur- 
ther research  revealed 
that  inhaled  smoke  from 
ordinary  ciftarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to 
1 micron  in  diameter, 
average  0.6  micron. 

Ordinary  filter  fibers  are  so  large  that 
they  create  spaces  through  which  the 
small  semi-solid  smoke  particle  can  easily 
pass.  However,  in  the  superior  Kent 
filter,  the  fibers  are  mechanically  manip- 
ulated in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 


smoke.  This  is  the 
“micronite”  Filter. 

The  Kent  filter  is  com- 
posed ot  pure  cellulose 
acetate,  which  is  common 
to  the  filters  used  in  all 
leading  brands.  However, 
the  physical  construction 
of  the  Kent  filter  is  the 
exclusive  development  of 
Lorillard  research,  and  is 
different  from  and  supe- 
rior to  all  the  rest. 

Thus,  Lorillard  research  created  a filter 
of  ideal  purity,  with  extraordinary  ability 
to  eliminate  smoke  particles. ..  and  at  the 
same  time,  a cigarette  of  such  fine  taste 
that  during  the  past  twelve  months  more 
smokers  changed  to  Kent  than  to  any 
other  cigarette  in  America. 


Of  all  leading  filter  cigarettes 

KENT  FILTERS  BEST 

You  get  less  tars  and  nicotine  in  the  smoke  of  Kent 
than  in  any  other  leading  filter  cigarette  in  America 

If  you  would  like  for  your  own  use  the  P.  Lorillard  Company,  Research  Department 

booklet,  "The  Story  of  Kent,"  write  to:  200  East  42nd  St.,  N.Y.  17,  N.Y. 
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symptom  complex 


ACHROCIDIN* 

Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


Pneumonitis,  otitis,  tonsillitis,  adenitis,  sinusitis  or 
bronchitis  develops  as  a serious  bacterial  complication  in 
about  one  in  eight  cases  of  acute  upper  respiratory 
infection.^  To  protect  and  relieve  the  “cold" 
patient...  ACHROCIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
salicylamide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemon-lime  flavored),  caffeine-free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.:  ^ ^ Hygiene  71:122  (Jan.)  1933 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


'Deaner’  must  not  be  confused  with  tran- 
quilizing  or  sedative  drugs  which  may 
aggravate  depression.  On  the  contrary, 
'Deaner’  is  often  used  to  counteract  drug- 
induced  depression. 


Deaner  a totally  new  molecule,  offers  a new 
type  of  alleviation  in  depression,  fatigue  states 
and  many  other  emotional  disturbances. 
Its  physiologic  effectiveness  as  a safe  central 
nervous  system  stimulant  is  attributed  to  its 
activity  as  a probable  precursor  to  acetyl- 
choline. 

Deaner  leads  to  better  ability  to  concentrate, 
increased  daytime  energy,  sounder  sleep 
(with  less  sleep  needed),  and  a more  affable 
mood. 

Deaner  acts  gently,  gradually,  and  its  effects 
are  prolonged . . . without  causing  hyperirrita- 
bUity ...  without  loss  of  appetite. . .without 
elevating  blood  pressure  or  heart  rate... 
without  sudden  letdown  on  discontinuance. 


'Deaner’  is  valuable  as  an  emotional 
normalizer  in  many  situations  other  than 
depression,  such  as  behavior  problems 
with  agitation.  Nor  should  'Deaner’  be 
considered  an  ordinary  stimulant.  Its 
gentle  action  differs  from  that  of  other 
stimulants  in  that  it  leads  to  increased 
useful  energy  and  alertness  without  the 
undesirable  side  effects  of  the  ampheta- 
mine-like drugs. 


Deaner  is  valuable  in  the  treatment  of  chil- 
dren, especially  those  whose  performance  is 
impaired  by  behavior  problems,  whose 
attention  span  is  too  short,  and  who  are 
emotionally  unstable,  unpredictable,  and 
unadaptable. 

Dosage:  Initially,  1 tablet  (25  mg.)  in  the  morning. 
Maintenance  dose,  1 to  3 tablets;  for  children, 
to  3 tablets.  Three  to  four  weeks  of  therapy 
may  be  required  for  maximum  benefit. 


Literature  and  bibliography  available  upon  request. 


Notihridge,  “ 
California 


The  menopausal  patient  in  need  of  psychic  support . . . the  post- 
partum patient  suffering  the  “baby  blues”  . . . the  convalescent 
patient  worried  about  her  future  health  . . . these  and  many  other 
patients  will  often  benefit  from  the  antidepressant,  mood-lifting 
effect  of 

® Tablets  • Elixir 

Spansule^  brand  of  sustained  release  capsules 

brand  of  dextro  amphetamine  plus  amobarbital 

When  the  depressed  patient  is  particularly  listless  and  lethargic,  she 
will  often  benefit  from  the  gentle  stimulating  effect  of 

Dexedrine®^  Tablets  • Elixir  • Spansule®  capsules 

brand  of  dextro  amphetamine 


Smith  Kline  & French  Laboratories 
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PREREQUISITE  FOR  EMOTIONAL  ADJUSTMENT:  THERAI 


“The  most  effective  form  of  psychotherapy  is  to  demonstrate  to  the  patient  that  hi 
seizures  can  be  adequately  controlled  by  the  use  of  anticonvulsant  medicatioi 

REQUISITE  FOR  THERAP 
THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSAN' 
effective  anticonvulsants  for  most  clinical  neei 


bibliography!  (l)  carter,  S.  M..-  M.  CUn.  North  America:  315  (March)  1953.  (2)  Chao,  D.  H.;  Ibid.,  p.  465.  (3)  C. 
man,  L.  S.,  & Gilman,  A.:  Tlie  Pharmacological  Basis  of  Therapeutics,  ed.  2,  New  York,  MacMillan  Company,  1 
p.  187.  (4)  Dusldson,  D.  T,  jr.,  in  Conn,  II.  E;  Current  Therapy  19.58,  Philadelphia,  W.  B.  Saunders  Conip' 
1958,  p.  568.  (5)  Zimmerman.  F.  T.:  New  York  J.  Med.  55:2338,  1955.  (6)  French,  E.  C.;  Rey-Bellet,  J..  & Leu 
W.  G.:  New  England  }.  Med.  258:892  (May  1)  1958. 


[I  CONTROL  OF  GRAND  MAL 
|)  PSYCHOMOTOR  SEIZURES 

LANTIN*kapseals* 

DILANTIN  Sodium  is  the  most  useful  nonsed- 
3 anticonvulsant.”^ 

incident  with  the  decrease  in  seizures  there 
irs  improvement  in  intellectual  performance, 
itary  effects  of  the  drug  on  personality,  mem- 
mood,  cooperativeness,  emotional  stability, 
■liability  to  discipline  . . . are  also  observed, 
etimes  independently  of  seizure  control. ”3 
drug  of  choice  for  control  of  grand  mal  and 
isychomotor  seizures,  DILANTIN  Sodium  (di- 
nylhydantoiu  sodium,  Parke-Davis)  is  supplied 
lany  forms  including  Kapscals  of  0,03  Cm.  and 
.1  Gm.,  in  bottles  of  100  and  1,000. 

!|ELANTIN°kapseals 

ben  it  has  been  demonstrated  that  the  com- 
btion  ol  Dilantin  and  phenobarbital  is  helpful 
patient  and  that  these  drugs  are  well  tolerated, 
use  of  a combination  capsule,  PIIELANTIN,  is 
n a great  morale  builder  because  it  enables 
physician  to  reduce  the  total  number  of  pills 
apsules  the  patient  is  re(;[uircd  to  take.  It  is  a 
ipcr  form  of  picscription  and  it  also  prevents 
patient  from  manipulating  the  dosage  of  his 

TC  ”4 

LANTIN  Kapscals  (Dilantin  100  mg.,  phenobarbital 
ig.,  dcsoxycphedrinc  hydrochloride  2.5  mg.),  bottles 
00. 


FOR  THE  PETIT  MAL  TRIAD  * > 

MILONTIN’kapseals  • suspension 


After  five  years  of  study,  using  MILONTIN  in  a 
series  of  200  patients  with  petit  mal  epilepsy,  one 
investigator  reports;  “Results  confirm  our  previ- 
ously published  data  on  a smaller  number  of  cases 
and  show  that  MILONTIN  is  an  effective  agent  for 
the  treatment  of  petit  mal  epilepsy  . . . relatively 
free  from  untoward  side  effects. ”5 
MILONTIN  Kapscals  (phensuximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000.  Suspension,  250  mg. 
per  4 cc.,  16-oimce  bottles. 


CELONTirKAPSEALS 

In  a recent  study,  76  patients  were  treated  with 
CELONTIN  for  periods  up  to  two  years.  Included 
in  this  group  were  34  patients  with  psychomotor 
seizures,  29  with  petit  mal,  and  13  with  other 
types.  Forb,'  per  cent  had  marked  benefit  with 
CELONTIN  (less  than  halt  their  previous  number 
of  seizures),  and  all  but  35  per  cent  experienced 
some  degree  of  improvement.  Marked  benefit  was 
obtained  in  55  per  cent  of  patients  with  petit  mal 
and  in  33  per  cent  of  those  having  psychomotor 
seizures.® 

CELONTIN  Kapscals  (metbsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 


PARKE,  DAVIS  & COMPANY 
DETROIT  32,  MICHIGAN 
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DEXAMETHASONE 


treats  jMe  patients  more  effectively  1 

a new  order  of  magnitude  in  corticosteroid  effectiveness  ' 

a new  order  of  magnitude  in  margin  of  safety 

A dramatic  pattern  of  good  to  excellent  improvement  is  reported  with 
DECADRON  in  90  percent  of  153  patientst  with  acute,  chronic  and 
emphysematous  bronchial  asthma. 


tAnalysis  of  Clinical  Reports. 

DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 
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be  prepared... 

fast,  effective  and  long-lasting  relief  from : 


sunburn 
poison  ivy 
insect  bites 


The  water-soluble,  nonstaining  base  melts  on  con- 
tact with  the  tissue,  releasing  the  Xylocaine  for 
immediate  anesthetic  action.  It  does  not  interfere 
with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.  A. 
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I© 


(brand  of  lidocaine*) 


OINTMENT  2.5%  & 5% 
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NEW  UNEXCELLED  TASTE 


^Ra.ldrs.'te 

SYRUP  OF  CHLORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 

10  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
chloral-hydrate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 


JONES  and  VAUGHAN,  Inc. 


RICHMOND  26,  VA. 


RESEARCH: 

key  to  Kents  popularity 


In  1958,  Kent  made  the  greatest  gain  in 
popularity  ever  recorded  by  any  filter 
cigarette  in  any  year — a sales  increase  of 
20-billion  cigarettes. 

Behind  this  popularity  is  a story  of 
months  and  years  of  research,  perfecting 
the  remarkable  combination  of  filter  action 
and  flavor  found  in  today’s  Kent  cigarette. 
In  developing  Kent,  Lorillard  research 
scientists  recognized  that  .smokers  wanted, 
on  the  one  hand,  a really  satisfying  taste; 
on  the  other,  reduced  tars 
and  nicotine.  In  addition, 
smokers  demanded  a free 
and  easj^  draw. 

These,  then,  were  the 
objectives.  The  first  sci- 
entific breakthrough  in 
the  project  was  the  de- 
velopment of  the  exclu- 
sive Micronite  filter, 
patented  by  Lorillard. 

This  filter  was  created 
because  of  newly-discov- 
ered principles  in  the  field 
of  filtration,  which  have 


been  previously  described  in  these  pages. 

Though  this  filter  satisfied  everyone  on 
its  ability  to  reduce  tars  and  nicotine  to 
the  lowest  level  among  the  largest  selling 
brands,  there  was  still  work  to  be  done  in 
the  areas  of  taste  and  draw.  After  addi- 
tional months  of  research,  a new  tobacco 
blend  was  developed  which  delivered  rich 
taste  after  the  smoke  had  passed  through 
the  filter.  Next  in  the  series  of  laboratory 
triumphs  was  a method  of  improving  the 
draw  to  compare  with  the 
most  free-drawing  of  all 
filter  brands. 

The  rest  of  the  Kent 
story  is  a legend  in  the 
tobacco  industry.  Out- 
side, independent  re- 
search studies  confirmed 
the  fact  that  Kent  had 
achieved  its  objectives. 
Smokers  responded.  In 
fact,  during  the  past  year, 
more  smokers  changed  to 
Kent  than  to  any  other 
cigarette  in  America. 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Researchl 
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□ ARICON 


patient  comfort 


Natural  Prolonged  Action -The  action  of  DARicoN,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 


In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 


Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 


CASES  RESPOND 


*Trademark 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 


Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 
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TABLETS 

IsT-A-ID  E C* 


TDC  (TIMED  DISINTEGRATION  CAPSULES) 


for  prompt, 
more  complete, 
day-and-night  relief  in  the 

common  cold 
nasal  allergies 
sinusitis 


PAGE  825 

Sample  and  literature  from  . . . 


Realistic  dosage  of  the  potent  vasoconstrictor, 
phenylephrine  hydrochloride,  combined  with  the 
dependable  antihistamine,  pyrilamine  maleate  . . . 
for  mutually  enhancing,  oral  efficacy  in 
clearing  stuffy  nose,  combatting  allergic  turgidity, 
draining  clogged  sinuses,  relieving  postnasal  drip. 

patients  breathe  easier, 
feel  so  much  more  comfortable 


NADEG  provides 

in 

each  tablet 

in 

each  TDC* 

Phenylephrine  HCl  U.S.P. 
Pyrilamine  Maleate  U.S.P. 

10  mg. 

25  mg. 

15  mg. 

45  mg. 

*Timed  Disintegration  Capsule  affords  up  to  8 hours  relief. 

DOSAGE;  1 to  2 tablets  p.c.  Children  1 tablet,  p.c. 
or  1 eapsule  b.i.d.,  12  hours  apart  (adults) 

SUPPLIED:  Bottles  of  100  green  tablets  or  orange 
T.D.  Capsules 


THE  TILEEISr  • New  Lebanon,  N.  Y. 

Oldest  Manufacturing  Pharmaceutical  House  in  America  • Founded  1824 
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ANNOUNCING 


A HIGHLY  EFFECTIVE 
TRANQUILIZER  FOR 
EXTENDED  OFFICE 


PRACTICE  USE 


POSITIVE  CALMING  The  development  of  TENTONE®  Methoxypromazine  Maleate 

ACTION  ADAPTED  Lederle  does  not  duplicate  primary  function  of  existing  tranquilizers. 
FOR  LOWER  RANGE  TENTONE  fills  the  need  for  a practical,  potent  agent  for  extended 
OF  EMOTIONAL  use  in  everyday  practice  (as  illustrated  above). 

DISORDERS 

Action  of  TENTONE  Methoxypromazine  Maleate  approaches  that 
of  the  strong  phenothiazines  without  their  drawbacks.  Calming  re- 
sponse is  positive  and  rapidly  apparent  to  both  patient  and  physi- 
cian. However,  as  a basic  phenothiazine  modification,  TENTONE 
allows  full  therapeutic  application  in  the  mild  and  moderate  range 
of  anxiety-tension  and  somapsychic  disorders  most  usually  seen  in 
general  practice. 


EXCELLENT 
TOLERATION - 
MARKED 
REDUCTION  IN 
COMPLICATIONS 


Incidence  of  untoward  reactions  is  exceptionally  low  and  approxi- 
mates the  mild  ataractic  drugs.  Reduction  in  sensitivity  reaction, 
intestinal  distress,  blood,  brain  or  liver  toxicity  is  striking,  particu- 
larly in  the  lotv  dosage  range.  TENTONE  exhibits  greater  freedom 
from  depression  and  drug  habituation.  Physical  and  psychic  orienta- 
tion is  usually  preserved.  Occasional  drowsiness  may  be  encountered, 
particidarlv  in  higher  dosages.  In  moderate  to  more  severe  cases,  this 
sedative  effect  may  be  desired. 


TENTONE  has  thus  been  described  as  one  of  the  easiest  tranquilizers 
to  handle  in  office  practice.  In  indicated  cases,  the  physician  may  be 
relieved  of  the  patient’s  unnecessary  concern  over  his  own  illness. 
In  contrast  to  the  previous  types  of  drugs,  complaints  over  induced 
distress  or  inadequate  benefit  are  rare. 


WHEN  MORE  THAN  Consequently,  TENTONE  is  more  useful  than  other  ataractic  drugs 
MILD  SEDATIVE  in  two  areas:  (1)  mild  to  moderate  conditions  — when  more  than 
E^F^f'ECT  IS  DESIRED  mild  sedative  effect  is  sought,  (2)  middle  range  of  moderate  to  severe 
cases  — when  less  than  psychopathology  is  involved. 

Indications  include  ■ common  anxiety-tension  states  ■ obsessive- 
compulsive  behavior  ■ neurosis  ■ depression  ■ situational  anxiety 
and  hysteria 

And  the  emotional  components  of:  ■ agitation  ■ restlessness  ■ 
tremors  ■ insomnia  ■ alcohol-  and  drug-withdrawal  syndrome  ■ 
hyperkinesis  ■ prenatal  anxiety  ■ rheumatic  disorders  ■ dermatoses 
■ menopausal  syndrome  ■ premenstrual  tension  ■ peptic  ulcer, 
other  g.i.  disorders  ■ asthma,  other  allergy  ■ multiple  sclerosis,  arter- 
iosclerosis ■ malignancy,  other  progressive  diseases 

POSSIBLE  Since  tranquilizing  drugs  may  potentiate  the  action  of  pain-relievers, 

POTENTIATION  OF  sedatives,  and  barbiturates,  they  should  be  used  with  caution  in 
ANALGESICS  conjunction  with  them,  or  to  achieve  a greater  response  to  these  drugs 

AND  NARCOTICS  in  various  conditions  when  desired.  They  may  also  be  useful  in 
reduction  of  effective  dosage  to  better  tolerated,  or  non-habituating 
levels. 


ADAPTABLE 
LOWER  DOSAGE 
RANGES 


Dosage  must  be  individualized  to  severity  of  condition  and  response 
desired. 

hi  mild  to  moderate  cases:  varies  from  30  to  100  mg.  daily. 

In  moderate  to  severe  cases:  from  75  to  500  mg.  daily. 


In  psychotic  or  institutionalized  patients,  TENTONE  may  be  useful 
as  a substitute  when  toxicity  precludes  effective  dosage  of  other 
phenothiazines,  or  as  maintenance  after  hospitalization.  Dosage  may 
range  from  100  to  1500  mg.  daily  in  divided  doses. 

Supplied:  10  mg.,  25  mg.  and  50  mg.  tablets 


'edet'lej  LEDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N, 


NEW 

flavor-timed'' 
dual-action 
'coronary  vasodilator 


for  ANGINA  PECTORIS 


ORAL  (tablet  swallowed  ivhole) 
for  dependable  prophylaxis 

SUBLINGUAL-ORAL 

for  immediate  and  sustained  relief 


Nitroglycerin 

—0.4  mg.  (1/150  grain)-acts  quickly 

Citrus  “flavor-timer” 

— signals  patient  when  to  swallow 

Pentaerythritol  tetranitrate 

— 15  mg.  (1/4  grain)-prolongs  action 


For  continuing  prophylaxis  patient 
swallows  the  entire  Dilcoron  tablet 
on  an  empty  stomach. 

Bottles  of  100. 

Average  prophylactic  dose: 

1 tablet  four  times  daily 

(%  hour  before  meals  and  at  bedtime). 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 


LABORATORIES 

NEW  YORK  18.  N Y 


only  one  Sobering  Repetab  will  give  your  patient 


NONSTOP 
REUEF 


FROM 
NEW  YORK 
TO  ISTANBUL 


When  you  prescribe  medication  in  convenient  Repetab 
form,  one  Repetab  taken  just  before  his  Jet  flight 
leaves  New  York’s  Idlewild  Airport  will  give  your 
patient  the  benefits  of  the  first  full  dose  almost  as 
swiftly  as  his  plane  soars  up  and  out  over  the  Atlantic. 
He’ll  enjoy  a single,  sustained  high  therapeutic  level 
for  up  to  12  hours  as  his  modern  plane  carries  him 
smoothly  over  the  5,009  miles.  And  he  can  relax  until 
he  settles  down  to  shish  kebab  at  Pandeli’s  12  hours 
later.... That  12-hour  flight  to  Istanbul  is  just  over  the 
horizon.  Modern,  dependable  Repetab s are  here  now! 


You  can  prescribe 
these  Schering  products 
in  Repetab  form 
CHLOR-TRIMETON®  REPETABS, 
8 and  12  mg. 

Chlorprophenpyridamine  Maleate 

TRILAFON  ® REPETABS,  8 mg. 

I)erpheiia7ine 

POLARAMINE"  REPETABS,  6 mg. 

clextro-chlorpheniramine  maleate 

PRANTAL®  REPETABS,  100  mg. 

diphemanil  methylsulfate 

GYNETONE®  REPETABS, 

.02  and  .04  mg. 

combined  estrogen-androgen 

DEMAZIN®  REPETABS,  4 mg. 

Chlor-Trimeton  plus  phenylephrine 


SCHERING  CORPORATION 


symbol  of  the  one-dose  convenience  you  want  for  your  patient 

REPETABS,®  Repeat  Action  Tablets. 

BLOOMFIELD.  NEW  JERSEY 


ST  % r — 


m 


•T.M. 


S-f!l 


me  vent-Air  uomact 


Lens  Center  in  your  area 
is  your  referral  office  for: 
complete  information  re- 
garding contact  lenses... 
for  the  precise  filling  of 
your  patients’  prescrip- 
tions . . . and  for  the  fit- 
ting of  all  contact  lenses. 
A complete  service  ex- 
pressly planned  for  the 
medical  profession  and 
its  patients  under  the 
immediate  aegis  of  the 
ophthalmologist. 


• The  Veiit-Air  lens  offers  ^ 
four  unique  peripheral 
vents  and  proper  corneal 
apical  clearance  permit- ^ 
ting  normal  corneal  me- 
tabolism and  oxygenation 
while  fitting  securely. 

• Hyper-thinness  of  the 
edge  or  center  provides 
uniform  thickness  in  high 
myopia  or  aphakia. 

• Its  wide  range  of  inner 
radii  (5.0  to  10.00mm} 
permits  extremes  of  kera- 
toconic  and  megalogfobic 
dimensions  to  be  fitted. 

• Vent-Air  lenses  are 
custom-fitted  in  uni-,  bK 
or  tri-curve  radii  con- 
forming to  corneal  peri- 
pheral asphericities. 

In  addition  to  the  Vent- 
Air  lens,  all  other  types 
of  scleral  and  corneal 
lenses  are  available  to 
meet  your  patients’  indi- 
vidual needs. 


f 


L 


CONTACT  UNS  LABORATORIES  • NEW  YORK  36,  N.Y. 

Write  for  the  address  of  center  nearest  you. 


ViRGixi.A  Medical  Monthly 


Each  ANTTVERT  tablet  contains: 

Meclizine  (12.5  mg.)  — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion.^ 

I Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
I for  prompt  vasodilation.-’^ 

Advantage  of  "'dual  therapy”  confirmed: 

Monger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”- 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M,:  Geriatrics  2;  110  (March) 
1956.  2.  Menger,  H.  C.:  Clin.  Med.  ^:313  (March)  1957. 
3.  Shuster,  U.  H.:  M.  Clin.  North  America  40:1787 
(Nov.)  19.56. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  N.  Y. 
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ANNOUNCING 


L.  ONE  OF  THE 
MOST 


• -^  !;  i ■‘;v ■ 


^SIGNIFICANT 


m 


IMPROVEMENTS 

IN 

ANTACID 

THERAPY 


SINCE  THE  INTRODUCTION  OF  ALUMINUM  HYDROXIDE 

IN  1929 


CREAMALIN 


ANTACID  TABLETS 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  proc- 
essed. highly  reactive,  short  polymer  dried  aluminum  hydroxide 
gel.  stabilized  with  hexitol,  with  75  mg.  magnesium  hydroxide. 


1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

8.  Neutralizes  acid  longer  (more  lasting  relief) 

4,  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAL*  capsules-14  vitamins  and  ii  minerals 

Vitamin-Mineral  Supplement  lederie  Fof  Complete  Formula  See  PDR  (PhysIcians'  Desk  Reference),  page  689 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


The  results  of  administering  Delalutin  before  the  12th  week  of  gestation  to  82  women  with 
habitual  abortion  were  reported  recently  by  Reifenstein2  Every  patient  had  experienced 
at  least  three  consecutive  abortions  immediately  preceding  the  treated  pregnancy.  More  than  68% 
of  these  women  were  delivered  successfully  and  uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with  threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to  term  without  progestational  therapy 
64%  of  42  pregnancies  were  salvaged  by  progesterone 
83%  of  73  pregnancies  were  salvaged  by  Delalutin 


Eichner,^  found  that  with  Delalutin  fetal  salvage  of  infants  below  term  weight  (1000  to 
2000  gm.)  was  significantly  improved. 

108  (76%  ) of  142  babies  of  this  birth  weight  survived  without  progestational  therapy. 

16  ( 100%)  of  16  babies  of  this  birth  weight  survived  with  Delalutin  therapy. 

A comparison  study  was  made  of  a group  of  repeated  aborters  treated  with  Delalutin,  and  a 
group  with  a similar  history  treated  with  bed  rest  and  sedation.^  Pregnancy  salvage 
with  Delalutin  was  twice  that  of  the  control  group.  Delalutin  was  found  to  be  “highly  active,” 
well-tolerated  and  long-acting. 

Delalutin  offers  these  advantages  over  other  progestational  agents: 

• longer-acting  and  more  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured  secretory 
endometrium 

• no  androgenic  effect 

• more  concentrated  solution  requires  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

• requires  fewer  injections 

• low  viscosity  makes  administration  easier 


DEL.'VLUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  post- 
partum after-pains ; amenorrhea,  primary  and  secondary  ; dysfunctional  uterine 
bleeding  not  associated  with  genital  malignancy;  infertility  with  inadequate 
corpus  luteum  function;  production  of  secretory  endometrium  and  desquama- 
tion during  estrogen  therapy;  premenstrual  tension;  dysmenorrhea;  cyclomas- 
topathy, mastodynia,  adenosis  and  chronic  cystic  mastitis. 


Administration  and  Dosage:  Because  of  its  low  viscosity,  Delalutin  may  be 
administered  with  a small  gauge  needle  (deep  intragluteal  injection).  Complete 
information  on  administration  and  dosage  is  supplied  in  the  package  insert. 


Supply:  Delalutin  is  available  in  vials  of  2 and  10  cc.,  each  cc.  containing  123 
mg.  of  hydroxyprogesterone  caproate  in  sesame  oil,  and  benzyl  benzoate. 

References : 1.  Reifenstein,  E.  C.,  Jr.:  Annals  N.  Y.  Acad.  Sci.  71:762  (July  .10)  1958.  2.  Bosch.Tnn, 
H-W.:  ibid.,  p.  727.  3.  Eichner,  E.:  ibid.,  p.  787.  4.  Hodgkinson,  C.  P. ; Igna,  E.  J.,  and  Bukcavich, 
A.  P. : .d tn.  J.  Obst.  and  Gyn.  76  :279,  1958. 


Squibb 


Squibb  Quality  -the  Priceless  Ingredient 


'Delalutin'^  is  a Squibb  trademark 


a new  derivative 
of  Erythromycin 
designed  especially 
for  children 


CITRUS-FLAVORED 

ERYTHROCIli 

ETHYL  SECCINATE 

ORAL  SUSPENSION 


Never  a flavor  like  this  in  an  antibiotic  suspen* 
sion.  A new  achievement  in  pharmaceutical  ele- 
gance—a ready-mixed,  stable  suspension  so  sweet 
and  good  you  can’t  tell  it’s  "medicine.” 

No  bitterness,  no  unpleasant  aftertaste — just 
pure,  sweet  citrus  flavor. 

Never  an  antibiotic  better  proved  against  every- 
day coccal  infections.  After  millions  of  pre- 
scriptions, an  unparalleled  safety  record. 

High,  peak  blood  levels  within  one  hour  — plus 
nearly  100%  effectiveness  against  coccal  infec- 
tions. And,  unlike  broad-spectrum  antibiotics, 
Erythrocin  is  classed  as  a bactericidal  agent. 

Indications:  Against  staph-,  strep-  and  pneumo- 
cocci. Especially  useful  when  patients  are  allergic 
to  penicillin  or  other  antibiotics.  Dosage:  Eor 
children,  30  mg. /Kg.  per  day.  Adults,  1 to  2 Gm., 
depending  on  severity  of  infection.  Supplied:  In 
60-cc.,  pour-lip  bottles.  Each  5-cc.  teaspoonful. 
represents  200  mg.  of  Erythrocin. 

If  you’re  concerned  with  blood  levels  . . . 

Range  of  blood  levels  obtained  from  one  dose  of 
400  mg.  Erythrocin  Suspension.  Medication  was  ad- 
ministered to  30  volunteer  adults,  and  represents  a 
dosage  of  approximately  6 mg./Kg.  Bars  show  ranges 
— continuous  line  indicates  medians. 


meg. /ml. 
20.48 


10.24 
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2.56  ? 

1.28  ^ 
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1 

.32  11 ; 

, 

.16  U 
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Time  — Hours 


©ERYTHROCIN  — ERYTHROMYCIN,  ABBOTT  905105 


restore  normal  sinus  rhythm 


1.  Premature  ventricular  contractions 


2.  Paroxysmal  auricular  tachycardia 
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3.  Paroxysmal  ventricular  tachycardia 


in  arrhythmias 


V I STARI  Li.~ 


SPECIFIC  ANTIARRHYTHMIC  EFFECT 

Vistaril  is  effective  in  ventricular  extrasystoles  and  paroxysmal 
tachycardias  (both  auricular  and  ventricular). 

plus 

PSYCHOTHERAPEUTIC  POTENCY 

proven  calming  action  indicated  for  arrhythmia  patients. 

and 

THE  OUTSTANDING  SAFETY 

of  Vistaril  as  compared  to  other  antiarrhythmic  drugs  in  general 
use  has  been  noted  by  investigators. 

THE  FOLLOWING  DOSAGE  REGIMEN  IS  RECOMMENDED 

(individualized  by  the  physician  for  maximum  effectiveness): 
iPARENTERAL  DOSAGE:  50-100  mg.  (2-4  cc.)  I.M.  stat.,  and 
q.  4-6  h.,  p.r.n.;  maintain  with  25  mg.  b.i.d.  or  t.i.d.  In  acute  emergency, 

50-75  mg.  (2-3  cc.)  I.V.  stat.;  maintain  with  25-50  mg.  (1-2  cc.)  I.V. 
q.  4-6  h.,  p.r.n. 

ORAL  f?OSAGE:  Initially,  100  mg.  daily  in  divided  doses  until  ar- 
rhythmia disappears.  For  maintenance  or  prophylaxis,  50-75  mg.  daily  in 
divided  doses. 

SUPPLY:  Vistaril  Capsules,  25  mg.,  50  mg.  and  100  mg.  Vistaril 
Parenteral  Solution,  10  cc.  vials  and  2 cc.  Steraject®  Cartridges.  Each  cc. 
contains  25  mg.  (as  the  hydrochloride). 


Science  for  the  world's  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


References:  1.  Burrell.  Z.  l.» 

et  al.:  Am.  J.  Cardiol..  1:624 
(May)  1958.  2.  Hutcheon.  D.  E., 
et  al. : J.  Pharmacol.  & Exper. 
Therap.,  118:451  (Dec.)  1956. 
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Virginia  Medical  Monthly 


SQUIBB  ANNOUNCES 


NEW 


RAUTRAX 


RAUDIXIN 

Squibb  Standardized 

Whole  Root  Rauwolfia  Serpentina 

FLUMETHIAZIDE 


POTASSIUM  CHLORIDE 


A LOGICAL  COMBINATION  RAUDIXIN  ENHANCED 
BY  AN  ENTIRELY  NEW  DIURETIC  — FLUMETHIAZIDE 


THUS  SQUIBB  OFFERS  YOU  GREATER  LATITUDE  IN  SOLVING  THE  PROBLEM  OF 

HYPERTENSION 


WITHOUT  FEAR  OF  SIGNIFICANT  POTASSIUM  DEPLETIONi-3 


Rautrax  combines  Raudixin  with  flumethiazide  — the  new,  safe 
nonmercurial  diuretic  — for  control  of  all  degrees  of  hyperten- 
sion. Clinicians  report  it  safely  and  rapidly  eliminates  excess 
extracellular  sodium  and  water  without  potassium  depletion. i-s 
Potassium  loss  is  less  than  with  any  other  nonmercurial  diuretic.! 
Moreover,  the  inclusion  of  supplemental  potassium  chloride  in 
Rautrax  provides  added  protection  against  potassium  and  chlo- 
ride depletion  in  the  long-term  management  of  hypertension. 

Through  this  dependable  diuretic  action  of  flumethiazide,  the 
clinical  and  subclinical  edema  — so  often  associated  with  cardio- 
vascular disease  — is  rapidly  brought  under  control.2-5  And  once 
Rautrax  has  brought  the  fluid  balance  within  normal  limits, 
continued  administration  does  not  appreciably  alter  the  normal 
serum  electrolyte  pattern.  Flumethiazide  also  potentiates  the 
antihypertensive  action  of  Raudixin.  By  this  unique  dual  action, 
a lower  dosage  of  each  ingp-edient  effectively  maintains  safe 
antihypertensive  therapy. 


Dosage : 2 to  6 tablets  daily  in  divided  doses 
initially;  may  be  adjusted  within  range  of  1 
to  6 tablets  daily  in  divided  doses.  Note:  In 
hypertensive  patients  already  on  ganglionic 
blocking  agents,  veratrum  and/or  hydrala- 
zine, the  addition  of  Rautrax  necessitates  an 
immediate  dosage  reduction  of  these  agents 
by  at  least  50  % . A similar  reduction  is  neces- 
sary when  these  agents  are  added  to  the 
Rautrax  regimen. 

Supply:  Capsule-shaped  tablets  supplying  50 
mg.  of  Raudixin,  400  mg.  of  Humethiazide,  and 
400  mg.  of  potassium  chloride,  bottles  of  100. 
References:  1.  Moyer,  J.  H.,  and  others;  Am. 
J.  Cardiol.,  3:113  (Jan.)  1959.  • 2.  Bodi,  T., 
and  others:  To  be  published.  Am.  J.  Cardiol., 
(April)  1959.  • 3.  Fuchs,  M.,  and  others: 
Monographs  on  Therapy,  4:43  (April)  1959. 
• 4.  Montero,  A.  C.;  Rochelle,  j.  B.,  Ill,  and 
Ford,  R.  V.:  To  be  published.  • 5.  Rochelle, 
J.  B.,  Ill;  Montero,  A.  C.,  and  Ford,  R.  V.: 
To  be  published. 

LITERATURE  AVAILABLE  ON  REQUEST. 
‘raudixin®’  and  ’rautrax  are  sQuiee  traoeharks 


Squibb  Quality  - the  Priceless  leiredieit 
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To  assure 
good 

nutrition  — 


Each  double-layered  Entozyme 

tablet  contains: 

Pepsin,  N.R 250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R 300  mg. 

Bile  Salts  150  mg. 

—released  in  the  small  intestine 
from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO.,  INC. 

Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 


For  comprehensive  digestive  enzyme  repiacement— 

ENTOZYME'B 


need  not  reiy  on  "wishing” 

c 


From  basic  research— basic  progress 

A NEW  MEASURE  OF  ACTIVITY 


IN  EDEMA; 


H shows  greater  oral  effectiveness  than  any  other 
class  of  diuretic  agent 

g each  25  mg.  hydroDIURIL  orally  is  equivalent 
to  1.6  cc.  meralluride  I.Wl. 

p has  been  reported  to  be  effective  even  in  patients 
who  do  not  respond  satisfactorily  to  other  diuretics 
B has  prompt  onset  of  action  with  diuretic  effectiveness 
maintained  even  on  prolonged  daily  administration 
B low  toxicity— extremely  well  tolerated 
B often  achieves  the  benefits  of  a low  salt  diet 
without  the  unpleasant  restriction 

Indications;  Hypertension,  congestive  heart  failure  of  all  degrees  of  sever- 
ity, premenstrual  syndrome  (edema),  edema  and  toxemia  of 
pregnancy,  renal  edema— nephrosis,  nephritis;  cirrhosis 
with  ascites,  drug-induced  edema,  and  as  adjunctive  ther- 
apy in  the  management  of  obesity  complicated  by  edema, 
dosage;  In  edema— one  or  two  50  mg.  tablets  of  hydroDIURIL 
once  or  twice  a day. 

In  hypertension— one  or  two  25  mg.  tablets  or  one  50 
mg.  tablet  HYDRODIURIL  once  or  twice  a day. 
supplied;  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydro- 
chlorothiazide) in  bottles  of  100  and  1,000. 

*HYDR0DIURIL  and  DIURIL  are  trademarks  of  Merck  & Co.,  INC. 

Additional  information  on  hydroDIURIL  is  available  to  the 
physician  on  request. 

hibliography;  1.  Esch,  A.  F.,  Wilson,  I.  M,  and  Freis,  E.  D.:  3,4-Dihydro- 
chlorothiazide; Clinical  Evaluation  of  a New  Saluretic  Agent. 
Preliminary  Report:  M.  Ann.  District  of  Columbia  28:9,  (Jan.) 

1959.  2.  Ford,  R.  V. : The  Clinical  Pharmacology  of  Hydro- 
chlorothiazide; Southern  Med.  J.52:40,  (Jan.)  1959. 3.  Fuchs. 

M.,  Bodi,T.,  Irie,  S.  and  Moyer,  J.  H.:  Preliminary  Evaluation 
of  Hydrochlorothiazide  ('hydroDIURIL');  M.  Rec.  & Ann. 

51 :872,  (Dec.)  1958.  4.  Moyer,  J.  H.,  Fuchs,  M.,  Irie,  S.  and 
Bodi,  T. : Some  Observations  on  the  Pharmacology  of  Hydro- 
chlorothiazide: Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 


I 


HYDRODIURIL  (HYDROCHLOROTHIAZIDE)  ^ 

•lighly-active  derivative  of  chlorothiazide 

Qualitatively  similar  to  Dl  URI L®  but  at  least  10  to  12  times  more  potent  by  weight 
•loss  of  potassium  is  clinically  insignificant  in  the  great  majority  of 
patients  on  normal  diets 


IN  HYPERTENSION: 

■ effective  by  itself  in  some  patients— markedly 
potentiates  other  antihypertensive  agents 

■ provides  background  therapy  to  improve  and 
simplify  the  management  of  all  grades  of 
hypertension 

■ has  been  reported  by  some  investigators  to  have 
a greater  antihypertensive  effect  in  some 
patients  than  chlorothiazide  at  equivalent  dosage 

■ does  not  lower  blood  pressure  in  normotensives 

■ reduces  dosage  requirements  for  other 
antihypertensive  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 

■ smooths  out  blood  pressure  fluctuations 

precautions:  It  is  Important  that  the  dosage  be  adjusted  as  frequently 
as  the  needs  of  the  Individual  patient  demand.  When 
hydroDIURIL  is  used  with  a ganglion  blocking  agent,  it  is 
mandatory  to  reduce  the  dose  of  the  latter  by  at  least 
50  per  cent,  immediately  upon  adding  hydroDIURIL  to 
the  regimen. 

hydroDIURIL  has  shown  no  adverse  effects  on  renal 
function:  for  this  reason  it  may  be  used  with  excellent 
results  even  in  patients  for  whom  the  organomercurlals 
are  contraindicated  because  of  renal  damage. 

The  excretion  of  potassium  is  much  lower  than  that  of 
sodium  or  chloride  and,  as  is  the  case  with  DIURIL®,  the 
loss  of  potassium  is  clinically  insignificant  in  the  great 
majority  of  patients  on  normal  diets.  Tf  indicated,  potassium 
loss  may  easily  be  replaced  by  including  potassium-rich 
foods  in  the  diet  (orange  juice,  bananas,  etc.). 


MERCK  SHAR 

Division  of  Merck  & Co.,  INC. 
O 1959  Merck  & Co.,  INC. 


& D 0 H M E 

Philadelphia  1,  Pa. 
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UdDUSDOCil 


Patient  A.S.,  age  53. 

Intermittent  crises  of  severe  pain  over  2 year 
period;  hospital  management  with  Sippy  regimen 
provided  relief  of  symptoms;  however, 
symptoms  recurred  after  each  sojourn. 


Pathibamate  (Tabs,  jt.i.d.  and  HiS.) ; 
prompt  relief  of  symptoms.  Radiograph 
(21  days  later)  confirms  healing  of  minute  lesser 
curvature  gastric  ulcer  crater. 


predictable  results  in  the  control 
of  tension  and 
G.l.  trauma 


Pathibamate 

Meprobamate  with  Pathilon®  Tritiihexethyl  Chloride*  lederle 


Used  prophylactically  in  anticipation  of  periods  of  emotional  stress,  or  therapeuti- 
cally to  relieve  tension  and  curb  hypermotility  and  hypersecretion,  Pathibamate 
is  particularly  well-formulated  for  the  control  of  gastrointestinal  disorders. 


Pathibamate  combines  Meprobamate  (400  mg.)— the  noted  tranquilizer-muscle  relaxant  widely  accepted  for  safe 
management  of  tension  and  anxiety  states  — and  Pathilon  (2S  mg.)  — an  extremely  well-tolerated  anticholinergic, 
long  noted  for  prompt  symptomatic  relief  based  on  peripheral  atropine-like  action  with  few  side  effects. 

Indications: 

Duodenal  ulcer,  gastric  ulcer,  intestinal  colic,  spastic  and  irritable  colon,  ileitis,  esophageal  spasm,  anxiety 
neurosis  with  gastrointestinal  symptoms,  gastric  hypermotility. 

Supplied: 

Bottles  of  100  and  1,000.  Each  tablet  (yellow,  ^-scored)  contains  Meprobamate,  400  mg.;  Pathilon  Tridihexethyl  Chloride,  25  mg. 
Administration  and  Dosage: 

1 tablet  three  times  a day  at  mealtimes  and  2 tablets  at  bedtime.  Adjust  dosage  to  patient  response.  Contraindicated  in  glaucoma, 
pyloric  obstruction,  and  obstruction  of  the  urinary  bladder  neck. 

Also  Available:  Pathilon  in  four  forms  — TabZef.s  of  25  mg.,  plain  (pink)  or  wilh  phenobarbital,  15  mg.  (blue); 

Parenteral  — 10  mg./cc.  — 1 cc,  ampuls; 

Pediatric  Drops  — 5 mg./cc.  — dropper  vials  of  15  cc. 

♦Pathilon  is  now  offered  as  tridihexelliyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter 
could  interfere  with  the  results  of  certain  thyroid  function  tests. 

Lederle  Laboratories,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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NOW 

...  a new  ivay 
to  relieve  pain 
and  stiffness 
in  muscles 


INOSCATED  !N: 

MUSCLE  STIFFNESS 

LUMBOSACRAL  STRAIN 

SACROILIAC  STRAIN 

WHIPLASH  INJURY 

BURSITIS 

SPRAINS 

TENOSYNOVITIS 

FIBROSITIS 


and  joints 


FIBROMYOSITIS 

LOW  BACK  PAIN 

DISC  SYNDROME 

SPRAINED  BACK 

"TIGHT  NECK” 

TRAUMATIC  STRAINS 
AND  BRUISES 

POSTOPERATIVE 

MYALGIA 


■ Exhibits  unusual  analgesic  properties,  different  from  those 

of  any  other  drug  ■ Specific  and  superior  in  relief  of  soma  tic  pain 

■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N-isopropyl-2-methyl-2-propyl-l,  3-propanediol  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


SOMA  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  Soma  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  Soma  than  with  any  previously  used  analgesic,  sedative  or 
relaxant  drug. 

So.MA  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SOMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy  on  high  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 
bedtime. 

SUPPLIED;  Bottles  of  50  white  sugar-coated  350  mg.  tablets. 

Literature  and  samples  on  request. 


kr  WALLACE  LABORATORIES,  NEW  BRUNSWICK,  N.  J. 


What  your  Patients  can  Expect  from 

Peoples  Drug  Stores 

Prescription  Departments— 


OPEN 

24  Hours  a Day 

RICHMOND,  VIRGINIA 
Boulevard  and  Broad  Streets 
EL  9-2497 


0 They  always  pay  a fair  price  for  prescrip- 
tions at  Peoples,  because  of  the  unique  price 
schedule  in  use  in  all  of  our  stores.  Volume  buying, 
plus  this  up-to-the-minute  price  schedule,  often  enable 
us  to  pass  along  substantial  savings  to  your  patients. 


LOW  PRICES^ 

'OPL 

SERVICE 

:UG  ST( 

>RES^ 

PRESCRIPTIONS 

% Complete,  up-to-date  stock  of  the  most  mod- 
ern drugs,  as  well  as  all  the  older  drugs  now 
being  prescribed. 


% Only  fresh,  high-quality  drugs  are  used  in 
filling  their  prescriptions. 


Every  prescription  is  checked,  not  once,  but 
twice,  to  assure  the  utmost  in  accuracy  and 
safety. 

They  can  rest  assured  that  their  prescription 
is  filled  exactly  as  the  physician  prescribes. 
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Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke  ...  it  gave  me 
a terrible  kink 
in  my  back. 


Before  the  day  was 
over,  I could 
hardly  stoop  to  push 
a shoehorn. 


I called  my 
doctor  that  night 
and  picked  up 
the  tablets  he 
prescribed. 


The  pain  went  away 
fast— in  just  15  minutes 
— and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  whole  day! 


REACHING  FOR  THOSE 
9B’s  NEARLY  PUT  ME 
ON  THE  SHELF... 


Perc  o dan-D  e mi 

& Percodarf  Tablets 

Salts  of  Oihydrohydroxycodeinone  and  Homatropine,  plus  APC 

FOJ^  PAIN 


ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
“demi”  strength  permits  dosage  flexibility  to  meet  each 
patient’s  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine. 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


Literature?  Write 

ENDO  LABORATORIES 

Richmond  HilH  8,  New  York 


Cl)(^ 


'^2Ayb6^I^ 


Bulk — rough  or  gentle — 
makes  the  "'Regularity”  diet  rvork! 


The  Regularity”  Diet 


.^^3zo6crKOd^^^nea^ 


• Fruits  and  vegetables,  raw  or  cooked,  are 
high  in  cellulose.  Oranges  and  apples,  beets  and 
carrots  also  provide  pectin  which  absorbs  more 
fluid  to  form  especially  smooth  bulk. 

Whole  grains  contain  cellulose  and  Vitamin  B 
Complex  as  well.  Lots  of  liquid  is  important  to 
make  the  cellulose  bulky — about  8 to  10  glasses 
a day.  And  some  of  it  might  be  beer.* 


For  appetite  appeal  your  patient  can  team  apples 
with  dates.  Raisins  or  fresh  cranberries  make  a 
tasty  surprise  in  oatmeal  muffins. 

When  your  patient  makes  these  bulk- 
producing  foods  appetizing,  he’s  likely  to  in- 
clude them  in  his  regular  diet. 

*An  8-oz.  glass  of  beer  supplies  about  H the  minimum  require- 
ment of  Niacin  as  well  as  smaller  amounts  of  other  B Complex 
vitamins.  (Average  of  American  beers) 


United  States  Brewers  Foundation 

Beer  — America’s  Beverage  of  Moderation 


Kyou'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  wr.te  United  States  Brewers  Foundation,  535  Fifth  Avenue.  New  York  17,  N.  Y: 
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Bed  of  Digitalis  purpurea 

with  Campanula  (Canterbury  Bellsj  in  foreground 


Not  far  from  here  are  manufactured 
from  the  powdered  leaf 
Pil.  Digitalis  (Davies,  Rose) 

0.1  Gram  (iy2  grains)  or  1 U.S.P.  Digitalis  Unit. 
They  are  physiologically  standardized, 
with  an  expiration  date  on  each  package. 
Being  Digitalis  in  its  completeness, 
this  preparation  comprises  the 
entire  therapeutic  value  of  the  drug. 

It  provides  the  physician  with  a safe  and  effective 
means  of  digitalizing  the  cardiac  patient 
and  of  maintaining  the  necessary  saturation. 
Security  lies  in  prescribing  the 
“original  bottle  of  35  pills,  Davies,  Rose.” 


Clinical  samples  and  literature  sent  to  physicians  on  request 


Davies,  Rose  Co.,  Ltd.  Boston  18,  Mass. 


0OSTOV 

PUBLIC 

GARDEN 


VoLiMK  86,  M.yy,  1956 
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CATASTROPHIC  HOSPITAT  AND  NURSE  EXPENSE 

and 

PROFESSIONAL  OVERHEAD 


From  time  to  time  members  have  brought  to  our  attention  the 
existence  of  various  plans  of  personal  insurance  sponsored  by  one  or 
more  Associations.  As  a result  your  Insurance  Committee  has  inves- 
tigated various  contracts  available.  Accordingly,  The  Medical  So- 
ciety of  Virginia  is  pleased  to  announce  its  own  approved  plans  of 
personal  insurance  underwritten  by  the  American  Casualty  Com- 
pany, Reading,  Pennsylvania. 

Beyond  question  our  Program  is  one  of  the  broadest  and  most  com- 
prehensive of  any  sponsored  by  a professional  association.  All 
members  under  age  70  in  active  full  time  practice  and  their  de- 
pendents are  eligible  to  apply. 

Customarily,  a minimum  requirement  of  5 0%  participation  of  the 
eligible  membership  is  necessary  to  waive  underwriting  and  accept 
all  who  apply.  Under  our  Society’s  Program  we  need  only  500  ap- 
plications under  each  plan  to  achieve  this  vital  concession.  Therefore, 
we  urge  that  you  carefully  consider  the  brochures  that  were  mailed 
you  and  return  your  applications  as  early  as  possible  to  the  admin- 
istrator, David  A.  Dyer,  Medical  Arts  Building,  Roanoke. 

Our  Program  is  truly  outstanding,  and  we  anticipate  an  overwhelm- 
ing response.  Please  act  now.  It  is  your  approved  plan. 

Andrew  F.  Giesen,  M.D.,  Chairman 

Insurance  Committee 

The  Medical  Society  of  Virginia 
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itching,  burning,  oozing,  weeping 
of  POISON  IVY  and  other  summer 
dermatoses  quickly  subside 
when  sprayed  with 


METI-DERMa,„„ 

prednisolone  topical 


for  relief  of  seasonal  skin  disorders 
nonsensitizing  Meti-Derm  Aerosol  is 

FASTER— instant  cooling  relief 
SAFER— no  rub-in  irritation  or  contamination 
MORE  DIRECT— reaches  and  penetrates 
inaccessible,  hairy  areas 
MORE  ECONOMICAL  —a  single  3-second 
spray  covers  an  area  about  the  size 
of  the  hand 

MORE  PLEASANT— colorless,  stainless 
PLUS  the  established  “Meti”  steroid  benefits 
PACKAGING  150  Gm.  spray  container;  50  mg. 
prednisolone. 

ALSO  AVAILABLE 

Meti-Derm  with  Neomycin  Aerosol, 

50  mg.  prednisolone  and  50  mg.  neomycin  sulfate, 

150  Gm.  spray  container. 

Meti-Derm  Cream,  6 mg.  prednisolone, 
tubes  of  10  and  25  Gm. 

Meti-Derm  Ointment  with  Neomycin, 

5 mg.  prednisolone  and  5 mg.  neomycin  sulfate, 
tubes  of  10  and  25  Gm. 

Meti,®  brand  of  corticosteroids. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


eliminates  four  major 
worm  infections 


Percentage  of  complete  clinical 
cures  in  259  patients.’ 


Pinworm  infection 
(Enterobiasis) 

Roundworm  infection 
(Ascariasis) 

Whipworm  infection 
(Trichuriasis) 

Threadworm  infection 
( Strongyloidiasis ) 


*Although  one-third  of  the  patients  with  roundworm  infections  were  not  com- 
pletely cured,  Delvex  produced  a 97  percent  reduction  in  fecal  egg  counts. 


New  DELVEX ",  the  first  wide-spectrum  anthelmintic 


Clinical  studies  show: 

• Delvex  is  effective  orally,  usu- 
ally within  five  days,  against  four 
of  the  five  most  common  worm 
infections: 

Pinworm  Whipworm 
Roundworm  Strongyloidiasis 

• It  is  partially  effective,  and 
sometimes  curative,  in  hookworm 
infection. 

• It  is  fully  effective  in  both  single 
and  multiple  infections  and  in 
both  heavy  and  light  infections. 

• In  optimal  dosage,  it  eliminates 


pinworm  infection  in  100  jjercent 
of  patients. 

• It  is  the  first  effective  and  prac- 
ticable agent  for  the  oral  treat- 
ment of  strongyloidiasis  and 
whipworm  infection. 

• No  adjunctive  measures  are 
needed  with  Delvex  therapy. 
Further  information  and  clinical 
reports  may  be  obtained  from 
your  Lilly  representative  or  by 
writing  to  our  medical  division. 

1.  Swartzwelder.  J.  C.,  et  al.:  165:2063,  1957. 

Delvex^^  (dithiazanine  iodide,  Lilly) 


6LI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

9606ie 
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Guest  Editorial 


Champagne  in  a Tin  Cup 

' J^'  HERE  IS  A STYLIZED  CONCEPT,  closer  to  veridity  than  the  novelist  or 
playwright-creator  would  himself  believe,  of  the  great  halls  of  American  graduate 
medical  education.  This  is  the  large  hospital  or  the  University  center  to  which  the 
newly  graduated  physician  comes,  to  participate  in  the  intense  academic  and  scientific 
milieu  within  its  walls.  Here  a young  doctor  discovers  a quantity  of  the  science  of 
medicine  and  he  develops  a quality  of  application  of  that  quantity  of  knowledge.  Both 
are  variables,  and  functions  of  many  other  variables — the  individual  and  his  emo- 
tional content,  his  training  in  college  and  medical  school,  and  the  inspirational  guid- 
ance of  his  medical  seniors.  Here,  as  he  ripens,  he  ascends  the  hierarchical  ladder 
through  internship  to  residency,  and  be  becomes  in  time  the  disciple  of  some  renowned 
white-coated  Oslerian  figure  of  the  center.  And  in  time,  too,  the  disciple  becomes  white- 
coated  and  has  his  own  disciples.  This  rich  medical  inbreeding  perpetuates  the  fertile 
traditions  of  the  medical  center  and  the  creativeness  of  its  inhabitants.  It  is  a con- 
tinuum, both  natural  and  proper,  which  promises  a constant  supply  of  skillfully  trained 
physicians,  many  who  become  America’s  teachers,  the  major  researchers,  and  the  com- 
petent practitioners  of  medicine. 

Eight  hundred  and  sixty-seven  hospitals  offered  12,325  internships  for  the  academic 
year  1957-1958  in  the  United  States  and  its  possessions.^  To  fill  these  available  posi- 
tions, there  were  7,000  students  graduated  from  American  colleges  of  medicine.  This 
disparity  resulted  in  17%  unfilled  positions,  with  some  vacancies  filled  by  foreign 
medical  school  graduates.  Seventy-six  per  cent  of  the  hospitals  offering  internships 
were  those  not  designated  by  medical  schools  as  participating  in  their  programs  of 
undergraduate  medical  education.  Of  this  group,  there  were  598  hospitals  of  less 
than  500-bed  capacity,  offering  6,828  internships  (about  50%  of  the  national  total), 
with  82%  of  the  positions  filled.  These  data,  of  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association,  indicate  that  69%  of  American 
hospitals  approved  for  internship  are  non-affiliated  with  medical  schools,  are  less  than 
500-bed  capacity,  and  offer  nearly  half  of  the  internships  to  medical  school  graduates. 

In  the  main,  these  non-affiliated  hospitals  are  community  institutions,  providing 


for  the  medical  needs  of  a large  proportion  of  the  nation’s  people.  These  hospitals 
are  “investigated  and  approved  by  the  Council  on  ;Medical  Education  and  Hospitals, 
(and)  are  considered  in  j)osition  to  fu;nish  accejitable  intern  training  in  acccrdance 
with  standards  adopted  by  the  American  Medical  Association".  This  can  cnlv  be  true 
if  the  smaller  community  hospital  has  an  ardent  nucleus  of  its  attending  staff  devoted 
to  the  continuing  stimulation  and  super\’ision  of  its  intern  staff.  There  is,  of  course, 
only  so  much  room  at  the  apex  of  medical  hierarchy,  so  little  is  the  wonder  that  man^• 
of  the  white-coated  disciples,  and  disciples  of  disciples,  disperse  to  the  cities,  to  the 
towns  and  to  the  provinces,  there  to  become  the  local  teachers,  the  minor  researchers 
and  the  local  competent  practitioners  of  medicine.  For  these,  this  is  not  the  stylized 
cersion  of  the  ivory  tower,  the  grand  giand  rounds,  or  the  quiet  cloistered  laboratcrv. 
It  is,  however,  the  day-to-day  care  of  the  nation's  ill  or  injured,  in  the  nation's  com- 
munity hospitals.  It  is  the  staff  conferences  and  ward  rounds  in  community  hospitals, 
invigorated  by  the  eagerness  of  the  inquisitive  intern  and  energized  by  the  dedicated 
attending  physician  who  knows  his  responsibility  and  loves  his  work.  It  is  the  occa- 
sional new  discovery  of  a truth  about  a human  ailment,  uncovered  on  the  wards,  or 
in  the  laboratory,  or  by  x-ray  study — occasional,  but  no  less  important  therefor  in 
the  whole  scheme  of  the  advance  of  medical  science.  This  is  meaningful  primary 
graduate  medical  education  for  the  intern,  no  less  so  than  in  a celebrated  medical 
Mecca.  Here  in  the  community  hospital,  no  less  than  within  the  walls  of  the  medical 
center,  will  the  young  doctor  learn  a quantity  of  medical  science,  and  develop  a quality 
of  applying  that  knowledge;  and  here  too  in  the  community  hospital,  will  all  the  same 
variables  be  operating.  It  is  probably  synonymous  with  the  practice  of  medicine  in 
the  United  States,  and  if  this  is  true,  it  deserves  profound  respect. 

steady  source  of  interns  for  community  hospital  internships  should  be  assured 
by  the  National  Intern  Matching  Program,  the  Intern  Review  Committee,  and  the 
Council  on  Medical  Education  and  Hospitals.  ^ledical  school  faculties  should  exert 
real  influence  to  encourage  graduates  to  accep^t  appointments  in  smaller  approved  com- 
munity hospitals.  Relaxation  of  some  requirements  by  State  Boards  of  Medical  Ex- 
aminers should  aid  in  attracting  more  foreign  graduates  to  fill  many  voids. 

Graduate  education  in  the  small  non-affiliated  hospital  may  not  be  vintage  wine  in 
costly  stem-ware,  but  it  can  be  a vibrant  dynamic  important  experience  made  solidly 
significant  to  the  intern  by  devoted  well-trained  staff  physicians,  and  soundly  basic  to 
his  future  education  or  practice.  Wherever  this  is  found  to  l)e  true,  its  continuance 
should  be  nourished  by  the  leaders  of  American  medicine. 

A.  C.  Wym.ax,  M l). 

1.  Graduate  Medical  Education  in  the  United  States.  J.A.M..\.  168:  5,  521-528,  Oct.  4,  1958. 
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VlRGIXI.4  Medic.al  Moxtuly 


The  Relationship  of  Dermatology  to  Other 
Fields  of  Medicine 


INXE  EARLY  CHILDHOOD  the  name  Vir- 
ginia has  spelled  for  me  high  romance  in  the 
best  sense  of  this  misused  word.  It  stood  for  all 
the  manly  virtues — a fine  code  of  honour;  courage 
in  adversity;  endurance;  high  intellectual  abilities; 
and  all  the  qualities  of  a true  gentleman. 

Less  than  a year  ago,  the  name  of  Stuart  McGuire, 
though  I knew  it,  had  little  significance  for  me,  but 
now  thanks  to  Richmond  friends  such  as  Dr.  Camp- 
bell Manscn,  I know  something  of  this  remarkable 
man,  and  realize  that  he  possessed  all  the  finest 
characteristics  of  a Virginian.  The  son  of  a famous 
doctor,  who  rode  with  and  loved  Stonewall  Jackson, 
and  who  attended  him  on  his  death-bed,  he  must 
have  found  it  far  from  easy  to  follow  in  his  father’s 
footsteps. 

Yet  Stuart  McGuire  touched  nothing  that  he  did 
not  adorn.  Physical  handicaps  that  would  have 
daunted  a lesser  man  did  not  prevent  him  from 
leading  a life  full  of  action  as  well  as  thought.  To 
you  who  knew  him  there  is  no  need  to  recapitulate 
his  brilliant  career;  to  me,  his  name  stands  for  all 
that  was,  and  still  is,  Virginia;  and  I feel  most 
unworthy  to  be  chosen  to  commemorate  the  memory 
of  such  a man  and  I esteem  it  a great  honour.  “Let 
us  now  praise  famous  men,  men  of  little  showing; 
Eor  their  deeds  continued!.  Greater  than  their  know- 
ing’’. 


In  “War  and  Peace’’,  Leo  Tolstoy  (1933)  stated 
“No  disease  suffered  by  a live  man  can  be  known, 
for  every  living  person  has  his  own  peculiarities  and 
always  has  his  own  peculiar,  personal,  novel,  com- 
plicated disease,  unknown  to  medicine — not  a dis- 
ease of  the  lungs,  liver,  skin,  heart,  nerves,  and  so 
on  mentioned  in  medical  books,  but  a disease  con- 
sisting of  one  of  the  innumerable  combinations  of 

Peterkin,  G.  a.  Grant,  Physician-in-charge,  Skin  De- 
partment, Royal  Infirmary , Edinburgh,  Scotland. 

The  Thirtieth  Annual  Stuart  McGuire  Lecture,  deliv- 
ered on  12th  November,  1958,  at  the  Baruch  Egyptian 
Building,  Medical  College  of  Virginia,  Richmond,  Vir- 
ginia. 


G.  A.  GRANT  PETERKIN,  M.B.E.  M.B., 
Ch.B.,  F.R.C.P.Ed. 

Edinburgh,  Scotland 

the  maladies  of  those  organs”.  This  holds  good  just 
as  much  in  dermatology  as  in  other  branches  of 
medicine;  just  as  “no  man  is  an  island  entire  of 
himself”,  so  is  the  skin  merely  one  organ  in  the 
integration  of  the  body,  for  it  is  essential  that  the 
dermatologist  should  be  the  antithesis  of  the  venere- 
ologist described  by  Sir  Robert  Hutchison  as  “The 
sort  of  man  who  looked  at  life  through  a syphilitic 
haze  and  who  would  have  prescribed  blue  pills  for 
the  Vestal  Virgins”.  Even  what  are  apparently  the 
simplest  of  dermatoses  may  have  a complex  back- 
ground; Impetigo  flourishes  on  one  person’s  skin  and 
not  another;  Warts,  due  to  a virus  infection,  may 
disappear  at  the  touch  of  the  charmer,  whether  lay 
or  medical. 

It  is  often  forgotten  that  the  skin  is  the  largest 
organ  of  the  body;  it  has  many  more  functions  to 
fulfill  than  other  organs,  such  as  the  heart,  and  is 
exposed  to  the  buffetings  of  nature  and  the  abuses 
of  civilization  in  ways  unknown  to  the  rest  of 
the  human  frame.  One  of  the  fascinations  of  derma- 
tology is  the  frequent  connection  of  skin  diseases 
with  the  other  branches  of  medicine  and  surgery; 
how  often  one  has  to  turn  for  help  to  colleagues  in 
other  spheres  and  how  often  these  colleagues  require 
a similar  service.  I have  noted  with  amusement  how 
the  young  doctor  or  nurse  shudders  at  the  idea  of 
“doing  skins”  and  how  frequently  this  same  person 
after  a short  time  becomes  enthralled  by  the  subject. 
I suppose  all,  who  like  myself  live  in  Edinburgh, 
ought  to  be  disciples  of  Dr.  Joseph  Bell,  the  prototype 
of  Sherlock  Holmes,  and  there  is  no  doul)t  that  not 
only  the  dermatologist,  but  every  medical  man,  ought 
to  cultivate  his  powers  of  observation,  and  should 
encourage  students  to  do  likewise.  Even  outside  hos- 
pital the  dermatologist  tends  to  notice  skin  changes 
in  the  folk  around  him — the  falsely  rubicund  cheeks 
of  one  who  has  Ichthyosis  or  Rosacea;  the  pale,  drawn 
facies  of  the  person  with  .Mopecia  .\reata  or  asthma- 
eczema;  the  fissuring  of  the  flexures  which  may  indi- 
cate a vitamin  deficiency  or  a tendency  to  seborrhoeic 
dermatitis;  and  the  anxious,  furrowed  brow  and 
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Agag  trend  of  the  sufferer  from  pruritis  ani. 

The  colour  of  the  skin  may  give  us  clues — the 
yellow  hue  of  jaundice,  carotinaemia  or  quinacrine; 
or  the  brown  due  to  such  causes  of  haemochromatosis, 
Gaucher’s  disease  or  to  intoxication  to  drugs  such 
as  arsenic  or  silver.  The  presence  of  angiomata  may 
indicate  the  possibility  of  Hereditary  Telangiectasis, 
or,  if  they  are  pulsatile,  the  likelihood  of  cirrhosis 
of  the  liver,  just  as  “liver  palms”  may  be  suggestive 
of  other  types  of  hepatic  disorders.  Tattoo-marks 
may  be  the  obvious  sign  of  a trade  such  as  coal- 
mining or  the  effect  of  a Schu-mine  in  warfare;  or, 
if  they  are  voluntary,  may  indicate  the  countries 
serv’ed  in  and  may  thus  be  a clue  to  a disease  prev- 
alent there.  The  old  adage  still  holds  good — “if 
you  see  a patient  with  tattoo-marks  and  waxed  mous- 
taches, always  take  a Wassermann”.  Some  occupa- 
tions may  leave  significant  traces,  usually  less  ob- 
vious than  the  “cauliflower  ear”  of  the  boxer,  such 
as  the  string  marks  of  a guitar  player,  the  “shagreen- 
skin”  of  the  old  shale  oil  worker,  or  the  “knuckle- 
pads”  of  the  leather-worker.  Francesco  Ronchese  of 
New  York  is  a notable  authority  on  such  stigmata, 
and  his  erudite  papers  make  fascinating  reading. 

'I'he  dermatologist  can,  on  occasions,  be  of  as- 
sistance to  the  dentist,  in  being  able  to  differentiate 
lichen  planus  from  leukoplakia  or  contact  derma- 
titis due  to  dentures,  or  recurrent  herpes  from  aph- 
thous ulcers,  pemphigus  or  a yeast  infection.  Pig- 
mentation of  the  buccal  mucous  membrane  may  be 
due  to  a true  melanoma,  to  pigmentation  from  drugs 
such  as  arsenic,  bismuth,  or  quinine,  to  pellagra  or 
to  general  diseases  such  as  Addison’s  or  acanthosis 
nigricans,  or  Peutz-Jegher  syndrome,  associated  with 
intestinal  polyposis,  and  perhaps  carcinoma. 

'I'o  obtain  some  idea  of  how  frequently  the  rest 
of  medicine  impinges  on  dermatolog}’,  I selected  at 
random  a consecutive  series  of  over  2,000  case  rec- 
ords, and  found  that  in  24^  of  these  there  was  some 
direct  reference  to  some  other  branch  of  medicine. 

This  table  shows  the  details: — 

Incidence  of  Dermatosis  Related  to  Other 
Fields  of  Medicine 


Male 

Female 

T otal 

Per- 

centage 

Number  of  patients 

1062 

1039 

2101 

100% 

Number  of  patients 
with  diseases  related 
to  other  branches 

147 

358 

505 

24% 

Distribution  of  Dermatoses  Related  to  Other 


Fields 

OF  Medicine 

Male 

Female 

Total 

Medicine 

- 69 

146 

215 

Surgery 

29 

56 

85 

Plastic  surgery 

2 

7 

9 

Gynaecology  & Obstetrics 

__  

67 

67 

Ophthalmology 

3 

11 

14 

Ear,  Nose  and  Throat 

14 

8 

22 

Pediatrics 

9 

21 

30 

Psychiatry 

- 10 

17 

27 

Tuberculosis 

7 

15 

22 

Venereal  Disease 

2 

7 

9 

Fevers  _ . 

1 

1 

2 

Tropical  Diseases 

1 

1 

2 

— 

— 

— 

147 

358 

505 

One  might  think  that  the  lordly  surgeons  would 
have  little  truck  with  “skin  men”,  but  not  infre- 
quently one  has  to  enlist  the  help  of  the  other.  The 
surgeon  may  have  occasion  to  refer  to  the  derma- 
tologist patients  with  diseases  such  as  Orf  (Con- 
tagious Pustular  Dermatitis  of  Sheep) , Contact  Der- 
matitis following  burns  or  other  injuries,  perionychia 
due  to  yeast  infections,  warts,  and  varicose  ulcers 
or  eczema,  which  the  dermatologist  is  equally  ready 
to  pass  on  to  him  for  obvious  reasons.  The  skin 
specialist  sends  to  the  surgeon  many  minor  conditions 
— cysts,  such  as  sebaceous,  inclusion  synovial  or  mu- 
cous; foreign-body  reactions  which  clinically  and 
histologically  may  resemble  sarcoidosis;  Subungual 
Exostosis,  angiomata  or  naevi,  as  for  example  gran- 
uloma pyogenicum,  glomus  tumour,  cavernous  angio- 
mata, cellular  naevi  and  fibromata,  while  he  entrusts 
to  the  surgeon  the  unpleasant  task  of  removing  nails 
infected  with  ringworm.  Malignant  Melanomata, 
Sclerosing  Angiomata,  cutaneous  Carcinomata,  or 
even  von  Recklinghausen’s  disease,  are  among  other 
surgical  indications. 

The  plastic  surgeon  is  often  called  in  to  treat 
malignant  disease,  angiomata,  naevi,  and  rarer  dis- 
eases such  as  acne  conglobata,  or  to  help  the  victim 
of  a long-standing  lupus  vulgaris.  For  unusual 
diseases  such  as  Adenoma  Sebaceum  associated  with 
Tuberous  Sclerosus,  or  Cavernous  Haemangiomata 
of  the  Sturge-Weber  type  with  “naevoid  amentia” 
the  patient  may  be  referred  to  the  neurological  sur- 
geon, or  for  conditions  such  as  Raynaud’s  syndrome, 
or  Bazin’s  disease  an  expert  on  vascular  surgery 
may  be  needed.  A brisk  but  minor  trade  goes  on 
between  the  orthopaedic  surgeon  and  the  dermatolo- 
gist with  such  things  as  corns  and  warts. 

EAR,  NOSE  AND  THROAT 

Often  the  dermatologist  tends  to  be  a thorn  in 
the  side  of  the  busy  oto-rhino-laryngologist,  who  is 
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frequently  asked  to  decide  whether  or  not  a hidden 
focus  of  sepsis  is  present  in  the  sinuses  or  the  tonsils, 
but  he  also  can  be  helped  in  many  of  the  cases  of 
what  he  call  otitis  externa  and  what  the  skin  spe- 
cialist calls  seborrhoeic  dermatitis  or  flexural  infec- 
tive eczema.  People  with  this  type  of  skin  may  also 
tend  to  develop  that  recurrent  streptococcal  lymphan- 
gitis called  “Erysipelatoid”,  affecting  the  ears  or 
nose  like  a mild  erysipelas,  which  is  more  in  the 
dermatologist’s  province.  Lesions  of  the  buccal  mu- 
cous membrane  may  also  necessitate  the  opinion  of 
a dermatologist. 

OPHTHALMOLOGY 

All  eye  specialists  recognize  that  there  are  many 
close  links  in  their  specialty  with  dermatology,  partly 
because  the  eyelids  are  in  the  province  of  both.  Of 
the  many  diseases  which  may  affect  the  lids  are  new 
growths,  both  malignant  and  benign.  Basal  and 
squamous  cell  carcinomata  are  often  found  on  the 
eyelids  and  occasionally  one  sees  malignant  mela- 
nomata.  Of  the  simple  tumours,  perhaps  the  com- 
monest are  the  angiomata,  either  “spider  naevi”, 
cavernous  lesions,  “port-wine  stains”,  and  warts, 
the  last  of  which  may  affect  the  lids,  either  as 
filiform  growths  or  as  plane  warts.  Cutaneous  tags 
and  seborrhoeic  warts  are  also  not  uncommon.  Pseu- 
doxanthoma Elasticum  is  associated  with  angioid 
streaks  of  the  retina. 

Xanthelasma,  which  will  be  mentioned  later, 
characteristically  occurs  on  the  eyelids  and  the  yel- 
low plaques  are  easily  recognized.  The  eyelids  are 
a favourite  site  for  molluscum  contagiosum  and 
milium  cysts.  Many  different  diseases  can  produce 
an  oedematous  sv/elling  of  the  eyelids,  e.g.,  contact 
dermatitis,  giant  urticaria,  streptococcal  infection, 
dermatomyositis,  and  it  is  usually  the  dermatologist's 
job  to  unravel  the  diagnosis. 

Lupus  vulgaris  may  at  times  involve  the  eyelids, 
sometimes  in  conjunction  with  a strumous  keratitis, 
and  lupus  disseminatus  miliaris  characteristically 
affects  the  lower  eyelids.  Lupus  erythematosus  may 
not  only  affect  the  skin  of  the  lid,  but  also  the 
conjunctivae,  producing  a typical  scarring,  while 
the  first  sign  of  sarcoidosis  may  be  “Heerfordt’s  syn- 
drome”, with  irido-cyclitis,  parotitis,  etc. 

Adenoma  sebaceum  or  tuberous  sclerosus,  already- 
referred  to,  may  show  mulberry-like  lesions  on  oph- 
thalmoscopical  examination.  Reiter’s  disease  is  often 
first  recognized  by  the  dermatologist,  who  is  aided 
in  differentiation  by  the  presence  of  urethritis,  arthri- 
tis and  conjunctivitis,  while  in  the  triple  symptom 


complex  of  Behcet  there  may  not  only  be  ulceration 
of  the  mouth  and  genitalia  but  also  conjunctivitis, 
irido-cyclitis,  etc.  Stevens- Johnson’s  disease  or  Der- 
mato-stomatitis  is  usually  accompanied  by  a severe 
conjunctivitis  and  sometimes  bullae  occur  on  the 
cornea  and  produce  blindness. 

Blepharitis  is  frequently  present  in  those  with  a 
tendency  to  Seborrhoeic  Dermatitis  and  ophthal- 
mologists recognize  that  treatment  of  the  skin  disease 
is  often  essential  to  heal  the  eye  condition,  just  as 
a Keratitis  or  corneal  ulcer  wll  often  get  better 
following  treatment  of  a Rosacea.  Juvenile  Cataract 
and  Keratoconus  may  be  associated  with  atopic 
eczema,  while  Ocular  Pemphigus  has  a particular 
interest  for  the  dermatologist  though  it  is  not  a fatal 
disease  like  Pemphigus  Vulgaris. 

GYNAECOLOGY  AND  OBSTETRICS 

Most  dermatologists  are  fascinated  by  the  high 
percentage  of  female  patients  in  whom  endocrine 
factors  appear  to  play  an  important  part.  One  need 
only  instance  Acne  Vulgaris  and  Rosacea  in  which 
there  is  so  often  an  exacerbation  in  the  pre-men- 
strual  phase;  or  the  naevoid  structures  affecting  the 
neck  and  called  Cutaneous  Tags  which  sometimes 
appear  at  puberty  but  more  often  about  the  time 
of  the  menopause.  Circumscribed  Neurodermatitis 
and  Disseminated  Neurodermatitis  are  apt  to  begin 
then  also.  Fox-Eordyce  Disease,  a chronic  intensely 
itchy  disorder  of  the  apocrine  glands,  may  be  a 
form  of  neurodermatitis  and  seems  to  be  associated 
with  ovarian  dysfunction,  while  Keratodermia 
Climactericum  is  a thickening  and  fissuring  of  the 
skin  of  the  palms  and  soles  which  appears  after 
the  menopause  and  responds  to  high  dosage  with 
oestrin  preparations.  One  would  expect  alopecia  of 
the  male  type  to  respond  also  to  oestrin  but  this  not 
so. 

Pruritus  ani  et  vulvae  is  probably  more  often  due 
to  a dermatological  cause  than  a gynaecological  one 
but  it  would  take  the  whole  evening  to  discuss  this 
trying  complaint,  with  its  many  different  causes  such 
as  Lichen  Sclerosus  et  Atrophicus  and  monilial 
vulvo-vaginitis. 

In  pregnancy  may  occur  a skin  disease — Herpes 
Gestationi — the  cause  of  which  is  undoubtedly  en- 
docrine but  so  far  unknown.  Many  other  dermatoses 
may  be  aggravated  or  ameliorated  by  pregnancy, 
but  this  condition  appears  to  be  directly  due  to  it. 

INTERNAL  MEDICINE 

Naturally  it  is  with  internal  medicine  that  the 
closest  links  are  found,  and  in  not  a few  general 
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diseases  it  is  the  dermatologist  who  has  first  drawn 
attention  to  them  and  who  has  explained  the 
aetiology. 

However,  the  essential  cause  of  the  asthma-eczema 
syndrome  is  stiU  unknown  to  medicine  and  no  doubt 
the  discovery  of  the  basic  cause  of  one  will  lead 
to  elucidation  of  the  whole  condition,  which  may 
eventually  be  attributed  to  some  deficiency  or  alter- 
ation in  the  molecular  structure  of  desoxyribonucleic 
acid. 

Deficiency  diseases  often  have  dermatological  as- 
jx'cts.  In  the  old  days  the  girl  with  Chlorosis  was 
a common  sight,  and  now  and  again  the  skin  spe- 
cialist is  able  to  "spot"  a hypochronic  or  a perni- 
cious anaemia.  The  effects  of  deficiency  of  Vitamin 
B complex  are  too  well  known  to  require  comment, 
but  it  is  worth  mentioning  that  one  still  occasionally 
sees  mild  cases  of  pellagra  and  even  lack  of  Vitamin 
C in  the  form  of  scurvy.  At  one  time,  a type  of 
dryness  of  the  skin  with  follicular  hyperkeratosis 
was  thought  to  be  due  to  shortage  of  Vitamin  A,  but 
Ramalingaswami  and  Sinclair  (195.1)  have  dem- 
onstrated that  the  symptoms  are  more  probably  due 
to  lack  of  certain  higher  fatty  acids  in  the  diet. 
The  symptoms  of  malabsorption  syndrome  as  in 
sprue  can  be  caused  by  certain  drugs  such  as  the 
heavy  metals  and  mepacrine,  and  dermatologists  are 
well  aware  that  eruptions  due  to  drugs  can  mimic 
any  disease  whatsoever. 

Purpura,  for  instance,  is  frequently  caused  by 
drugs,  and  there  are  many  entirely  dermatological 
causes  for  this  type  of  rash.  In  fact,  a full  haema- 
tological  examination  frequently  fails  to  reveal  a 
cause  for  a jmrpuric  rash. 

Urticaria  falls  within  the  province  of  the  phy- 
sician just  as  much  as  in  that  of  the  skin  specialist, 
and  can  be  the  first  presenting  symptom  of  many 
diseases,  such  as  reticulosis,  dermatomyositis,  ma- 
laria, or  infective  hepatitis.  Likewise,  the  develop- 
ment of  a Herjjes  Zoster  in  an  adult  should  make 
one  consider  the  }X)ssibility  of  malaria,  hidden 
malignant  disease,  or  some  condition  treated  with 
deep  x-ray  therapy.  In  Urticaria  Pigmentosa,  the 
lesions  are  packed  with  mast  cells  which  contain 
heparin  monosulphate.  These  mast  cells  in  the  skin 
may  signify  a mastocytosis  involving  internal  organs 
and  producing  bone  changes. 

Endocrine  factors  play  such  an  important  part 
in  so  many  dermatoses  that  it  is  not  possible  to 
mention  more  than  a few  diseases  such  as  Circum- 
scribed Myxoedema  situated  usually  over  the  shins 
and  following  thyroidectomy. 


George  J.  Nathan  once  described  the  plays  of 
J.  ]\I.  Barrie  as  the  ‘‘triumph  of  sugar  over  diabetes"’, 
and  when  glycosuria  occurs  in  the  human  the  skin 
is  prone  to  develop  infections,  not  only  septic  ones, 
but  also  with  the  yeast  Candida  Albicans,  which 
usually  involves  flexural  areas,  as  in  the  form  of 
vulvo-vaginitis  or  perionychia,  but  occasionally  as 
a generalized  moniliasis.  .\s  well  as  yeast  infections. 
Necrobiosis  Lipoidica  Diabeticorum  may  be  the  first 
clinical  evidence  of  the  disease,  and  usually  occurs 
as  reddish-brown  plaques  on  the  shins,  the  dorsa 
of  the  hands  or  on  the  forearms.  Xanthomatosis 
may  be  due  to  hyperlipaemia  and  therefore  found 
in  diabetes,  chronic  pancreatitis  or  lipoid  nephrosis, 
or  may  be  of  the  hyper-cholesteraemic  kind  such  as 
Xanthelasma  palpebrarum,  with  which  there  is  so 
often  a family  history  of  cardiovascular  disease. 
The  first  symptoms  of  Amyloidosis  may  be  itchy 
nodular  patches  or  involvement  of  the  tongue,  while 
Porphyria  may  first  present  itself  as  a cutaneous 
disease. 

Ulcers  of  the  legs  are  often  wrongly  termed  varicose 
when  they  are  really  trophic,  due  to  vascular  disease, 
or  caused  by  rarer  conditions  such  as  ulcerative 
colitis,  Felty's  syndrome,  sickle  cell  anaemia  or  even 
diphtheria.  Nodular  eruptions  of  the  legs  often 
belong  to  the  province  of  the  physician,  as  in  the 
differential  diagnosis  one  must  include  Polyarteritis 
Nodosa,  Thromboangiitis  Obliterans,  Erythema  No- 
dosum, and  Bazin's  disease,  due  to  tuberculous  in- 
fection. 

Tuberculosis,  like  syphilis  and  drug  rashes,  must 
always  be  kept  in  mind  by  the  dermatologist  in  dif- 
ferential diagnosis,  for  these  can  simulate  closely 
many  other  types  of  dermatosis.  It  was  a dermatolo- 
gist who  first  demonstrated  that  Sarcoidosis  was  a 
systemic  disease,  though  Jonathan  Hutchison  first 
described  the  skin  lesions  as  “Mortimer’s  ^lalady"’ 
in  1898.  .\s  well  as  the  changes  in  the  liver,  lymph 
nodes,  etc.,  the  radiological  findings  in  the  lungs 
and  the  long  bones  are  absolutely  characteristic. 
Long  before  internists  were  aware  of  it,  the  derma- 
tologist Kaposi,  as  long  ago  as  1896,  showed  that 
Disseminated  Lupus  Erythematosus  was  a consti- 
tutional disorder.  Within  the  past  ten  years,  fresh 
attention  has  been  focused  on  this  disorder,  with 
the  discovery  of  the  L.E.  cell  by  Hargraves  and  his 
colleagues  ( 1 948 ) ; the  control  of  its  symptoms  by 
cortico-steroids;  and  the  efficacy  of  modern  anti- 
malarial  drugs  such  as  chloroquin,  camoquin  and 
plaquenil.  Lupus  Erythematosus  and  Dermatomyo- 
sitis may  simulate  each  other  closely,  so  that  close 
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observation  and  thorough  investigation  of  such  cases 
may  be  required. 

To  survey  the  associations  of  dermatology  with 
pediatrics,  venereal  disease,  specific  fevers  or  tropical 
conditions,  would  encroach  too  much  on  the  time  at 
our  disposal,  while  the  links  between  psychiatry  and 
dermatology  are  so  strong  that  one  sometimes  feels 
that  there  are  two  schools  of  dermatology — those  who 
believe  that  almost  all  skin  troubles  are  entirely  due 
to  psychosomatic  problems  and  those  who  insist  that 
a skin  disease  must  be  due  to  organic  disease.  Of 
course,  both  schools  of  thought  are  wrong.  For  over 
fifty  years  it  has  been  recognized  that  Scleroderma 
may  be  associated  with  visceral  lesions,  but  it  is 
only  since  1945  that  much  attention  has  been  drawn 
to  such  features  as  the  sclerodermatous  changes  in 
the  oesophagus,  heart  and  lungs. 

Though  Poikilodermia  Atrophicans  Vasculare 
may  be  found  in  association  with  dermatomyositis 
or  scleroderma,  the  appearance  of  this  curious  reticu- 
lation should  make  one  suspect  the  possibility  of  a 
serious  general  disorder  such  as  Hodgkin’s  disease 
or  Leukaemia.  Similarly,  the  diagnosis  of  Acantho- 
sis Nigricans,  with  its  dusky  warty  hyperkeratosis 
makes  it  imperative  to  institute  a hunt  for  internal 
malignancy,  particularly  carcinoma  of  the  stomach. 

Only  too  often,  a dermatosis  is  the  first  sign  of 
an  internal  malignant  disease  which  may  show  itself 


in  many  curious  ways.  Sometimes  it  may  be  in  the 
form  of  metastases  of  a neoplasm  with  secondarj’ 
tumours  on  the  skin,  or  even  more  insidiously,  as  a 
rash  indistinguishable  from  a chronic  eczema,  like 
the  so-called  “premycotic”  eruption.  Such  a rash 
may  be  present  for  months  or  years  before  there  is 
any  other  evidence  of  a reticulosis  even  in  the  bone 
marrow. 

Lastly,  there  is  a group  of  skin  diseases  which 
may  be  associated  with  arthritis,  not  only  the  well- 
known  Psoriasis — Arthropathica  but  also  Reiter’s 
disease  and  Acrodermatitis  Persians.  Such  diseases 
are  really  problems  which  should  be  solved  by  the 
combined  efforts  of  physicians  and  dermatologists, 
like  many  of  the  diseases  to  which  I have  referred 
so  briefly,  for  I have  vainly  attempted  to  cover  a 
vast  subject  in  a brief  period. 
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New  Rauwolfia  Preparation 


A new  derivative  of  rauwolfia,  the  old  Indian 
snake  root  remedy,  has  been  found  to  lower  high 
blood  pressure  without  producing  the  many  adverse 
side  effects  caused  by  other  rauwolfia  preparations. 
The  new  drug,  called  syrosingopine  (Singoserp),  was 
discussed  in  the  April  4th  Journal  of  the  American 
Medical  Association  by  four  Galveston,  Texas,  phy- 
sicians. 

They  gave  the  drug  to  77  patients  with  essential 
hypertension  (high  blood  pressure  of  unknown 
cause)  at  the  University  of  Texas  Medical  Branch. 

The  chief  advantage  of  syrosingopine  over  other 
rauwolfia  derivatives,  such  as  reserpine,  is  the  rela- 


tive infrequency  with  which  it  produces  disturbing 
side  effects.  These  include  drowsiness,  terrifying 
nightmares,  depression,  nasal  congestion,  and  gas- 
trointestinal disturbances.  Fourteen  of  the  patients 
were  markedly  intolerant  to  other  rauwolfia  prepara- 
tions, but  only  four  of  these  showed  any  signs  of 
intolerance  to  syrosingopine  and  these  were  relatively 
minor. 

The  doctors — George  R.  Herrmann,  Elmer  B. 
Vogelpohl,  Milton  R.  Hejtmancik  and  James  C. 
Wright — recommended  the  use  of  syrosingopine  for 
those  patients  with  essential  hypertension  who  are 
unable  to  take  the  other  rauwolfia  preparations. 
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The  Radiologic  Status  of  the  Esophagogastric 
Segment 

A Critical  Review  and  Some  Personal  Observations 


I.  Introduction 

II.  Definitions:  Esophagogastric  junction,  Car- 
dia,  Cardial  Button,  Distal 
Esophagogastric  Closing 
Mechanism  (DECM) 

III.  Phrenic  Ampulla 

IV.  Vestibule,  and  its  several  types  of  radio- 
logic  behavior 

V.  Cardial  region,  Cardial  Button,  Cardial 
Valve 

VI.  Phrenoesophageal  Membrane 

VII.  Diaphragm 

Vm.  Recapitulation  of  the  constituents  of  the 
DECM 

IX.  Causes  of  Failure  of  the  DECM 

X.  Effects  of  Failure  of  DECM 

XI.  Hiatal  Hernia,  sliding,  paraesophageal, 
and  mixed 

XII.  Rational  radiologic  classification  of  hiatal 
hernias 

I.  INTRODUCTION 

No  other  part  of  the  gastrointestinal  tract  has 
occasioned  more  disagreement  about  its  anatomy, 
physiolog}',  and  radio-pathology,  than  the  esopha- 
gogastric segment.  From  1930  to  1946,  some  thou- 
sand papers  appeared  on  this  subject. The  flood 
tide  was  yet  to  come;  knowledge  had  to  keep  pace 
with  the  progress  of  thoracic  surgery. 

Confusion  about  the  esophagogastric  segment 
stems  from  several  factors.  It,  like  “transpyloric 
prolapse”  of  the  antral  mucosa,  is  susceptible  to 
accurate  study  only  in  the  intact  patient.  Anesthesia, 
laparotomy,  passage  of  tubes,  study  of  surgical  or 
dead-house  material,  all  are  obviously  incompatible 
with  the  natural  state.  Only  the  radiologic  method 
approaches  the  physiologic.  The  authority  of  the 
esophagoscope,  with  its  “dogma  of  infallability”,  has 
dampened  the  interest  of  many  radiologists  in  this 
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segment^^,  which  often  merits  merely  a passing  glance 
in  the  upright  patient.  Such  authority  should  be 
tempered  by  realization  of  the  esophagoscope’s  lim- 
itations: blind  spots,  stimulation  of  an  unnatural 
bolus,  displacement  of  mucosa  as  the  instrument  is 
introduced  and  withdrawn,  requirements  of  anes- 
thesia, etc.,  even  though  it  is  at  once  admitted  that 
it  alone  can  solve  many  of  the  problems  in  this 
segment.  As  with  the  stomach,  the  radiologic  and 
endoscopic  methods  should  be  regarded  not  as  com- 
petitive, but  as  complementary. 

The  purpose  of  this  paper  is  to  present  an  eclectic 
conception  of  this  segment,  a working  scheme  con- 
sistent with  most  of  the  data.  Though  mindful  of 
the  contributions  of  Akerlund,  Allison,  Harrington, 
Barrett,  Johnstone,  Lerche,  and  many  others,  I have 
attempted  as  much  as  possible  to  avoid  the  pitfall 
of  “Ipse  dixit”. 

II.  DEFINITIONS 

Esophagogastric  segment  is  preferable  to  junction 
because  the  latter  indicates  that  zig-zig  line  (ora 
serrata)  marking  the  abrupt  transition  from  squa- 
mous epithelium  (esophagus)  to  columnar  (gastric). 
•A.  longitudinal  section  through  the  line  microscop- 
ically will  show  no  other  difference  (4).  Segment, 
as  here  understood,  is  more  general,  including  sur- 
rounding organs  such  as  diaphragm,  phrenoesopha- 
geal ligament,  etc.  Even  such  a common  term  as 
cardia  is  not  specific. The  most  logical 
meaning  is  that  narrow  segment  of  stomach  charac- 
terized by  cardiac  glands,  which  is  not  a radiologic 
determination.  The  cardial  button  is  a radiologic 
concept,  and  will  be  described  later.  Distal  Eso- 
phagogastric Closing  Mechanism  (DECM)  is  pref- 
erable to  those  names  emphasizing,  or  confined  to, 
one  part  or  physiologic  activity,  such  as  esophageal 
constrictor,  sphincter,  valve,  hiatal  valve  mechanism, 
etc.  The  wisdom  of  the  expression  DECM  will  be 
developed  later.  Cardial  region  is  non-specific,  in- 
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eluding  the  cardial  button,  cardial  incisura  (or 
angle),  and  cardial  orifice. 

III.  PHRENIC  AMPULLA 

The  appearance  and  behavior  of  the  phrenic  am- 
pulla need  not  be  described  since  they  are  well  known 
to  all  radioscopists.  Its  make-up,  however,  has  occa- 
sioned disagreement.  It  has  been  claimed  that  its 
distal  border  is  formed  by  the  inferior  esophageal 
sphincter^®’^®-®^,  and  even  the  constrictor  cardiae.®^’®® 
Neither  of  these  elements  can  be  accepted  as  the 
major  component  of  the  base  of  the  ampulla  in  view 
of  its  intimate  fluoroscopically  determined  relation 
with  diaphragmatic  (crural)  contraction.  The  base 
of  the  ampulla  is  usually  asymmetric.  I have  found 
its  left  border  is  deeper  than,  as  deep  as,  less  deep 
than,  its  opposite  side  in  the  frequency  relation  of 
10  to  1 to  1.  This  is  in  keeping  with  the  more  power- 
ful and  considerably  thicker  left  muscular  margin 
of  the  hiatus,  and  the  postero-medio-caudal  pull  of 
the  hiatal  sling. 

It  is  possible  that  those  who  have  minimized  the 
role  of  the  diaphragm  in  forming  the  base  of  the 
ampulla  have  mistaken  the  anatomy  of  the  dia- 
phragm. In  my  material,  the  base  of  the  ampulla 
appeared  to  be  at,  above,  or  below,  the  diaphragm  in 
the  frequency  relation  of  2 to  1 to  1.  This  will  be 
discussed  later. 

The  characteristic  fluoroscopic  behavior  of  the 
phrenic  ampulla  should  differentiate  it  from  hiatal 
hernia  and  esophageal  reflux.  Furthermore,  study  of 
radiographs  of  the  ampulla  may  disclose  a soft-tissue 
companion  shadow  (Fig.  1)  along  its  right  border 
border  merging  into  the  diaphragmatic  shadow.^® 
This  was  noted  in  about  15%  of  my  material.  This 
shadow  is  taken  to  represent  the  right  esophageal 
wall,  its  covering  mediastinal  pleura,  the  visceral 
pleura,  and  any  intervening  fluid.  The  presence 
of  this  normal  shadow,  in  my  oi)inion,  excludes  her- 
niation. Its  changed  appearance  in  pre.sence  of 
hernia  will  be  discussed  later. 

IV.  VESTIBULE 

The  distal  two  or  three  centimeters  of  the  esoph- 
agus, comprising  an  anatomic,  physiologic,  ra- 
diologic and  pharmacologic  entity®'^2,3o,4i,49^ 
assigned  many  names,  especially  cardiac  antrum  and 
esophagogastric  vestibule.  The  latter  is  to  be  pre- 
ferred because  it  is  more  an  anteroom  {vestibulum) 
than  a cave  {antrum).  While  a characteristic  mus- 
culature both  at  its  proximal  end  (inferior  esopha- 
geal sphincter),  within  the  vestibule  itself,  and  its 


Fig.  1.  Companion  shadow  on  right  side  of  lower 
esophagus.  Normal.  Excludes  hernia. 


distal  end  (constrictor  cardiae)  has  been  described'*^ 
there  is  by  no  means  general  agreement^'®®-"*^  except 
possibly  for  diffuse  thickening  of  the  muscular  layer 
in  some  specimens.  It  is  pointless  to  enter  this  dis- 
cussion. 

However,  the  vestibule  may  exhibit  several  types 
of  radiologic  behavior: 

1.  Immediately  as  the  barium  swallow  is  com- 
pleted, the  entire  vestibule  is  contracted,  and  the 
esophagus  just  above  the  vestibule  shows  minimal 
distention  (Fig.  2).  The  proximal  vestibular  junc- 


Fig.  2.  Tonic  state  of  entire  vestibule.  Normal. 
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tion  resembles  a funnel  o{)ening  proximally.  The 
distal  end  of  the  contracted  vestibule  terminates 
either  abruptly  into  the  stomach,  or  occasionally  it 
too  may  resemble  a funnel,  but  opening  distally  into 
the  stomach  (Fig.  3).  That  this  sphincteric  contrac- 


thickening  of  the  vestibular  muscle  must  be  a re- 
sponse to  this  autonomic  disorder.  A catheter  can 
be  passed  through  the  narrowed  segment  with  little 
difficulty.  The  level  of  fluid  within  the  distended 
esophagus  is  a measure  of  the  pressure  needed  to 


Fig.  3.  Funnel-like  opening  of  distal  ends  of  vestibule. 
Probably  normal,  although  early  “decompensation” 
of  cardial  closing  elements  cannot  be  excluded. 

tion  of  most  or  the  entire  vestibule  is  not  related  to 
the  diaphragm  is  demonstrated  by  its  relative  inde- 
pendence of  respiratory  excursion-  Transducer  pres- 
sure studies  show  that  the  pressure  differential  be- 
tween esophagus  and  stomach  occurs  over  a much 
shorter  segment  than  here  portrayed.  Therefore,  the 
tonic  force  of  this  much  larger  segment  must  be 
minimal.^" 

2.  The  vestibule  may  be  dilated,  the  esophagus 
above  being  tonic,  and  the  vestibule  separated  from 
the  stomach  by  a mechanism  to  be  described  later. 
This  picture  (Fig.  4)  is  less  common  than  the  first, 
and  is  more  fleeting,  the  vestibule  presently  empty- 
ing its  contents  into  the  stomach.  This  is  often  called 
hiatal  hernia  or  hiatal  insufficiency,  but  is  neither. 
The  vestibule  and  the  esophagus  above  apjiear  to 
have  an  inverse  relationship:  when  one  is  distended, 
the  other  is  contracted. 

3.  The  best  example  of  pversistent  vestibular  con- 
traction is,  of  course,  achalasia  (cardiospasm).  Both 
these  terms  are  unsuitable  because  they  focus  atten- 
tion on  the  local  aspects  of  the  disease.  Pressure 
studies  indicate  that  most  of  the  esophagus  is  ab- 
normaP-^®:  there  is  a failure  of  initiation  and  prop- 
agation of  a normal  peristaltic  wave,  which  is  the 
“key  that  oj)ens  the  vestibule”.  In  a way  not  clear. 


Fig.  4.  V'estibule  distended  with  air  and  barium. 

Esophagus  above  is  contracted.  Normal. 

open  the  segment.  Relief  with  preservation  of  the 
DECM  can  at  times  be  obtained  by  the  Heller  opera- 
tion in  which  the  vestibular  muscle  is  cut  longi- 
tudinally but  the  cardial  region  is  preserved  intact.'* 

4.  .\mpullary  grooves:  One  often  sees  a shallow 
symmetric  groove  in  the  phrenic  ampulla  near  its 
apex  (Fig.  5).  It  is  of  uncertain  origin.  Why  it  is 
not  seen  in  every  patient  cannot  be  answered.  Pos- 
sibly it  represents  the  beginning  phase  of  the  lower 
esophageal  contraction  ring. 

5.  Lower  esophageal  contraction  ring:  This  is 
a smooth,  narrow  symmetric  encroachment  ujwn  the 
lumen  of  the  lower  esophagus  (Fig.  6),  best  elicited 
during  full  inspiration.  It  is  not  an  uncommon  find- 
ing in  the  routine  examination  with  the  patient  hori- 
zontal, but  may  also  be  visualized  with  the  patient 
standing.*®  It  is  usually  without  symptoms,  but  an 
occasional  patient  will  have  dysphagia,  even  to  such 
a degree  that  surgery  will  be  needed  for  relief.  The 
presence  or  absence  of  symptoms  has  been  correlated 
with  the  diameter  of  the  ring.°*  Some  interpret  the 
ring  as  a passive  structure^",  fixed  in  diameter  over 
the  years,  and  others  look  upon  it  as  an  active  struc- 
ture moving  along  the  esophagus  and  contracting 
actively  upon  the  passing  bolus.-®  Others  interpret  it 


250 


ViRoi\i.-\  Medic.al  Monthly 


I 


Fig.  5.  A.  Typical  am, pullary  groove.  B.  Few  seconds  after  “A”.  It  is  tempting  to  equate  the 
constriction  indicated  by  arrow  with  the  ampullary  groove  in  “A”,  and  the  vestibular 
sphincter,  the  barium  below  being  in  the  v'estibule. 


as  a normal  “fold  of  mucosa  pinched  by  two  op- 
posing propulsions.”^'  Still  others  feel  that  the 
ring  may  be  a reaction  to  superficial  ulceration. 


Endoscopic  findings  are  either  normal  or  inconstant. 
One  ring  at  surgical  operation  was  associated  with 
a hiatal  hernia^”,  and  another  ring  was  found  to  be 
hypertrophied  muscle.-® 

The  only  reported  autopsy  of  a patient  with  a 
symptomatic  ring  disclosed  that  it  was  formed  by  a 
simple  mucosal  fold  covered  above  by  squamous 
mucosa  and  below  by  gastric  mucosa,  with  a fine 
ring  of  muscularis  mucosae  just  deep  to  its  inner 
free  border  (New  England  J.  IMed.  259:1-8,  1958). 

Two  facts  of  interest  emerge  from  study  of  these 
reports:  first,  the  ring  is  commoner  in  the  older  age 
groups,  and  second,  there  is  a higher  incidence  of 
esophageal  diverticula  associated  with  the  ring  than 
explical)le  on  the  Irasis  of  chance.  The  first  observa- 
tion is  in  keeping  with  senescent  degenerative  change 
within  the  nervous  system,  and  the  second  suggests 
that  these  rings  are  not  completely  innocuous  (other 
than  dysphagia  usually  controlled  by  simple  means) 
and  that  there  must  be  at  times  an  elevated  intra- 
esophageal  tension.  Note  also  that  hypertrophy  of 
the  inferior  esophageal  sphincter  was  found  in  a 
series  of  pulsion  esophageal  diverticula^®,  and  it  was 
suggested  that  the  diverticula  represented  herniations 
of  the  mucosa  through  weak  spots  in  the  muscle 
layer  incident  to  elevated  intraesophageal  pressure 
occasioned  by  the  thickened  sphincter.  Autonomic 
imbalance  was  considered  the  basis. 
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Because  all  gradations  exist  between  the  typical 
ampullar}-  groove  and  the  typical  contraction  ring 
(Fig.  1),  it  is  a logical  tentative  assumption  to 
identify  both  as  different  manifestations  of  the  same 
structure.  The  strictness  of  the  criteria  used  in 
identifying  these  rings  will  determine  the  relative 
incidence  of  rings  and  ampullar}-  grooves  in  a given 
material.  If  this  assumption  is  correct,  then  the 
contraction  ring  is  merely  a prominent,  thickened 
ampullary  groove.  If  it  is  true,  as  has  been  sug- 
gested, that  there  is  often  a hiatal  hernia  below,  the 
ring  may  be  due  simply  to  work  hypertrophy,  this 
structure  having  to  do  more  than  its  usual  share 
in  preventing  gastroesophageal  reflux. 

6.  constriction  may  be  noted  in  the  lower  esoph- 
agus in  those  hiatal  hernias  with  the  cardial  re- 
gion above  the  diaphragm.  This  ring  is  usually 
coarser  and  less  symmetric  than  the  contraction  ring 
discussed  above  (Fig.  7),  and  may  be  regarded  as 
the  vestibular  sphincter,  but  further  hypertrophied 
through  additional  demands  put  upon  it  to  prevent 
reflux. 

7.  An  apprehensive  patient  may  show  a tendency 
to  obstruction  at  the  lower  end  of  the  esophagus, 
due  to  tonic  contraction  of  the  entire  vestibule.  It 
ojrens  readily  spontaneously  or  following  swallow- 
ing. There  is  no  dysphagia.  This  is  commonly,  and 
incorrectly,  reported  as  cardiospasm.  A similar  be- 
havior may  be  noted  in  old  people,  in  whom  the 
esophagus  may  be  somewhat  dilated,  but  with  no 
dysphagia.  Both  these  states  may  be  related  to 
autonomic  imbalance  with  sympathetic  preponder- 
ance, in  the  former  group  due  to  the  emotional  state 
and  in  the  latter,  to  the  involution  of  senescence. 

Hew  to  piece  all  these  varieties  of  muscle  activity 
into  a unified  whole?  They  can  be  divided  into  three 
groups : 

.A.  Normal:  This  includes  numbers  1,  2,  4,  and 
7.  Number  1 must  represent  total  vestibular  con- 
traction. Number  2 must  represent  the  relaxation 
of  most  of  the  vestibule  and  contraction  of  the  esoph- 
agus almve. 

B.  Borderline:  Number  5. 

('.  .Abnormal:  Numbers  3 and  6- 

W liat  is  the  nature  of  the  mucosa  within  the  ves- 
tibule?  The  answer  comes  from  esophagoscopy.  A 
variable  segment  of  the  vestibule  is  covered  with 
gastric  mucosa.'**  It  may  extend  much  higher  on  one 
side  that  on  the  other,  and  there  is  considerable  free- 
dom of  glide  upon  the  submucosa.  The  actual  level 
of  the  mucosal  junction  between  esophagus  and  stom- 
ach is  a function  of  the  habitus,  of  the  person’s 


Fig.  7.  Sliding  hernia,  but  cardial  incisura  above  dia- 
phragm. No  reflux.  Constriction  by  opposing  arrows 
taken  to  be  the  hypertrophied  vestibular  sphincter. 
Note  how  the  normally  narrow  companion  shadow 
of  esophagus  above  merges  into  the  much  thicker 
companion  shadow  of  the  herniated  stomach.  This 
thickening  must  be  caused  by  the  thicker  stomach  wall 
(as  compared  with  the  esophagus),  and  the  retracted 
peritoneal  reflexions  of  the  hernia. 

state  of  gastric  distention  and  probably  other  factors 
as  well.  Clips  attached  to  the  junction  prove  the 
unreliability  of  distinguishing  it  by  radiologic  pat- 
tern. 

\Miat  is  that  portion  of  the  lower  vestibule  lined 
with  gastric  mucosa  to  be  called?  It  is  not  esophagus 
in  spite  of  its  tubular  character  because  by  defini- 
tion esophagus  must  have  squamous  epithelium.  The 
difficulties  will  be  resolved  by  calling  the  tubular 
structure  gullet  and  only  that  part  covered  by  squa- 
mous epithelium,  esophagus.* 

The  concept  of  “abdominal  esophagus”  has  led  to 
much  dispute,  even  to  denial  of  such  a structure.*^ 
The  attachment  of  the  esophagus  to  the  hiatus  by 
the  phrenoesophageal  membrane  allows  relative  mo- 
tion between  the  two  with  each  respiratory  excur- 
sion, and  longitudinal  motion  initiated  within  the 
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alimentary  canal  such  as  upward  retraction  of  the 
esophagus  by  virtue  of  its  cricoid  attachment.  It  is 
a certainty,  therefore,  that  the  relation  between  the 
vestibule  and  the  hiatal  tunnel  is  variable,  and  under 
certain  conditions  some  of  the  vestibule  may  reach 
below  the  tunnel.  It  is  believed  that  the  concept  of 
the  abdominal  esophagus  is  confusing  and  useless, 
and  should  be  discarded.  The  vestibule  is  the  last 
station  in  the  gullet. 

V.  CARDIAL  REGION 

A muscle  fiber  tract,  the  constrictor  cardiac,  has 
been  described‘s^,  but  this  has  not  been  universally 
accepted.  Transducer  pressure  studies  indicate  that 
the  mechanism  of  the  cardial  region  behaves  much 
more  like  a valve  than  a sphincter^'',  in  that  the 
antegrade  pressure  required  for  opening  from  the 
esophageal  side  is  much  less  than  from  the  gastric 
side.  Relatively  high  intragastric  pressures  can  be 
withstood.  Further,  these  studies  indicate  that  the 
occluding  mechanism  must  be  just  a few  millimeters 
in  length.  The  stomach  and  lower  esophagus  mo- 
bilized at  the  operating  table  provide  further  but 
indirect  evidence  of  a cardial  valve  rather  than  a 
simple  sphincter:  air  introduced  into  the  stomach 
will  not  enter  the  esophagus  even  with  considerable 
manipulation  of  the  media,  and  even  with  produc- 
tion of  a ninety  degree  angle  between  the  esophagus 
and  the  stomach,  but  air  readily  escapes  into  the 
esophagus  with  manipulation  of  the  cardial  region.^'' 
Studies  on  cadavers  show  that  the  greater  the  angle 
of  His  (the  angle  between  the  esophagus  and  fun- 
dus), the  less  the  pressure  required  to  gain  entry 
into  the  esophagus.^^  Such  cadaver  studies,  while 
indicating  the  possibility  of  existence  of  such  a fac- 
tor, are  to  be  regarded  with  circumspection  because 
they  assume  the  occluding  process  to  be  inert  and 
non-vital,  and  fail  to  consider  the  autoplastic  prop- 
erties of  gastrointestinal  mucosa  (Forssell).  It  will 
be  noted  that  marked  widening  of  the  angle  of  His 
as  found  with  pneumoperitoneum  does  not  result  in 
loss  of  the  cardial-closing  mechanism.^®  It  is  likely, 
therefore,  that  mere  intragastric  tension  producing 
a narrow  angle  of  His  is  not  the  important  factor 
in  this  mechanism,  as  has  been  claimed.^® 

A study  of  the  filling  defect  caused  by  the  esoph- 
agus entering  the  cardial  region  (cardial  button) 
and  it  differentiation  from  tumor  disclosed  a pattern 
resembling  a crescent  (or  circle)  and  star,  thought 
to  represent  a “motor  phenomenon”  in  the  terminal 
esophagus  seen  axially.^'^  A more  satisfying  ex- 
planation was  given  some  years  later  by  Jutras  et  aF^, 


whose  beautifully  illustrated  paper  has  received  scant 
attention.  They  called  this  sign  the  “burnous”,  which 
is  a one-piece  cloak-like  garment  and  hood,  worn 
by  Arabs  and  Moors.  The  crescent  referred  to  above 
is  the  hood  and  the  esophagogastric  folds  streaming 
beneath  and  proceeding  distally,  the  body  of  the 
cloak  (Fig.  8).  Two  dominant  folds  can  often 


Fig.  8.  Striking  burnous,  or  crescent,  sign,  with  the  gastric 
folds  emerging  from  the  center  of  the  hood  and 
streaming  downward.  This  patient  had  repair  for  a 
sliding  hernia  some  years  ago,  which  may  possibly 
be  a factor  in  the  prorhinence  of  the  sign. 

be  seen  in  the  lower  esophagus  st. earning  beneath 
the  hood  and  continuous  with  the  two  major  folds 
along  the  lesser  curvature,  the  groove  between 
being  the  true  lesser  curvature.  The  impossibility 
of  differentiating  esophageal  from  gastric  mucosa  by 
radiologic  means  is  evident  from  Fig.  9.  The  fun- 
damental difference  between  esophagus  and  stomach 
lies  in  the  epithelium  of  the  mucosa  and  not  in  the 
gross  morphology  of  its  folds.  Jutras’s  reproductions 
which  must  be  studied,  were  obtained  by  simple 
barium  swallows  using  very  heavy  paste,  the  aero- 
phagia  needed  for  swallowing  given  splendid  con- 
trast. While  there  were  many  variations  in  the 
burnous  pattern,  the  underlying  theme  was  present 
in  all.  The  hood,  or  crescent,  was  the  main  point  of 
interest,  and  the  authors  believe  that  this  represents 
a mucosal  fold,  which,  with  its  autoplastic  prop>er- 
ties,  represents  the  actual  hiatal  valve.  Such  a valve 
was  described  by  Gubaroff  in  the  last  century.'^^  A 
well  developed  hiatal  valve  is  said  to  be  present  in 
some  lower  forms. 
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Fig.  9.  Note  continuity  of  the  esophageal  and  gastric 
folds  through  the  cardial  button. 

Some  gross  specimens  in  Jutras’s  paper  record  a 
prominence  convincingly.  However,  I have  studied 
several  fixed  specimens  and  at  least  in  some  a pal- 
pable ridge  was  made  by  the  thick  left  margin  of 


Fig.  10.  Note  prominent  crescentic  fold  hanging  down 
into  the  cardial  orifice.  Lower  esophagus  and  upper 
stomach  ligated,  segment  distended  and  fixed  before 
opening. 


the  hiatus.  In  an  occasional  one  there  was  no  ques- 
tion of  a prominent  fold  of  mucosa  overhanging  the 
orifice  (Fig.  10).  Nevertheless,  even  in  the  face  of 
negative  or  ambiguous  deadhouse  anatomy,  the  find- 
ings of  living  anatomy  and  function,  given  undis- 
turbed only  by  the  radiological  method,  cannot  be 
neglected.  While  only  47  of  1800  gastrointestinal 
examinations-'^  showed  a well  developed  crescent 
sign,  practically  every  stomach  in  the  right  anterior 
oblique  position  that  provides  suitable  air  contrast 
will  show  some  variation  of  it,  although  perspicacity 
may  be  needed  to  detect  the  underlying  theme  in 
some.  Commonly,  only  a straight  barium  line  per- 
pendicular to  the  long  axis  of  the  esophagus,  repre- 
senting barium  in  the  sulcus  on  the  cephalic  side 
of  the  mucosal  fold,  is  seen.  At  times,  the  cardial 
button  may  be  casualized  by  simple  air-contrast  with- 
out the  aid  of  barium  (Fig.  11). 


Fig.  11.  Remarkable  demonstration  of  cardial  button  with- 
out the  aid  of  barium  contrast.  Note  the  crescent 
outlined  by  air  in  its  cephalic  groove,  the  trace  of 
barium  (opposing  arrows)  in  the  vestibule,  proceed- 
ing through  the  cap  and  emerging  beneath  it. 

In  summary,  there  is  convincing  physiological, 
and  good  anatomic  and  radiologic  evidence  of  a 
cardial  valvular  mechanism.^-^'^’®'^  The  muscle  tract 
said  to  form  a cardial  sphincter  (but  no  real  radio- 
logic  evidence  for  this)  may  be  regarded  as  the  agent 
for  approximating  the  circumference  of  the  cardial 
region  so  that  the  mucosal  valve  may  operate.  The 
cardial  constrictor  tract,  if  this  is  true,  may  be 
likened  to  the  aortic  ring.  Any  factors  producing 
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dilatation  of  the  ring  such  as  syphilis  and  hyper- 
tension result  in  insufficiency  of  the  aortic  valves  in 
spite  of  their  intactness.  The  gastric  submucosal 
muscular  sling^  sitting  like  an  inverted  “U”  astride 
the  angle  of  His  tends  to  maintain  this  cardial  ap- 
proximation as  well.  The  hiatal  sling  possibly  also 
assists.  Esophagogastric  secretion  may  help  make 
the  valve  air-  and  water-tight.  A narrow  angle  of 
His  may  be  regarded  merely  a sign  that  the  cardial 
region  is  favorably  disposed  for  competent  operation 
of  the  mucosal  valve,  but  has  no  direct  part  in  it. 
This  concept  is  consistent  with  those  cases  of  cardial 
insufficiency  ascribed  to  high-entry  of  the  esophagus 
into  the  stomach  which  are  helped  by  suturing  the 
fundus  to  the  left  border  of  the  lower  esophagus; 
conditions  are  improved  for  competent  operation 
of  the  mucosal  valve. 

VI.  PHRENOESOPHAGEAL  MEMBRANE 

To  one  observer,  this  membrane  must  be  dissected 
“with  the  eye  of  faith”^;  to  another,  it  is  of  sufficient 
importance  to  make  the  subject  of  a paper  on  hernia 
repair. About  its  existence  there  can  be  no  doubt. 
It  is  a derivative  of  that  fascial  continuum,  deep  to 
the  peritoneum,  which  takes  its  local  name  from  that 
part  with  which  it  is  in  relation,  such  as  transversalis 
fascia,  diaphragmatic  fascia,  etc.  The  fascia,  rich 
in  collagen  and  elastic  fibers,  extends  from  the  hiatal 
margins  upward  to  insert  in  the  esophagus  like  a 
tent,  and  sends  a prolongation  downward  into  the 
cardial  region.  The  upward  prolongation  receives 
a contribution  from  the  endopleural  fascia  but  this 
is  not  important.  Some  muscle  fibers  have  been 
described  in  the  upward  limb  (muscle  of  Juvara), 
and  in  the  downward  limb  (muscle  of  Rouget)  Such 
a muscle  sling  is  well  developed  in  certain  rodents  and 
its  function  has  been  likened  to  that  of  the  levator  ani. 
In  man,  it  may  be  of  use  during  regurgitation.  The 
membrane  is  important  in  fixing  the  relative  motion 
between  esophagus  and  diaphragm  and  is  an  an- 
tagonist to  the  longitudinal  muscle  of  the  esophagus. 
With  age  its  elastic  and  collagenous  elements 
atrophy,  predisposing  to  sliding  hiatal  hernia.  The 
gastrophrenic  ligament,  a peritoneal  fold,  has  been 
referred  to  as  a fixing  element^^,  but  is  a ligament 
in  name  only^®  and  probably  of  minimal  importance. 
The  left  gastric  artery  has  been  considered  important 
in  this  regard 

VII.  DIAPHRAGM 

This  is  the  last  of  the  anatomic  elements  to  be 
considered  in  the  esophagogastric  segment,  but  just 


as  controversial  as  any.  Failure  to  understand  cer- 
tain basic  anatomic  features  of  the  diaphragm  may 
lead  to  faulty  concepts.^*  Microscopically,  the  com- 
position of  the  structure  is  not  homogeneous®®,  the 
anterior  fibers  being  much  weaker  than  the  posterior 
by  virtue  of  their  frequent  fibrous  clefts.  Respira- 
tory excursion  is  not  uniform^,  being,  for  example, 
2 to  3 cm.  at  the  hiatus,  and  4 to  8 cm.  at  the  cupola. 
The  muscular  composition  as  well  as  the  subphrenic 
visceral  make-up  must  play  a role  in  this.  The  left 
hemidiaphragmatic  crescent  is  largely  a posterior 
structure  made  by  the  magenblase  and  spleen,  its 
medial  border  delineated  by  the  vertebral  costo- 
phrenic  sulcus.  The  esophageal  hiatus  does  not 
penetrate  this  left  hemidiaphragmatic  crescent  as 
illustrated  so  often,  but  is  more  anterior  and  usually 
medial.  The  erroneous  implication  that  the  cupola 
represents  the  crus  is  further  abetted  by  the  frequent 
presence  of  a longitudinal  parallel  strip  of  fat  be- 
neath it  imparting  to  the  medial  border  of  the  cupola 
a linear  character.  The  hiatus  on  the  sagittal  pro- 
jection must  be  situated  within  the  limits  of  a tri- 
angle formed  by  the  posteromedial  sulcus  described 
above,  and  the  flat  anterior  contour  of  the  diaphragm 
as  the  superior  border,  upon  which  the  pericardium 
rests.  On  the  usual  right  anterior  oblique  view  this 
anterior  contour  of  the  diaphragm  (superior  border 
of  the  triangle)  is  often  burned  out,  and  the  hiatal 
region  may  be  projected  below  the  cupola.  The  true 
relation  of  the  lung  to  the  diaphragm  at  the  level  of 
the  hiatus  can  be  obtained  only  by  stratigraphy  (Fig. 
12)  because  the  diaphragm  in  both  planes  is  a series 
of  complex  curves.  Enough  to  demonstrate  the  error 
of  statements  that  a given  finding  in  the  esophagus 
is  a certain  distance  “above  or  below  the  diaphragm” 
when  the  postero-medio-superior  projection  of  the 
magenblase  is  used  as  the  place  of  reference. 

The  hiatus  has  a specialized  muscular  border 
made  up  exclusively  of  the  right  crus  in  the  majority 
of  patients,  but  with  a contribution  from  the  left, 
and  even  a truly  bilateral  origin,  in  the  occasional 
patient.^**’^*  The  right  crus,  after  originating  from 
several  of  the  lumbar  vertebral  bodies,  divides  into 
a superficial  thin  layer  to  form  the  right  border  of 
the  hiatus,  and  a much  thicker  deep  layer  to  form  the 
left  border.  The  thickness  of  the  right  border  ap- 
proximates 2 mm.,  and  the  left  varies  between  4 
and  12  mm.,  but  never  less  than  twice  the  thickness 
of  the  right.  This  thick  left  rim  is  said  to  account 
for  the  concave  shadow  at  times  seen  medially 
through  the  magenblase,®®  Its  inconstancy  has 
been  related  to  the  great  variation  in  thickness  of  the 
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left  border  of  the  hiatus  as  noted  above,  but  the 
dynamic  state  of  the  crus  must  be  important,  too 
(Fig.  13).  A tumor  in  the  cardial  region  may  pro- 
duce an  identical  radiologic  finding.  Figure  14, 
a transverse  section  of  the  body  at  the  level  of  the 
cardia,  shows  the  anatomic  substrate  of  this  shadow, 
and  other  interesting  relationships  of  the  viscera  as 
well. 

Inspection  of  the  muscular  rim  of  the  hiatus  indi- 


cates that  this  cannot  be  a simple  “hole  for  the  trans- 
mission of  the  esophagus”.®'  The  thickened  struc- 
ture in  relation  to  the  rest  of  the  diaphragm  indi- 
cates that  this  muscle  sling  must  do  special  work. 
It  has  been  stated  that  this  is  the  main  component 
of  the  This  cannot  be  true  for  several 

reasons,  among  which  are  the  satisfactory  repair  of 
hiatal  hernia  by  making  a new  hiatus^®,  the  failure 
to  produce  an  esophagitis  by  fashioning  a significant 


Uff 

,f. 


Fig.  12.  These  curves  of  the  contours  of  the  diaphragm  were  obtained  from  stratigrams  at  the 
indicated  levels  of  an  adult  male  lying  prone.  The  complexity  of  the  diaphragmatic  “solid" 
is  at  once  apparent,  especially  on  the  left  side.  It  is  apparent  that  the  diaphragmatic  crescent 
(level  14  cm.)  is  far  posterior  to  the  cardial  region,  and  should  not  be  used  as  a point  of 
reference  for  observations  within  the  esophagus.  There  is  huge  individual  variation  for 
these  curves,  as  inspection  of  routine  sagittal  and  lateral  views  of  the  chest  will  indicate. 


Fig.  13.  This  is  one  of  a series  of  attempts  to  radiograph  the  cardial  region  during  a belch. 
“A”  is  the  resting  state,  and  “B"  during  the  attempt,  a modified  Valsalva  maneuver.  It 
is  likely  that  the  soft  tissue  shadow  noted  only  in  “B’’  represents  the  contracting,  down- 
ward displaced  right  crus.  It  must  be  differentiated  from  the  cardial  button  on  Fig.  11.  I 
have  at  times  noticed  a similar,  but  negative,  shadow  in  the  barium-filled  fundus  during 
the  Valsalva  maneuver,  which  disappeared,  or  was  less  marked,  with  relaxation,  and  have 
taken  this,  too,  to  be  the  contracting  crural  muscle. 
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abdominal  esophagus'^,  and  the  failure  to  cause 
esophagitis  in  the  transected  lower  esophagus  left  in- 
tact with  the  cardial  region,  but  production  of  esoph- 
agitis in  the  proximal  end  of  the  esophagus  which  had 
been  brought  through  the  hiatus  and  anastomosed 
with  the  stomach.®® 


Fig.  14.  Roentgenogram  of  transverse  section  of  body 
through  the  cardial  region.  Right  and  left  muscular 
margins  of  hiatus  visualized  with  barium.  Note  how 
much  thicker  the  left  one  is.  Anatomic  explanation 
for  the  convex  defect  at  times  seen  in  the  cardial 
region.  See  text.  (Taken  from  Roy-Camille:  La 
Presse  Medicale,  63:971-972,  1955). 

What,  then,  is  the  function  of  the  hiatal  muscle 
sling?  By  its  forces  upon  the  lower  esophagus  ex- 
erted postero-medio-caudad,  it  increases  the  angula- 
tion of  the  esophagus,  which  has  been  considered 
an  important  factor  in  esophageal  continence,  just 
as  the  puborectalis  muscle  in  continence  of  the 
rectum.^  However,  no  marked  change  in  angulation 
can  be  made  out  during  normal  respiration.  To 
demonstrate  that  the  diaphragm  may  be  completely 
effective  as  a sphincter  at  times,  however,  let  the 
reader  attempt  drinking  a glass  of  water  during  the 
height  of  the  effort  of  evacuation.  If  the  effort  is 
sufficiently  vigorous,  swallowing  is  impossible.  Ef- 
forts have  been  made  to  discredit  its  role  in  pro- 
ducing the  ampulla  by  ascribing  on  the  unclear 
grounds  discussed  previously  such  action  to  the 
inferior  esophageal  sphincter  and  the  constrictor 
cardiae,  and  also  to  the  simple  pressure  differential 
between  the  pleural  and  peritoneal  cavities  during 
the  Valsalva  maneuver.^^  To  prove  this  latter  thesis, 
the  differential  was  produced  by  inflating  a balloon 
strapped  to  the  anterior  wall  of  the  abdomen,  with 
observations  of  the  barium  bolus  within  the  esoph- 
agus at  various  pressure  differentials.  It  is  dif- 
ficult to  accept  the  illustration  in  reference  44  as 
one  of  a phrenic  ampulla,  or  the  statement  that  a 
high  diaphragm  means  a relaxed  diaphragm.  Iso- 


metric contraction  cannot  be  excluded.  Furthermore, 
exclusion  of  the  diaphragm  in  forming  the  phrenic 
ampulla  because  no  motions  of  the  hiatal  margin 
are  felt  with  the  finger  in  the  hiatus  during  operations 
is  not  acceptable  because  this  is  not  universal  experi- 
ence. ^37.44,66  ]sjQr  jg  fpg  statement  acceptable  that 
persistence  of  ampullary  formation  after  phrenicot- 
omy  excludes  the  role  of  the  diaphragm,  because  the 
innervation  of  the  hiatal  sling  may  be  bilateral®®, 
and  the  crura,  being  derived  from  Wolffian  body 
mesoderm^''  may  have  Innervation  from  the  first 
lumbar  nerve. 

The  main  function  of  the  hiatal  muscle  sling  may 
be  simply  helping  to  keep  the  cardial  region  in  its 
proper  place  below  the  diaphragm.  In  deep  inspira- 
tion the  intragastric  pressure  is  highest,  and  the 
intraesophageal  pressure  is  lowest,  and  the  angle  of 
His  is  widest.  At  this  point,  the  tendency  for  re- 
gurgitation and  retraction  of  the  cardial  region  is 
maximal®,  and  the  contracted  sling  guards  against 
both  these  occurrences.  Similar  forces  are  operative 
when  there  is  any  increase  in  intraperitoneal  tension 
such  as  weight-bearing,  etc. 

All  variations  in  snugness  of  the  hiatus  are  found. 
The  older  the  patient,  usually  the  less  snug  is  the 
hiatus.  The  radiologic  boundaries  between  unusual 
laxity,  hiatal  insufficiency,  and  frank  hernia  are  not 
sharp.  It  has  been  commonly  implied  that  hiatal 
insufficiency  is  the  first,  and  necessary,  step  in  hernia 
formation.  Probably  in  the  paraesophageal  variety, 
this  is  true  (along  with  the  requirement  of  a pre- 
formed peritoneal  sac),  but  it  is  not  necessarily  true 
in  the  sliding  variety.  Two  factors  must  be  at  play 
in  the  sliding  hernia^,  varying  in  importance  from 
patient  to  patient,  but  a sliding  hernia  resulting 
when  their  product  reaches  a certain  constant.  These 
factors  are  the  resistance  offered  the  upward  migrat- 
ing cardial  region  by  the  muscular  hiatal  sling,  and 
the  strength  of  its  fixation  below  the  diaphragm. 
It  is  logical  that  a lax  hiatus  with  a moderately 
strong  fixation  may  produce  the  same  end-result, 
namely,  hernia,  as  a moderately  strong  hiatus  with 
lax  fixation. 

The  radiologic  diagnosis  of  hiatal  insufficiency 
is  frought  with  difficulty.  The  diagnosis  of  “epi- 
phrenic  pouch”  is  acceptable  so  long  as  its  diagnostic 
non-specificity  is  admitted,  and  there  is  no  reflux. 
If  the  clinical  picture  suggests  esophagitis,  esopha- 
goscopy  is  in  order. 

A complete  or  incomplete  ring  shadow,  projected 
above  the  cupola  indicates  either  hiatal  insufficiency 
or  even  hernia.®®  This  appearance  has  been  likened 
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to  Saturn’s  ring  in  the  European  literature^^-^",  and 
considered  merely  some  redundant  mucosa,  and  not 
abnormal.  It  has  been  regarded  also  as  evidence  of 
intussception  of  the  esophagus  into  a hiatal  hernia.®® 
more  convincing  e.xample  of  intussception  is  found 
elsewhere®®,  and  it  would  appear  that  elongation  of 
the  esophagus  (megaesophagus)  is  a necessary  con- 
dition. True  intussception  does  not  resemble  Saturn’s 
ring. 


Fig.  15.  Abortive  Saturn’s  ring.  Lax  hiatus? 
Valsalva  maneuver. 


In  my  opinion,  Saturn’s  ring  is  made  by  entrap- 
ping either  cardial  or  fundal  stomach  within  the 
hiatus  during  the  Valsalva  maneuver,  probably  con- 
ditioned by  a lax  hiatus  (Fig.  15),  or  a frank  hernia 
(Fig.  16),  but  the  possibility  of  this  occurring  nor- 
mally cannot  be  excluded. 


Vni.  RECAPITULATION  OF  THE 
CONSTITUENTS  OF  THE  DECM 

Probably  the  main  component  is  at  the  cardial 
region  itself.  All  the  other  factors  can  be  surgically 
obliterated  without  reflux  provided  that  the  cardial 
region  remains  intact,  such  as  section  of  the  hyper- 
trophied vestibular  muscle  in  achalasia  (Heller’s 
operation)  and  removal  of  the  influence  of  the  dia- 
phragm by  various  experimental  surgical  procedures. 
•A.  hypothetical  conception  of  the  cardial  mechanism 
is  this:  a cardial  constrictor  band,  assisted  by  other 
factors  favoring  the  deepening  of  the  angle  of  His, 
such  as  the  submucosal  tract  of  fibers  coursing  ob- 
liquely through  the  angle,  and  the  magenblase  itself, 
prepares  the  field  for  the  operation  of  a mucosal 
valve,  just  as  the  intact  aortic  ring  is  a necessary 
condition  for  the  competence  of  the  aortic  valves. 
The  true  vestibular  sphincter,  which,  in  spite  of 
anatomic  evidence,  appears  to  have  the  same  exten- 
sion of  the  vestibule  Itself  at  times,  and  more  local- 
ized at  other  times,  is  considerably  weaker  than  the 
cardiac  mechanism,  and  is  of  secondary  importance. 
In  certain  hernias  with  loss  of  the  cardial  mecha- 
nism, the  vestibular  sphincter  is  called  up>on  to  take 
over,  and  may  respond  with  work  hypertrophy.  In 
time,  it  too  becomes  insufficient  with  free  reflux.  The 
hiatal  muscular  sling,  while  not  of  prime  importance, 
is  useful  mainly  in  maintaining  the  cardial  elements 
below  the  diaphragm  where  they  must  remain  for 
proper  functioning,  and  is  especially  operative  at 
those  times  when  cardial  elevation  is  most  likely  such 
as  increased  pressure  differential.  The  main  mech- 
anism for  keeping  the  cardial  region  below  the 


Fig.  16.  A.  Frank  sliding  hernia.  B.  Saturn’s  ring.  Valsalva  maneuver. 
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diaphragm,  however,  is  the  phrenoesophageal  mem- 
brane. 

IX.  CAUSES  OF  FAILURE  OF  DECM 

1.  Regurgitation  may  be  completely  normal  in 
the  infant®’^*,  especially  when  he  is  lying  supine  with 
the  cardial  region  below  the  level  of  the  gastric 
contents.  It  is  strange  that  the  question  of  normalcy 
should  ever  have  arisen.  Studies  using  cineradiog- 
raphy with  image  amplification  have  shown  a dif- 
ferent pattern  of  emptying  mechanics  in  the  lower 
esophagus  in  infants  as  compared  with  older  sub- 
jects, and  this  has  been  ascribed  to  a more  primitive 
intramural  reflex  as  compared  with  the  better  devel- 
oped arc  depending  on  the  intact  vagus  in  the  older 
ages  groups. This  regurgitation  of  infants  (chala- 
sia)  treated  by  simple  elevation  of  the  patient  fol- 
lowing feeding  has  a good  outlook.  However,  regur- 
gitation continues  in  some,  with  the  production  of 
esophagitis,  bleeding,  stricture  and  perforation. 2-® 
Probably  most  of  these  patients  represent  something 
more  serious  than  failure  of  the  swallowing  reflex 
to  mature,  such  as  sliding  hernia  and  congenitally 
short  esophagus.  It  is  difficult  to  separate  chalasia, 
hernia,  and  congenitally  short  esophagus,  on  the 
basis  of  the  radiologic  examination. 

The  French  school  refers  to  the  condition  of 
“malposition-cardiotuberositaire”®’®^’®^,  due  to  faulty 
fixation  of  the  cardial  region  beneath  the  diaphragm 
especially  because  of  poorly  developed  or  absent 
phrenoesophageal  membrane  and  poorly  developed 
hiatal  muscular  ring.  Indeed,  the  esophagus  and 
aorta  may  have  a common  opening.  The  cardial 
region  is  patent  resembling  an  inverted  funnel.  The 
magenblase  is  diminished,  or  absent,  and  the  angle 
of  His  is  wide.  Reflux  is  present,  but  its  absence 
should  not  invalidate  the  diagnosis.  Surgical  treat- 
ment is  based  principally  on  restoring  the  angle  of 
His,  with  supplementary  measures  of  fixing  the 
fundus  to  the  diaphragm  and  reconstructing  the 
hiatus.  Care  should  be  taken  in  any  estimation  of 
the  angle  of  His,  in  my  opinion,  because  determina- 
tion should  be  made  only  when  the  plane  of  entry 
of  esophagus  into  stomach  is  at  right  angles  to  the 
incident  ray  and  parallel  to  the  film. 

Another  cause  for  failure  of  the  DECM  in  infancy 
is  a congenitally  short  esophagus.  Statements  that 
this  condition  probably  does  not  exist  are  not  ac- 
ceptable, although  the  condition  is  not  common.  It 
is  usually  considered  a type  of  hiatal  hernia  but 
this  is  incorrect,  and  the  treatment  based  on  such 
a conclusion  can  lead  to  disaster.®  It  is  no  hernia 


because  the  esophagogastric  junction  never  was  below 
the  diaphragm.  Positive  diagnosis  is  possible  only 
by  the  surgical  determination  that  the  blood  supply 
of  the  distal  esophageal  reaches  arises  directly  from 
the  thoracic  aorta,  rather  than  from  the  displaced 
left  gastric  artery.  However,  suspicion  of  the  con- 
dition may  be  offered  by  the  endoscopic  finding  of 
unusually  proximal  extension  of  the  gastric  mucosa 
in  the  distal  gullet.  Certainly  the  radiologic  diag- 
nosis is  of  limited  value®^:  the  finding  of  short 
esophagus  proves  usually  to  be  an  esophagus  of 
normal  length  which  is  easily  replaced  below  the 
diaphragm,  the  shortness  being  due  to  the  action  of 
the  longitudinal  muscle  in  taking  up  the  slack.  The 
gastric  mucosa  in  the  gullet  should  not  be  called 
ectopic:  true  ectopic  mucosa  usually  presents  as 
islets  in  the  proximal  esophagus.^  The  gastric-lined 
gullets  may  distend,  and,  at  least  in  older  patients, 
have  a characteristic  doubly  constricted  appearance.®® 

2.  The  most  important  cause  for  failure  of  the 
DECM  is  displacement  of  the  cardial  region  above 
the  diaphragm,  sliding  hernia.  The  fundamental 
factors  allowing  this  displacement  are  congenital  or 
acquired  weakness  of  the  cardial  fixing  elements  and 
the  muscular  sling  of  the  hiatus,  and  atrophy  of  the 
supporting  tissue  within  the  hiatus,  abetted  by  those 
states  that  predispose  to  increased  pressure  differen- 
tial between  the  peritoneal  and  pleural  cavities, 
such  as  obesity,  tumor,  pregnancy,  etc.  Intrathoracic 
factors  are  not  well  defined,  but  mediastinal  dis- 
placement®^ and  pleural  scarring^®  may  play  a role. 
The  opinion  is  commonly  expressed  that  primary 
esophagitis  with  its  spasm  and  scarring  will  initiate 
the  sliding  hernia.^®’®®-®^  This  must  be  exceptional^; 
note  that  the  intense  esophageal  spasm  and  scarring 
following  ingestion  of  caustics  do  not  cause  hernia. 

3.  Failure  of  the  DECM  without  sliding  hernia. 
This  has  already  been  discussed  as  a frequent  finding 
in  otherwise  normal  infants,  and  is  common  in 
healthy  adults  as  well.^^  Indeed,  the  surreptitious 
intra-  and  postprandial  belch  is  so  common  as  to 
escape  notice  (except  by  others).  Water-brash  is 
almost  as  common  especially  following  a large 
meal.  Dyspepsia  in  pregnancy,  even  without  hiatal 
hernia,  is  common.  It  is  identical  to  that  resulting 
from  reflux  and  must  be  due  to  it:  heartburn,  flatu- 
lence and  postural  regurgitation.  One  or  more  of 
the  following  factors  are  present  in  the  failed  DECM : 
change  in  posture,  gastric  distention,  diminished 
peritoneal  capacity,  swallowing,  and  diminution  of 
the  cardial  angle  occurring  during  the  respiratory 
cycle.  The  DECM,  therefore,  would  be  most  likely 
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to  fail  under  the  following  circumstances:  a fat  per- 
son bending  over  after  a big  meal,  shortly  after 
swallowing,  and  in  inspiration.  These  factors  are 
concerned  in  all  cases  of  clinical  regurgitation, 
whether  a sliding  hernia  is  present  or  not.  Hiatal 
hernia  is  found  in  only  a minority  of  cases  of  clin- 
ical regurgitation'*^,  but  probably  most  of  the  cases 
that  progress  to  chronic  esophagitis  are  associated 
with  hernia. 

The  cause  for  the  failure  of  the  DECM  following 
a poorl}'  tolerated  food  or  associated  with  biliary 
or  {jeptic  disease  is  not  certain;  it  is  possible  that 
under  these  circumstances  there  is  pylorospasm  with 
an  active  increase  in  gastric  pressure.'*'* 

X.  EFFECTS  OF  THE  FAILURE  OF 
THE  DECM 

Reflu.x  of  gastric  contents  into  the  esophagus  may 
produce,  in  some  patients,  esophagitis.  There  are 
all  degrees  of  severity  ranging  from  slight  reddening 
of  the  mucosa  to  ulceration,  scarring,  periesophageal 
induration,  stricture  and  perforation.  The  esopha- 
goscopic  impression  of  the  intensity  of  the  reaction 
may  be  much  less  than  the  actual  findings.*"  Not 
all  patients  with  reflu.x  present  esophagitis.  Many 
factors  must  be  involved:  a fundamental  “ulcer  dia- 
thesis” has  been  assumed  by  some.  There  is  no  rela- 
tion between  the  esophagitis  and  the  degree  of  gastric 
acidit)-*",  esophagitis  being  found  even  with  achlor- 
hydria. It  is  likely  that  the  products  of  digestion 
and  components  of  gastric  secretion  other  than  acid 
play  a role.  The  quantity  and  chemical  constitution 
of  the  saliva  and  the  esophageal  secretions  may  be 
of  significance.  That  the  cause  of  esophagitis  is  not 
solved  is  indicated  by  the  charming  account  of  a 
lady  life-long  ruminator,  who,  as  a young  girl  sing- 
ing in  the  choir  fifty  years  before,  would  ensconce 
her  toffy  in  her  stomach  while  she  sang  a hymn,  only 
to  produce  it  later  to  enjoy  it  at  her  leisure.* 

There  are  two  tyi)es  of  ulceration  in  esophagitis: 
peptic  erosion  of  the  inflamed  edematous  squamous 
mucosa  of  the  esophagus,  and  true  peptic  ulcer 
occurring  on  the  gastric  side  of  the  esophagogastric 
junction.  Being  gastric  mucosa,  it  is  heir  to  all  the 
diseases  of  the  stomach,  including  cancer.  Roth 
types  of  ulcer  may  occur  at  the  same  time.  It  has 
been  suggested  that  gastric  ulcers  may  result  from 
chronic  contact  of  gastric  juice  upon  the  gastric  end 
of  longitudinal  mucosal  rents  that  cross  the  esopha- 
gogastric junction  (Mallor\'-\Veiss  syndrome),  this 
occurring  only  in  the  presence  of  a hiatal  hernia.^* 

It  would  api>ear  that  conditions  of  stricture  and 


spasm  in  the  lower  esophagus  at  times  may  initiate 
and  propagate  esophagitis  and  ulceration  by  virtue 
of  stagnation.  Certainly,  the  ulceration  of  achalasia 
can  be  explained  thus.  Even  the  hiatal  muscle  sling 
has  been  implicated  as  an  obstructing  agent  in  hiatal 
hernia,  and  the  beneficial  effects  of  phrenicotomy 
have  been  e.xplained  by  rela.xing  the  hiatus,  and 
relieving  the  stagnation  of  gastric  contents  proximal 
to  it.“* 

XI.  HIATAL  HERNIA 

Although  numerous  excellent  discussions  of  the 
pathology,  clinical  picture  and  treatment  are  avail- 
able*’---^®’*-,  certain  features  merit  emphasis. 

1.  Sliding  hernia.  The  term  “sliding”  has  a def- 
inite surgical  meaning*^’®* : one  side  of  the  hernial 
sac  is  composed  of  the  viscus  itself.  The  usual, 
and  incorrect,  connotation  of  the  term  is  easy  re- 
ducibility.  Indeed,  these  hernias  as  encountered 
surgically  are  fixed:  if  anything  is  sliding,  it  is 
the  barium  of  the  radiologic  examination.*®  Cer- 
tainly some  hernias  encountered  radiologically*,  es- 
pecially in  children®®,  are  reducible.  In  the  sliding 
hernia,  the  cardial  region  is  retracted  upward,  its 
bare  spot  (devoid  of  peritoneum)  is  posterior,  the 
peritoneal  reflexion  being  anterior  and  on  both  sides 
but  ensheathing  no  viscera.®*  The  sliding  hernia  is 
commonly,  but  not  necessarily  (Fig.  7),  associated 
with  loss  of  the  cardial  angle,  which  is  an  important 
step  in  loss  of  the  DECM.  The  thickened  companion 
shadow  (Fig.  7)  must  be  due  to  the  thicker  peri- 
cardial stomach  and  the  peritoneal  reflexion. 

The  pathologic  anatomy  of  the  hernia  itself  is 
not  so  important  as  the  physiologic  defect  of  loss 
of  the  DECM®®,  which  commonly  results  in  esoph- 
agitis. Esophagoscopy  is  important  not  only  to 
confirm  the  presence  of  esophagitis,  but  also  to  ex- 
clude an  associated  malignancy,  which  probably 
caused  the  defect  in  the  DECM,  rather  than  the 
chronically  inflamed  mucosa  causing  the  malig- 
nancy.®®’®® Any  radiologic  diagnosis  of  esophagitis 
should  be  confirmed  with  esophagoscopy  since  a 
physiologically  unimportant  hernia  may  draw  atten- 
tion away  from  the  offending  organ. 

It  should  be  of  prime  concern  to  the  radiologist 
to  demonstrate  reflux.  Reflux  demonstrated  radio- 
logically  without  hernia  is  unusual.®*’®®’®®  Many 
maneuvers  have  been  recommended : the  simple  Val- 
salva test,  straight  leg  raising  with  the  patient  supine, 
bending  over  to  touch  the  floor  with  the  patient 
upright  and  side-wise  to  the  fluoroscopic  screen,  and 
a small  pillow  under  the  epigastrium  with  the  patient 
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prone,  being  as  good  as  anyd'**^^  Demonstration  may 
be  whimsical,  even  dependent  on  the  cooperation  of 
the  patient.®® 

2.  Paraesophageal  hernia.  There  are  several  fun- 
damental differences  between  this  and  sliding  hernia. 
The  hernia  is  completely  covered  on  all  sides  with 
peritoneum,  and  is  said  to  occur  in  a preformed  sac, 
probably  a derivative  of  the  non-obliterated  right 
pneumato-enteric  recess.®  It  has  been  stated  that 
the  actual  herniation  is  through  the  muscular  rim 
of  the  hiatus®^,  a parahiatal,  rather  than  paraeso- 
phageal hernia,  since  some  muscle  fibers  are  present 
between  the  true  hiatus  and  the  hernia.  This  has 
been  doubted. ®>®’-  Whereas  the  pericardial  portions 
of  the  stomach  are  involved  in  the  sliding  hernia 
(hence,  the  alternative  terms  of  axial  and  concen- 
tric), the  region  of  the  greater  curvature  is  involved 
in  the  paraesophageal  type.  These  portions  “roll”  up 
into  the  sac,  the  greater  curvature  now  being  most 
cephalic  and  the  pericardial  portions  remaining  in 
situ.  The  alternative  name,  rolling  hernia,  should 
be  avoided  because  ambiguity  has  already  appeared.® 
The  greajter  curvature  drags  its  attached  gastrocolic 
ligament  into  the  sac.  Rarely,  another  viscus  may  be 
present  with  the  stomach  in  the  hernial  sac,  or  even 
wdthout  the  stomach.® 

The  clinical  picture,  as  opposed  to  the  esophagitis 
accompanying  the  sliding  variety,  is  dependent  pri- 
marily on  the  space-occupying  mass,  and  may  be 
dominated  by  cardio-respiratory  or  gastrointestinal 
complaints,  including  bleeding.  The  bleeding  may 
originate  from  ulceration  or  possibly  circulatory 
changes  within  the  herniated  portion.  Strangulation 
is  an  unusual  occurrence  and  may  defy  radiologic 
demonstration.  There  is  no  reflux,  and  the  cardial 
region  remains  intact  below  the  diaphragm. 

3.  Mixed  hernias.  These  are  not  w'ell-defined, 
and  include  hernias  with  features  of  the  two  groups 
described  above. 

Although  the  value  of  radiolog)'  in  the  diagnosis 
of  hiatal  hernias  should  not  be  minimized,  surgical 
visualization  is  needed  for  complete  and  positive 
identification  as  to  type.®®’®^ 

XII.  RATIONAL  RADIOLOGIC 
CLASSIFICATION 

The  following  radiologic  classification  of  hiatal 
hernia  has  merit. 

A.  Cardial  incisura  lost,  and  above  diaphragm 
(sliding  hernia). 

The  DECM  disturbed  or  lost.  Reflux  present 
or  imminent. 


B.  Cardial  incisura  preserved. 

1.  Incisura  below  diaphragm  (paraesopha- 
geal hernia). 

DECM  preserved.  No  reflux. 

2.  Incisura  above  diaphragm  (mixed  hernia). 
Reflux  possible. 

This  classification  depends  primarily  on  the  po- 
sition of  the  cardial  region  which  is  the  determining 
factor  in  the  production  of  reflux. 


Note:  Special  thanks  are  due  Dr.  Donald  King, 
Richmond  Memorial  Hospital,  Richmond,  for  his 
kindness  in  furnishing  the  stratigraphy,  upon  w'hich 
Fig.  12  is  based. 
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Exhibit  of  Rare  Medical  Books 


The  Medical  School  Library  of  the  University  of 
Virginia  is  exhibiting  a few  of  the  rare  medical 
books  which  were  given  to  the  University  Libraries 
some  time  ago  by  Dr.  Stephen  H.  Watts.  These  are 
among  the  oldest  medical  books  owned  by  the  Uni- 
versity Libraries  and  are  usually  locked  up  in  the 
Rare  Book  Room  of  Alderman  Library.  The  ex- 
hibit, installed  March  23d,  will  be  shown  through 
June. 

Dr.  Watts,  whose  portrait  hangs  in  the  Medical 
Library,  was  a former  professor  of  Surgery  in  the 
University  of  Virginia  School  of  Medicine.  He 
trained  under  Dr.  William  Stewart  Halsted  at  Johns 
Hopkins  University  School  of  Medicine.  Dr.  Watts 
endowed  the  chair  of  surgery  which  now  carries 
his  name  at  the  University  of  Virginia  School  of 
Medicine.  He  also  set  aside  an  endowment  for  the 
Medical  School  Library  at  this  University. 


The  oldest  material  to  be  shown  in  the  exhibit  are 
two  volumes  of  the  1550-51  edition  of  Galen’s  Om- 
nia quae  extant  opera,  printed  in  Venice.  The  1555 
edition  of  Vesalius’  Imperatoris  medici  de  huntani 
corporis  fabrica  libri  septem  is  also  shown. 

The  exhibit  also  shows  Fallopius’  La  chirurgia, 
Venice  1647.  This  is  the  man  for  whom  the  Fal- 
lopian tubes  were  named.  He  w'as  a versatile  writer 
on  surgery,  syphilis,  mineral  waters  and  other  sub- 
jects. 

Space  is  limited  in  the  exhibit  cases.  Therefore, 
the  only  other  book  shown  at  this  time  from  many 
given  by  Dr.  Watts  is  William  Harvey’s  Exercita- 
tiones  de  generatione  animalium  of  1680. 

The  jMedical  School  Library  is  fortunate  in  hav- 
ing such  rare  and  interesting  books  from  the  early 
history  of  medicine. 
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Vertigo  of  Central  Origin 


HIS  DISCUSSION  is  concerned  with  the  dif- 
ferentiation of  vertiginous  lesions  of  central  and 
peripheral  origin  and  a consideration  of  some  aspects 
of  vertigo  arising  from  lesions  within  the  central 
nervous  S3'stem.  Recent  advances  in  neuro-otology, 
including  an  accumulation  of  a substantial  body  of 
clinico-pathological  and  experimental  evidence,  have 
helped  materially  in  localizing  diseases  along  the 
vestibular  pathways.  Improved  techniciues  in  the 
caloric,  rotatory  and  galvanic  vestibular  tests  and 
in  pure  tone  and  speech  audiometry  have  given  us 
a better  understanding  of  the  puzzling  and  ofttimes 
bewildering  symptom  of  vertigo. 

When  vertigo  of  central  origin  is  suspected  these 
tests  furnish  means  of  localizing  peripheral  lesions 
in  the  labyrinth  and  along  the  vestibular  nerve,  or 
in  themselves,  may  localize  a centrally  placed  lesion. 
They  assist  in  interpreting  the  findings  of  the  neuro- 
logical examination  and  ancillary  studies  such  as 
electroencephalography  and  angiography. 

In  recent  years  increased  interest  has  been  shown 
in  the  pathogenesis  and  treatment  of  cerebrovascular 
disease.  This  is  a result  of  new  concepts  of  therapy 
and  a change  in  the  heretofore  hopeless  attitude 
toward  cerebral  thrombosis.  When  the  vertebral- 
basilar  system  is  involved,  vertigo  often  constitutes 
an  important  symptom.  The  symptom  complex  of 
vertebral-basilar  arterial  insufficiency  can  be  recog- 
nized as  an  impending  or  actual  thrombosis,  and 
prompt  surgical,  anticoagulant  or  possibly  enzymic 
therap)'  can  be  instituted.  The  classic  symptoma- 
tology of  major  vessel  thrombosis  is  of  course  well 
known  to  you.  However  in  the  case  of  “little  strokes'’ 
the  vertigo  may  be  transient  and  unaccompanied  by 
any  other  recognizable  cerebral  signs  or  symptoms. 
If  the  labyrinth  is  found  to  be  within  normal  limits, 
attention  can  be  focused  on  a central  mechanism 
and  an  awareness  of  the  possibility  of  cerebrovas- 
cular insufficiency  will  give  the  physician  a firmer 
basis  for  successful  management. 

PERIPHERAL  VERTIGO 

Most  cases  of  vertigo  are  caused  by  disturbances 
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of  the  peripheral  vestibular  pathway,  which  is  gen- 
erally considered  to  extend  from  the  end  organ,  along 
the  vestibular  nerve  up  to  and  including  the  ves- 
tibular nuclei  in  the  brain  stem.  In  otological  prac- 
tice, according  to  Cawthorne,  less  than  10%  of  cases 
of  vertigo  are  of  central  origin;  in  general  practice 
this  incidence  is  greater.  In  as  much  as  the  diagnosis 
of  vertigo  of  central  origin  is  sometimes  made  by 
exclusion,  a knowledge  of  the  recent  concepts  of 
peripheral  vestibular  tract  disease  is  necessary.  For- 
tunately the  diagnosis  of  peripheral  types  of  vertigo 
is  fairly  definite.  The  current  trend^  in  classifying 
the  organic  diseases  of  the  labyrinth  and  eighth  nerve 
system  is  illustrated  in  Fig.  1.  These  diseases  are 
identified  by  the  character  and  course  of  the  vertigo, 
the  resjwnse  to  caloric  stimulation,  the  response  to 
pure  tone  and  speech  audiometry,  and  the  presence 
or  absence  of  loudness  recruitment.  The  qualitative 
caloric  test  of  Hallpike  is  still  being  evaluated.  Ab- 
normal responses  to  this  test,  using  the  finding  of 
canal  paresis  and  directional  preponderance,  cor- 
rectly interpreted,  can  help  identify  peripheral  le- 
sions as  well  as  lesions  within  the  cerebral  hemi- 
sphere or  the  Irrain  stem.  Improvements  in  techniques 
of  nystagmus  recording  and  in  rotational  tests  using 
minimal  stimulation  (cupulometry)  refine  these  diag- 
nostic methods,  and  may  aid  in  understanding,  for 
instance,  the  disorders  of  the  utricle.  The  galvanic 
tests  is  considered  by  some  investigators  to  distin- 
guish between  a lesion  in  the  sensory  end  organ,  one 
in  the  neurone,  or  one  in  the  vestibular  nuclei  in  the 
brain  stem.  The  value  of  the  tests  for  optokinetic 
nystagmus  is  still  under  investigation.  Abnormal 
response  to  this  test  is  said  to  be  helpful  in  the 
diagnosis  of  cerebral  lesions,  in  particular  neoplasms 
and  disseminated  sclerosis. 

Little  mention  will  be  made  of  the  role  of  diseases 
of  the  middle  ear,  external  canal,  or  eustachian  tube 
in  the  causation  of  vertigo.  They  are  regarded,  as 
a rule,  not  as  significant  factors. 

I would  like  to  mention  briefly,  two  disorders  of 
the  peripheral  vestibular  tract,  vestibular  neuronitis 
and  postural  vertigo,  because  of  their  importance  in 
the  differential  diagnosis  of  vertigo  of  central  origin. 
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Fig.  1 

Aural  Vertigo 


Disease 

Meniere’s  Disease 


Vestibular  Neuronitis 


Postural  Vertigo 


Ce  rebel  lo-Pon  tine 
Angle  Lesion 


Labyrinthitis 

Perilabyrinthitis 

Labyrinthosis 


Etiology 

Endolymphatic  Hydrops 


A Toxic  or  Inflammatory  Lesion 
of  Vestibular  Neuron 

A Traumatic,  Low  Grade  Infection 
Or  Vascular  Occlusion  of  Otolith 
Apparatus?  Or  of  Central  Origin 


Acoustic  Tumor 

Arachnoiditis 

Meningioma 


Toxic:  Drugs-Systemic  Foci 
Traumatic:  Fracture — Concussion 
Post  Operative 

Vascular:  Thrombosis — Embolism 
Ischemia — Hemorrhage 
Temporal  Bone  Disease:  Infection 
Tumor — Cholestheatoma 
Motion  Sickness 
Allergy 

Epidemic  Labyrinthitis 
Mumps — Encephalitis — Herpes 


Characteristics 
Episodic  Vertigo  with  Tinnitus 
Fluctuating  Deafness 
Poor  Discrimination  Score 
Recruitment — Abnormal  Caloric  Test 
Acute  Vertigo — Spontaneous  Nystagmus 
Abnormal  Caloric  Test — High  Sed  Rate 
Absent  Auditory  and  Neurologic  Signs 
Vertigo  on  Change  of  Head  Position 
Positive  Postural  Test 
Positional  Nystagmus 
Caloric  Test  Often  Normal 
Cochlea  Negative 

Early  Loss  of  Hearing  and  Caloric  Reaction 
Tinnitus — Vertigo  Sometimes — Nystagmus 
Absent  Corneal  Reflex 
No  Recruitment 

Facial  Paralysis  and  Choked  Disc  Late 
Positive  X-ray  for  Bone  Erosion 
Vertigo  and  Nystagmus  Usually  Severe 
Tinnitus 

Deafness — Conductive  or  Perceptive 
Depending  on  Cause 


VESTIBULAR  NEURONITIS 

Vestibular  neuronitis  resembles  Meniere’s  disease, 
the  most  common  disease  of  the  labyrinth.  The  con- 
dition is  characterized  by  attacks  of  paroxysmal  ver- 
tigo and  nystagmus,  which  initially  may  be  quite 
marked.  The  significant  differential  factor  is  the 
normal  cochlear  function.  This  entity  then  is  recog- 
nized by  the  normal  audiogram,  the  absence  of 
neurological  signs  implicating  the  central  nervous 
system,  and  the  abnormality  of  the  caloric  test. 
Vestibular  neuronitis  is  considered  a benign  inflam- 
matory process  of  uncertain  etiology;  concurrent 
infective  disease  elsewhere  in  the  body  is  frequently 
present.  ITe  location  of  the  lesion  is  probably  in 
Scarpa’s  ganglion  or  in  the  neuron  as  far  centrally 
as  the  vestibular  nuclei.  The  electroencephalogram 
and  cerebrospinal  fluid  has  been  found  to  be  normal. 
I'he  acute  stage  lasts  for  days  to  several  weeks; 
a feeling  of  unsteadiness  and  minor  dizzy  sensa- 
tions may  continue  for  a month  or  two. 

The  acute  phase  of  neuronitis  may  reseml)le  the 
acute  fulminating  vertigo  of  herpes  zoster  oticus  and 
other  neurotrophic  virus  diseases  affecting  the  eighth 
nerve.  In  herpes  oticus  the  cochlear  nerve  is  usually 
involved,  a vesicular  eruption  in  the  geniculate  zoster 
area  is  present,  and  an  increase  in  the  cell  count 
and  protein  in  the  cerebrospinal  fluid  is  found. 


POSTURAL  VERTIGO 

The  comjflaint  of  dizziness  on  change  of  position 
of  the  head  or  body  is  a very  common  one  and  may 
accompany  many  well  organized,  traumatic,  vascular, 
neoplastic,  degenerative  and  viral  diseases  of  the 
brain  and  labyrinth.  The  demonstration  of  posi- 
tional nystagmus  in  cases  of  postural  vertigo  identi- 
fies an  entity  now  recognized  as  postural  vertigo. 
By  the  use  of  the  postural  test,  to  elicit  positional 
nystagmus,  as  outlined  by  Cawthorne,  and  based  on 
the  nature  of  the  response,  the  characteristics  of  a 
peripheral  and  central  lesion  can  be  shown.  Caw- 
thorne- found  in  a series  of  127  cases  of  positional 
nystagmus  that  10%  were  associated  with  central 
nervous  system  disease,  brain  tumor,  brain  ab- 
scess, multiple  sclerosis,  and  cerebrovascular  dis- 
ease, and  90%  were  of  labyrinthine  origin.  Hall- 
pike^  prefers  to  describe  this  entity  as  “positional 
nystagmus  of  the  benign  paroxysmal  type”  due  to  a 
“lesion  resulting  from  trauma,  low  grade  infection 
or  vascular  occlusion  affecting  the  otolith  apparatus”. 
Hallpike  found  abnormal  response  to  the  caloric 
test  in  100%  of  his  cases.  Lindsay  has  written 
that  in  most  cases  of  postural  vertigo  it  is  difficult 
to  assign  a definite  etiology  or  a precise  localization. 
In  the  older  age  group  the  symptom  is  due  to  cir- 
culatory inadequacy.  In  the  functional  group  the 
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cause  may  vary  from  syncope  to  the  hyperventilation 
syndrome. 

Postural  vertigo  can  then  be  considered  a benign 
disease,  usually  of  labyrinthine  origin;  the  cause  of 
the  disturbance  is  often  vascular  and  the  trend  in 
current  treatment  is  in  this  direction.  Cranial  trauma, 
infections  elsewhere  in  the  body,  allergic  reactions 
to  drugs  and  other  substances,  and  systemic  disease 
are  all  etiologic  factors  to  be  considered. 

Postural  vertigo  may  occur  as  an  early  symptom 
in  multiple  sclerosis  and  posterior  fossa  tumors. 
Observation  of  the  progressive  nature  of  the  disease, 
the  presence  of  associated  neurologic  signs  or  symp- 
toms, and  positive  postural  tests  for  positional  nystag- 
mus of  the  central  type  alert  the  clinician  to  the 
correct  diagnosis. 

Lindsay^  has  also  reviewed  some  cases  of  acute 
vertigo  of  sudden  onset;  the  acute  symptoms  grad- 
ually subside  but  often  postural  vertigo  continues 
for  months  or  years  afterwards.  His  explanation 
for  this  situation  is  a unilateral  partial  loss  of  ves- 
tibular function  due  probably  to  a peripheral  vas- 
cular occlusion. 

CENTRAL  VERTIGO 

Vertigo  of  central  origin  may  arise  from  many 
disorders  of  the  brain  stem  or  disease  processes  in- 
volving the  ascending  and  descending  vestibular 
pathways.  It  is  most  often  a posterior  fossa  lesion, 
and  only  occasionally  one  above  the  tentorium.  With 
few  exceptions  the  vertigo  of  central  lesions  is  not 
severe.  The  dizziness  may  be  constant  or  transitory; 
if  constant  it  tends  in  time  to  increase  in  intensity 
as  contrasted  to  peripheral  vertigo  which  gradually 
subsides  spontaneously.  If  vertigo  is  associated  with 
loss  of  consciousness,  diplopia,  sensory  or  motor 
disturbances,  incoordination  of  movement,  persistent 
spontaneous  nystagmus,  blurred  vision  or  visual 
field  defect,  a centrally  located  lesion  is  probable. 
The  presence  of  cranial  nerve  paralysis,  increased 
intracranial  pressure  and  other  positive  evidence  of 
neurologic  deficit,  together  with  the  findings  on 
encephalography  and  other  aids  in  the  neurologic 
study,  will  help  establish  the  nature  and  site  of  the 
disease.  Acute  remittent  vertigo  is  most  often  of 
peripheral  origin. 

In  the  case  of  the  transient  vertigo,  often  asso- 
ciated with  change  of  position  of  the  head  or  body, 
tlie  problem  is  more  difficult.  In  the  elderly  indi- 
vidual it  is  associated  with  cerebral  arteriosclerosis 
and  hypertension,  and  is  attributed  to  circulatory- 
insufficiency.  In  this  type  of  vertigo  the  examination 


of  the  peripheral  vestibular  mechanism  is  often  nor- 
mal; some  degree  of  deafness  may  be  present  but 
the  audiometric  studies  will  likely  show  the  graph 
of  presbyacusis  or  acoustic  trauma. 

Sudden  violent  vertigo  of  central  origin  is  due  to 
vascular  occlusion  of  a major  cerebral  vessel.  The 
symptomatology  of  thrombosis  of  the  posterior  inferi- 
or cerebellar  artery  consists  of  an  acute  vertiginous 
crisis  accompanied  by  dysarthria,  laryngeal  paraly- 
sis, sensory  disturbances  of  the  face,  loss  of  pain 
and  temp>erature  appreciation  on  the  opposite  side  of 
the  body,  cerebellar  ataxia,  and  Horner’s  sign.  In 
a young  person  severe  persistent  vertigo,  unasso- 
ciated with  auditory  symptoms,  is  suggestive  of 
multiple  sclerosis  involving  the  brain  stem.  The 
syndrome  described  by  Bruno — paroxysmal  vertigo, 
headache  and  vomiting,  all  on  change  of  position 
of  the  head — is  due  to  a lesion  in  the  region  of  the 
fourth  ventricle.  Patients  with  this  syndrome  exhibit 
a head  splinting,  and  they  attempt  to  move  their  body 
and  head  as  a unit. 

Sir  Charles  Symonds^  has  written  on  some  of  the 
characteristics  of  vertigo  of  central  origin.  He  states 
that  lesions  of  the  vestibular  nuclei  and  their  con- 
nections in  the  brain  stem  are  distinguished  by  asso- 
ciated damage  to  the  neighboring  nuclei  and  tracts 
and  by  the  tempo  of  the  lesion.  In  the  case  of  the 
acute  lesion  such  as  a vascular  occlusion,  the  severe 
initial  symptoms  are  followed  by  slow  incomplete 
recoverv  but  the  nystagmus  persists.  In  labyrinthine 
disease  the  nystagmus  is  absent  except  during  vertigo. 

S}-monds  also  states  that  acute  vertigo  is  rare  in 
cerebellar  disease.  Usually  chronic  persistent  ver- 
tigo with  incoordination  is  present.  The  midline 
cerebellar  lesions  present  an  ataxic  gait  with  a con- 
tinuous sense  of  unsteadiness.  Increased  intracranial 
pressure,  especially  from  infratentorial  lesions,  may 
cause  vertigo  of  the  paroxysmal  type  due  to  pressure 
on  the  blood  supply  to  the  vestibular  nuclei. 

The  symptoms  of  indefinite  or  vague  vertigo  in 
the  adult  patient  may  be  of  systemic  origin  (Fig.  2). 
The  diagnosis  is  based  on  the  findings  of  the  general 
physical  examination. 

NYSTAGMUS 

The  presence  of  spontaneous  nystagmus,  or  in- 
duced vestibular  nystagmus  of  abnormal  types,  is 
a significant  clue  in  the  diagnosis  of  vertigo  of  cen- 
tral origin,  especially  in  posterior  fossa  lesions. 
Spontaneous  nystagmus  due  to  a peripheral  lesion 
is  intense  and  limited  in  duration  to  a few  weeks 
by  compensator}-  mechanisms;  if  the  nystagmus  is 
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mild  and  prolonged  beyond  that  time  a central  lesion 
should  be  suspected.  Nystagmus  without  vertigo  is 
of  ocular,  cerebellar  or  brain  stem  origin.  Vertical 
oblique  nystagmus  indicates  a central  lesion,  usually 
in  the  cerebellum  or  in  the  brain  stem.  Spontaneous 
falling  in  the  direction  of  the  fast  component  of 
the  nystagmus  is  indicative  of  central  origin;  the 
opposite  is  true  of  peripheral  disease.  A spontaneous 
nystagmus  to  one  side,  together  with  a non-reactive 
labyrinth  on  the  same  side  is  suggestive  of  an  intra- 


of  the  vestibular  root  he  falls  toward  the  side  of 
the  lesion.” 

MULTIPLE  SCLEROSIS 
Vertigo  in  multiple  sclerosis  is  transient  and 
evanescent,  but  is  said  to  be  initially  severe  in  7% 
of  the  cases.  In  a series  studied  by  Phillips’^  vertigo 
was  found  to  occur  in  35%  of  the  patients.  The 
otologic  symptoms  of  deafness  and  tinnitus  are  occa- 
sionally present.  The  diagnosis  is  based  on  the  major 


Fig.  2 

Systemic  Causes  of  Vertigo 

Stokes — Adams  Syndrome  and  Other  Cardiac  Arrhythmias  Air  Emho'ism 
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cranial  lesion.  A non  responsive  vestibular  test  in 
the  presence  of  good  hearing  is  indicative  of  cen- 
trally placed  lesion.  The  tests  for  optokinetic  nystag- 
mus induced  by  rotating  drum  of  Barany  are  of 
value  in  the  diagnosis  of  intracranial  lesions.  Caw- 
thorne^  and  his  associates  have  shown  that  this 
test  is  of  localizing  value  not  only  in  cortical  lesions 
in  the  region  of  the  supramarginal  and  angular  gyri, 
but  also  in  “organic  lesions  involving  the  optokinetic 
[lathways  at  lower  levels  within  the  brain  stem,  in 
particular  intramedullary  neoplasm  and  dissemi- 
nated sclerosis”. 

The  intricate  network  of  connections  of  the  ves- 
tibular centers  with  the  eye  muscle  nuclei,  the  cortico 
and  cerebello- vestibular  pathways,  and  the  vestibulo- 
spinal tract  have,  in  general,  been  proved  experi- 
mentally, and  the  clinical  characteristics  of  irritative 
or  destructive  lesions  involving  these  structures  can 
be  recognized.  Crosby®  w'rites,  “The  fact  that  ny- 
stagmus is  being  elicited  from  a central  vestibular 
rather  than  a peripheral  lesion  is  determined  by 
noting  the  accompanying  signs  or  symptoms.  For 
example,  the  vertical  nystagmus  elicitable  from  either 
superior  vestibular  nucleus  may  be  accompanied  by 
a facial  weakness  since  the  facial  root  passes  along 
the  medial  side  of  this  nucleus  as  it  descends  toward 
its  level  of  emergence  from  the  brain,  or  by  loss  of 
sweating  on  the  same  side  of  the  face  since  the  brain 
tract,  the  lateral  reticulo-spinal  tract,  related  to  such 
sweating  lies  not  far  ventral  to  the  superior  ves- 
tibular nucleus.  With  involvements  of  the  lateral 
vestibular  nucleus  producing  destruction  of  the  ven- 
trolateral vestibulo-spinal  tract,  the  patient  will  fall 
away  from  the  side  of  the  lesion,  although  in  section 
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neurologic  signs  of  disseminated  sclerosis  indicating 
involvement  of  various  parts  of  the  central  nervous 
system.  In  the  early  stages  of  the  disease  the  diag- 
nosis may  be  overlooked  if  vertigo,  nystagmus,  and 
disturbance  of  gait  and  balance  are  prominent  symp- 
toms. The  progressive  development  of  pyramidal 
tract  signs,  tremor,  sensory  disturbances,  and  the 
distinctive  ocular  manifestations  enables  a definite 
diagnosis. 

CEREBELLO-PONTINE  ANGLE  LESION 

Acoustic  neurofibromata  represent  7-10%  of  all 
brain  tumors,  and  are  an  ever  present  diagnostic 
possibility  when  deafness  and  vertigo  are  symptoms. 
The  syndrome  of  the  angle  lesion  is  well  established: 
early  loss  of  cochlear  and  vestibular  function,  loss 
of  corneal  sensation,  nystagmus,  headache,  and  later, 
facial  paresis,  signs  of  increased  intracranial  pres- 
sure, and  x-ray  evidence  of  bone  erosion.  The  loss 
of  hearing  is  of  the  perceptive  type  without  loudness 
recruitment. 

Acute  vertigo  is  an  unusual  symptom  in  angle 
tumors.  In  a series  of  150  cases  Brown*  found  35% 
of  his  patients  with  a complaint  of  dizziness,  light- 
headedness, or  postural  unbalance.  In  1 1 % of  the 
cases  true  vertiginous  symptoms  were  reported,  but 
in  only  3 out  of  150  patients  was  the  diagnosis  of 
Meniere’s  disease  considered.  The  characteristic 
neurologic  findings  definitely  pointed  to  the  correct 
diagnosis. 

EPILEPSY 

Vertigo  constituting  an  introductory  aura  in  epi- 
lepsy has  been  described  in  as  many  as  20%  ot 
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seizure  cases.  Loss  of  consciousness,  which  is  rarely 
seen  in  labyrinthine  vertigo,  is  the  significant  factor. 
The  vertigo,  of  course,  is  not  present  after  the  return 
of  consciousness.  The  history  and  electroencephalo- 
graphic  report  decide  the  diagnosis.  In  this  regard 
mention  can  be  made  of  an  article  by  Pederson  and 
Jepsen^  who  described  cases  of  paroxysmal  vertigo 
as  an  epileptic  aura,  but  without  seizures.  Some  other 
characteristic  type  of  epileptic  seizure  develop>ed  at 
a later  date.  The  cochlear  function  was  normal  in 
all  cases. 

TUMORS 

The  symptom  of  vertigo  originating  from  tumors 
of  the  posterior  fossa  is  fairly  common.  In  a series 
of  158  patients  with  cerebellar  tumor,  GranP®  found 
vertigo  present  in  70  cases.  The  vertigo  in  this  situ- 
ation is  chronic,  progressive  and  persistent  and  asso- 
ciated with  nystagmus,  incoordination  of  movement, 
ataxia  and  headache.  Vertigo  of  cerebellar  origin 
is  most  likely  in  acute  lesions  as  thrombosis  of  the 
posterior  cerebellar  artery  or  cerebellar  tumors  which 
compress  or  invade  the  vestibular  nuclei.  The  dif- 
ferentiation of  vertigo  of  an  otogenic  cerebellar  ab- 
scess from  labyrinthitis  is  most  difficult.  The  ver- 
tigo of  tumors  of  the  fourth  ventricle  can  be  sudden 
in  onset  on  change  of  position  of  the  head.  Vertigo 
from  brain  stem  lesions  is  diagnosable  by  the  focal 
signs  of  the  area  involved.  The  task  of  identifying 
temporal  lobe  tumors  has  been  assisted  by  the  method 
of  caloric  testing  advocated  by  Hallpike  and  his 
associates  and  by  tests  for  auditory  discrimination. 
Bilateral  loss  of  labyrinthine  response  is  said  to 
indicate  mid  brain  tumors. 

V.\SCUL.\R  DISEASE 

The  importance  of  vertigo  in  diagnosing  vascular 
disease  of  the  posterior  fossa  cannot  be  over  empha- 
sized. Current  advances  in  knowledge  have  made 
it  possible  to  localize  vascular  lesions  within  the 
vestibular  nuclei  themselves.  The  lesions  above  or 
below  the  entr}-  of  the  eighth  nerve  present  different 
clinical  manifestations,  recognized  by  neurologic, 
audiometric  and  caloric  disturbances.  The  concept 
of  intermittent  insufficiency  of  the  vertebral-basilar 
arterial  system  and  thrombosis  of  the  basilar  arteix- 
is  less  well  known. This  syndrome  is  characterized 
by  episodic  attack  of  visual  dimness,  weakness  of 
the  limbs,  dysarthria,  dysphagia,  diplopia  and  ver- 
tigo. Between  attacks  the  patient  is  well  and  the 
neurological  examination  is  negative.  The  signifi- 
cance of  these  attacks  lies  in  the  recognition  of  these 


premonitory  symptoms,  however  mild,  as  a warning 
of  a possible  future  basilar  artery  thrombosis,  and 
appropriate  therapy  instituted.  A single  attack  may 
be  diagnostic  if  several  of  the  symptoms  of  the  syn- 
drome are  present  at  the  same  time.  Usually,  how- 
ever, the  pattern  of  periodic  return  of  one  or  more 
symptoms  over  a period  of  time  suggests  the  correct 
nature  of  the  disease. 

The  tendency  in  the  case  of  temporary,  vague  or 
indefinite  remittent  vertigo,  is  to  localize  the  dis- 
turbance in  the  benign  atmosphere  of  the  ear.  Close 
questioning  and  careful  examination  may  reveal  other 
posterior  fossa  signs  or  symptoms  or  on  the  other 
hand,  aural  symptoms.  The  problem  arises  when 
the  static  labyrinth  is  involved  without  symptoms 
indicating  a labyrinthine  dysfunction,  sometimes 
even  with  normal  cochlear  function  and  a normal 
response  to  caloric  stimulation.  In  this  stiuation  the 
patient  should  be  kept  under  observation  and  other 
characteristics  of  central  or  peripheral  localization 
may  develop  to  help  define  the  diagnosis. 

This  concept  provides  some  hope  in  the  preventive 
treatment  in  early  cerebrovascular  disease.  If  the 
transient  episodes  of  vertigo  and  vomiting  can  be 
localized  as  a central  lesion  before  the  stage  of 
infarction,  long  term  anticoagulant  or  other  methods 
of  treatment  will  provide  an  improved  prognosis. 

For  many  years  Alvarez^^  has  written  of  the  im- 
portance of  “little  strokes”.  Among  other  symptoms, 
a sudden  attack  of  dizziness,  nausea  and  vomiting 
constitute  an  important  part  of  this  syndrome.  A 
knowledge  of  many  facets  of  the  “small  stroke”  will 
save  the  patient  much  useless  and  misdirected  treat- 
ment. Greater  attention  should  be  paid  to  the  symp- 
toms of  momentary  confusion,  heaviness  or  numb 
feeling  of  the  extremities,  headache  and  defective 
memory  in  a patient  who  previously  enjoyed  good 
health  of  mind  and  body.  Sometimes  the  intense 
upsetting  symptom  of  vertigo  overshadows  other  sig- 
nificant symptoms  and  these  are  overlooked  by  phy- 
sician and  patient. 

ENXEPHALITIS— METAENCEPHALITIS 

Acute  encephalitis  of  the  pons  and  cerebellum^^*^'* 
is  an  unusual  and  interesting  entity,  of  clinical 
importance  in  the  differential  diagnosis  of  neoplasms 
of  the  brain  stem  and  acute  multiple  sclerosis.  Brain 
stem  encephalitis  is  a disease  of  unknown  cause, 
often  associated  with  upper  respiratory  infections. 
The  clinical  picture  is  that  of  neurologic  signs  and 
symptoms  localizing  the  disease  to  the  brain  stem. 
The  paretic  disturbances  of  the  cranial  nerves  from 
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the  third  to  the  twelfth  are  transient.  Vertiginous 
symptoms  are  present  in  over  half  of  the  cases.  The 
benign  course  of  the  disease  and  favorable  outcome 
confirm  the  diagnosis. 

EPIDEMIC  PAR-\LYTIC  VERTIGO 

Epidemic  paralytic  vertigo  or  Gerlier’s  disease 
is  a rare  entity.  It  consists  of  paroxysmal  attacks 
of  severe  vertigo  associated  with  flaccid  paralysis, 
ptosis,  diplopia^  amblyopia  and  dysphagia.  The 
attacks  last  about  ten  minutes  and  return  daily. 

TRAUMA 

The  evaluation  of  vertigo  due  to  cerebral  trauma 
is  often  an  interesting  and  complex  problem.  Skull 
fractures  extending  into  the  temporal  bone  are  ac- 
companied by  the  salient  sign  and  symptoms  of 
craniocerebral  trauma  plus  tinnitus,  vertigo  and 
deafness.  Partial  permanent  deafness  is  said  to 
occur  in  about  50%  of  patients  with  severe  head 
injuries.^^  The  evaluation  of  vertigo  in  cases  of 
cerebral  and  labyrinthine  concussion  and  the  post 
concussional  syndrome  is  more  difficult.  It  is  of 
variable  severity,  with  headache,  and  often  pos- 
tural in  type.  If  the  test  for  postural  vertigo  and 
positional  nystagmus  is  positive  a definite  diag- 
nosis of  organic  disease  can  be  made. 

TREATMENT 

The  treatment  of  vertigo  of  central  origin  depends 
on  accurate  diagnosis,  and  is  based  on  the  manage- 
ment of  the  cause  of  the  symptom.  The  role  of  anti- 
coagulant and  enzymic  therapy  in  cerebrovascular 
disease  is  still  under  study.^®  There  is  little  doubt 
that  the  results  reported  by  some  authors  have  been 
encouraging.  The  institution  of  rest  and  sedation 
is  still  fundamental.  Dimenhydrinate  and  diphen- 
hydramine are  useful  drugs  in  acute  vertigo,  espe- 
cially when  given  intramuscularly  or  by  rectum.  The 
use  of  vasodilation  agents  in  the  treatment  of  ver- 
tigo of  all  types  has  been  successful  in  the  experience 
of  many  clinicians.  PooP’^  has  recently  shown  that 
the  larger  cerebral  arteries  especially  the  basal  ar- 
teries, are  capable  of  vasospasm  and  vasodilatation- 
Topical  application  of  procaine  and  papaverine 
were  effective  in  producing  vasodilatation,  although 
the  intracarotid  injection  of  these  drugs  were  inef- 
fective. It  has  been  said  that  the  good  results  of 
vasodilating  therapy  depend  on  prevention  of  vas- 
cular spasm  rather  than  the  production  of  vasodila- 
tation, and  the  breaking  up  of  the  vasospastic  reflex. 
On  the  other  hand  some  investigators^®  contend  that 


the  cerebral  arteries  cannot  contract,  and  the  mecha- 
nism of  cerebral  stroke  is  thrombosis,  embolism,  hem- 
orrhage or  vascular  insufficiency.  Hypotension  in- 
duced by  a number  of  different  conditions  apparently 
is  the  important  factor  in  producing  cerebral  vas- 
cular insufficiency  in  the  presence  of  narrowed  ves- 
sels. With  normal  blood  pressure  adequate  capillary 
pressure  can  be  maintained  or  collateral  blood  flow 
can  be  established  to  overcome  the  local  ischemic 
changes.  It  is  a general  rule  in  the  treatment  of  ver- 
tigo to  combine  methods  of  therapy  rather  than  try- 
ing one  remedy  after  another. 
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United  Cerebral  Palsy 


A stigma  of  guilt  is  erroneously  associated  with 
cerebral  palsy.  Actually,  cerebral  palsy  is  a general 
term  for  a group  of  disorders  caused  by  injury  to 
certain  brain  cells.  It  is  neither  contagious  nor 
hereditar}-.  Although  all  the  causes  are  not  yet 
known,  it  is  known  that  it  can  result  from  faulty 
development  of  brain  cells  before  birth,  physical 
injury,  prolonged  high  fever  and  other  causes  later 
in  life. 

The  most  common  effects  are  an  awkward,  invol- 
untar)-  gait,  lack  of  balance,  gutteral  speech  and 
grimacing.  It  may  also  be  associated  with  sight  and 
hearing  impairments,  reasoning  power  and  other 
disturbances  reflecting  brain  damage. 

Through  organizational  efforts  of  interested  per- 
sons and  parents  of  cerebral  palsied  children,  the 
United  Cerebral  Palsy  of  Richmond  was  formed  in 
1953  to  provide  more  and  better  services  for  the 
cerebral  palsied.  Chief  efforts  are  directed  toward 
support  of  the  Occupational  Curative  ^^'orkshop,  an 
out-patient  treatment  center  for  physically  handi- 
capped children.  From  a meager  start,  it  now  pro- 
vides daily  treatment  for  55  children,  consisting  of 
occupational  and  physio-therapy  and  speech  therapy. 
Services  of  two  full  time  therapists  are  required. 
.•\  speech  teacher  is  employed  as  60*/c  of  the  children 
have  speech  difficulties. 

Headquarters  of  the  \\’orkshop  and  United  Cere- 
bral Palsy  of  Richmond  are  located  at  201  West 


Brookland  Park  Boulevard.  These  quarters,  a former 
bank  building,  were  occupied  in  1956,  in  a move 
from  the  Mayo  ^Memorial  Church  basement. 

The  first  \\  ednesday  of  each  month  a diagnostic 
and  treatment  planning  clinic  is  held  for  cerebral 
palsied  at  the  Workshop.  Patients  come  from  as 
far  away  as  Emporia.  The  clinic  is  directed  by  Dr. 
Earnest  B.  Carpenter,  orthopedist,  and  Dr.  Gayle 
G.  -Arnold,  pediatrician,  local  doctors  who  serve  for 
a nominal  fee.  In  the  four  years  of  operation  125 
children  have  been  seen  at  the  Clinic  at  approxi- 
mately 3 -month  intervals.  Space  is  also  provided 
in  the  building  for  the  Mayo  School  for  Orthopedic 
Children.  In  1941  the  Workshop  asked  the  Rich- 
mond School  Board  for  a teacher  for  8 cerebral 
jjalsied  children.  At  present  there  are  4 teachers 
and  38  children,  29  of  which  are  cerebral  palsied, 
attending  junior  primary  through  high  school.  Di- 
plomas are  awarded  by  Thomas  Jefferson  High 
School. 

During  May  the  annual  fund  ccmpaign  is  con- 
ducted. The  goal  this  year  is  $35,000.  The  bulk 
of  funds — 75/f — remains  here  for  state  and  local 
services.  The  remainder  helps  to  finance  the  national 
program  of  research,  education  and  training.  Of  the 
$1.7  million  raised  nationally  last  year,  over  $500,- 
000  went  to  research  grants  for  hospitals  and  uni- 
versities. 
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Chronic  Idiopathic  Jaundice 
Dubin-Johnson  Disease 


IN  1954  Dubin  and  Johnson  described  a new 
entity  under  the  title  of  Chronic  Idiopathic  Jaun- 
dice with  Unidentified  Pigment  In  Liver  Cellsd  They 
present  strong  clinical,  laboratory  and  histochemical 
evidence  that  this  condition  is  distinct  from  Gilbert’s 
Disease  (constitutional  hyperbilirubinemia),  chronic 
post-viral  hepatitis  and  obstructive  jaundice,  albeit 
there  are  points  of  similarity. 

The  Dubin-Johnson  disease  is  characterized  by 
chronic  jaundice,  which  may  be  intermittent  and 
aggravated  by  intercurrent  diseases.  Vague  al)dom- 
inal  pain,  fatigue,  dark  urine  and  slight  hepato- 
megaly are  usually  present.  The  diagnosis  is  easily 
established  by  needle  biopsy  of  the  liver.  The  dark 
brown  or  black  character  of  the  gross  specimen  is 
so  striking  that  to  the  aware  observer  this  is  in 
itself  nearly  diagnostic.  Histologically  the  hepatic 
cells  contain  coarse  brown  granules  which  are  re- 
markably localized  to  the  cells  of  the  central  region 
of  the  lobule.  There  is  evidence  that  the  pigment 
belongs  to  the  lipofuscin  family.  No  other  constant 
histologic  change  is  noted  in  the  liver. 

Dubin  believes  that  the  disease  is  an  inborn 
error  of  metabolism  whereby  the  prime  defect  lies 
in  the  inability  of  the  liver  to  adequately  excrete 
certain  substances.  He  cites  the  following  points 
of  evidence  for  this  thesis:  “(1)  the  liver  can  con- 
jugate indirect  bilirubin  with  glucuronic  acid  but 
presumably  has  difficulty  in  excreting  the  conju- 
gated bilirubin,  hence  the  accumulation  of  direct 
reacting  bilirubin  in  the  serum  and  the  spilling  over 
of  this  water-soluble  bilirubin  in  the  urine;  (2)  the 
increased  amount  of  urobilinogen  in  the  urine  may 
similarly  reflect  inadequate  hepatic  excretion;  (3) 
nonvisualization  of  the  gallbladder  on  cholecystog- 
raphy is  probably  due  to  inability  of  the  liver  cells 
to  excrete  the  dye;  (4)  retention  of  bromsulphalein 
is  again  evidence  of  insufficient  excretion;  (5)  the 
accumulation  of  pigment  (lipofuscin)  in  the  liver 
cells  probably  is  also  the  result  of  inadequate  he]>atic 
excretion. 

Dubin’s  recent  review  included  fifty  cases  which 
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were  culled  from  the  files  of  the  Registry  of  Hepatic 
Pathology  and  the  literature,  plus  four  cases  pub- 
lished after  his  article  was  prepared  for  publication. 
All  cases  recorded  to  date  have  been  in  Caucasians, 
excejjt  for  one  which  occurred  in  a Negro.  The 
prognosis  is  good.  No  treatment  is  necessary. 

CASE  REPORT 

A 37  year  old  Korean  civil  servant  entered  the 
Alexandria  Hospital  with  the  chief  complaint  of 
jaundice.  He  had  had  recurrent  bouts  of  jaundice 
characterized  by  “yellow  urine”  and  jaundice  sclerae 
since  he  was  23  years  of  age.  He  also  complained 
of  “discomfort”  in  the  right  hypochondrium.  About 
two  months  prior  to  admission  he  developed  anorexia 
and  generalized  malaise. 

Physical  Examination:  Pulse  84.  Temperature 
98.4.  Respirations  20.  Blood  Pressure  110/75. 
Examination  was  negative  except  for  slight  icterus 
of  the  sclerae  and  slight  tenderness  to  deep  palpa- 
tion over  the  right  hypochondrium.  Liver  and  spleen 
were  not  palpable. 

Past  History:  Amebic  dysentery  occurred  at  age 
9 with  recurrent  attacks  each  summer  for  6 years. 
He  had  malaria  as  a child.  When  he  was  23  years 
old  he  had  his  first  recognizable  bout  of  jaundice 
and  was  hospitalized  in  Korea.  Following  this  ill- 
ness he  believed  that  his  urine  persisted  in  being 
darker  than  before  and  also  from  this  time  on  he 
noticed  that  he  tired  easily. 

Family  History:  Father  and  mother  alive  and 
well  at  age  60.  Of  five  siblings,  one  brother  has 
been  jaundiced  for  10  years.  The  patient  is  the 
father  of  two  healthy  children. 

Hospital  Course  and  Treatment:  His  oral  tem- 
perature varied  between  97°  and  98.6°  F.  through- 
out his  hospital  stay  of  six  days.  The  admission 
hemogram  showed  15.0  Gms.  of  hemoglobin  and 
a hematocrit  of  46%.  AVBC  was  7,400  with  46% 
segmented  forms,  S%  band  forms,  47%  lymphocytes 
and  2%  eosinophils.  The  urine  was  dark  amber  but 
showed  no  protein  nor  significant  formed  elements. 
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Serum  cholesterol  199  mg/100  ml;  Cholesterol  esters 
167  mg/100  ml.  Icterus  index  40  units;  Direct  re- 
action bilirubin  5.0  mg/100  ml;  Indirect  reaction 


100  ml.  Cholesterol  166  mg/100  ml.  There  was 
retention  of  17%  bromsulphalein  45  minutes  after 
a test  dose  of  5 mg/kilo  of  body  weight.  Prothrom- 
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Fig.  2 


bilirubin  4.0  mg/100  ml.  Cephalin  flocculation  was 
34-  after  24  hours  and  4+  after  48  hours.  Thymol 
turbidity  was  8.3  units,  .\lkaline  phosphatase  4.4 
Bodansky  units.  Total  serum  protein  7.0  Gms/ 


bin  consumption  test  was  normal.  Serum  albumin 
3.2  Gms/100  ml.  Serum  globulin  3.8  Gms/100  ml. 
The  electrophoretic  pattern  (Fig.  1)  was  not  un- 
usual although  depicted  a slight  increase  of  gamma 
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globulin.  A 24  hours  urine  specimen  contained  0.01 
mg.  of  urobilinogen  per  100  ml.  A stool  specimen 
showed  hookworm  ova  and  Trichocephalus  trichiuris 
ova.  Prothrombin  activity  60%  (control  11  seconds; 
patient  13  seconds).  The  chest  x-ray  was  reported 
as  “normal”.  After  it  was  determined  that  the 
bleeding  time,  clotting  time  and  clot  retraction  times 
were  within  normal  limits,  a Vim-Silverman  needle 
biopsy  of  the  liver  was  performed.  Grossly,  the  liver 
was  dark  brownish  black.  Microscopically,  there 
was  intense  pigmentation  of  the  hepatic  cells  with 


with  saliva  prior  to  staining  with  the  periodic  acid- 
Schiff  stain,  many  of  the  granules  were  positive. 
Oil  red-0,  acid  fast,  hemofuscin,  hematoidin  and 
bile  stains*  were  negative. 

SUMMARY 

1.  A case  of  Chronic  Idiopathic  Jaundice  (Du- 
bin-Johnson  Disease)  is  reported. 

2.  d'he  first  case  of  Chronic  Idiopathic  Jaundice 
in  an  Oriental  is  reported. 


Fig 


coarse  dark  brown  pigment  (Fig.  2).  The  pigment 
was  localized  to  the  centrolobular  region  and  was 
virtually  absent  from  the  Kupffer  cells  (Fig.  3).  The 
pigment  did  not  give  the  Prussian  Blue  reaction  for 
iron.  When  the  tissue  was  subjected  to  digestion 

* Bile  stain  was  done  by  Miss  Mary  Jo  Hall,  Depart- 
ment of  Histochemistry,  Naval  Medical  School,  Bethesda, 
Maryland.  The  staining  procedure  was  devised  by  Miss 
Hall  and  will  be  published  by  her  later. 
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Urinary  Bladder  Harboring  Mechanical  Pencil 


'T^HE  AUTHORS  of  this  report  recently  observed 
an  eighteen  year  old  girl  whose  urinary  bladder 
had  retained  a mechanical  pencil  for  a p>eriod  of 
approximately  three  years. 

The  patient,  an  attractive,  apparently  well  ad- 
justed, intelligent,  white,  high  school  student,  first 
sought  medical  advise  because  of  severe  burning, 
frequency,  and  urgency  of  urination  of  several  weeks 
duration.  The  history  was  otherwise  vague  and 
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cember  8,  1958,  where  an  intravenous  urogram 
showed  a large  avoid  calcific  density  within  the 
urinary  bladder,  measuring  3 ’/z  x 2 *4  inches,  and 
having  a somewhat  laminated  appearance.  Lying 
diagonally  within  this  calcification  was  a radiolucent 
line  with  a metallic  arrow  point  at  its  distal  end  and 
a round  metallic  density  at  its  proximal  end.  There 
was  moderate  calyectasis  and  pyelectasis  on  both 
sides. 


Fig.  1.  Plain  x-ra}’  of  abdomen. 


uninformative.  The  general  examination  was  essen- 
tially negative  except  for  the  vaginal  findings.  Pro- 
jecting into  the  anterior  wall  of  the  vagina  near 
the  cervix,  for  a distance  of  about  1 cm,  was  a hard 
mechanical  object,  resembling  the  point  end  of  a 
mechanical  pencil.  The  object  was  firmly  fixed  and 
could  scarcely  be  moved  in  any  direction.  The  uri- 
nalysis showed  innumerable  WBC  and  8-10/RBC 
per  hpf. 

The  patient  was  admitted  to  the  hospital  on  De- 
From  'Fhe  Shenandoah  Hospital,  Roanoke. 


On  December  11,  1958,  under  general  anesthesia, 
the  foreign  body  encased  within  a large  calcium 
stone  was  removed  through  a suprapubic  incision. 
The  bladder  wall  was  about  four  times  its  usual 
thickness  and  there  was  intense  generalized  hyper- 
emia of  the  mucous  membrane.  There  was  a small 
sinus  leading  from  the  floor  of  the  bladder  into 
the  vaginal  fornix,  which  had  been  produced  by 
the  eroding  point  of  the  metallic  pencil. 

The  bladder  was  closed  in  two  layers  with  fine 
chromic  catgut  and  the  abdominal  incision  was 
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closed  in  layers  in  a routine  way.  Bladder  drainage 
was  provided  by  a small  urethral  catheter  brought 
out  through  the  superior  end  of  the  abdominal  in- 


Fig.  2.  The  surgical  specimen. 


cision.  Convalescence  was  uneventful  and  the  pa- 
tient was  discharged  from  the  hospital  on  December 
23,  1958,  twelve  days  after  the  operation  with  no 
complaints  and  in  good  general  condition. 


Oral  Treatment 

An  antibiotic  which  can  be  taken  by  mouth  has 
been  found  to  be  effective  in  the  treatment  of  ring- 
worm, according  to  two  Florida  dermatologists.  In 
a preliminary  report  in  the  March  Archives  of  Der- 
matology, published  by  the  American  Medical  As- 
sociation, the  doctors  treated  31  patients  with  various 
types  of  ringworm  with  griseofulvin. 

The  drug  is  called  griseofulvin  for  the  species  of 
Penicillium  from  which  it  is  made.  Pencillin  is 
made  from  another  species — notatum.  Griseofulvin 
earlier  was  found  effective  against  fungus  infections 
in  plants. 

When  griseofulvin  was  taken  daily  by  mouth  ring- 
worm of  the  body  and  scalp  cleared  within  one  to 
three  weeks.  Onychomycosis  (ringworm  of  the  nails) 
cleared  within  three  to  four  months. 

This  success  suggests  that  “the  systemic  treatment 
of  superficial  fungus  infections  in  man  at  last  seems 
a near  reality.”  There  has  been  no  standard  treat- 
ment for  fungus  infections,  but  it  has  usually  in- 


The  pathologic  report  by  Dr.  Daniel  Leavitt  reads: 
“The  specimen  consists  of  a bladder  calculus,  meas- 
uring 9 6 X 6 cm.  Projecting  through  it  is  a 

mechanical  pencil,  11  cm  in  length.” 

It  is  a remarkable  fact  that  this  child  was  able 
to  tolerate  a mechanical  pencil  in  her  urinary  blad- 
der for  such  a long  time.  She  admitted  inserting  the 
pencil  through  the  urethra  into  the  bladder  when 
she  was  fourteen  years  old,  where  it  became  inacces- 
sible and  could  not  be  removed.  She  withheld  this 
information  from  her  parents  deliberately  and  suc- 
cessfully, until  intensifying,  unrelenting  urinary 
symptoms  compelled  her  to  seek  help,  more  than 
three  years  after  execution  of  her  singular  adventure 
into  the  beguiling  mysteries  of  genito-urinary  physi- 
ology. 

Subsequent  observations  by  one  of  us*  indicate  that 
the  young  lady  is  conducting  herself  in  a perfectly 
normal  manner  in  her  social  and  family  relation- 
ships, and  she  is  getting  along  well  in  school. 

* P.  A.  Richards,  M.D. 


920  South  Jefferson  Street 
Roanoke,  Virginia 


for  Ringworm 

eluded  keeping  the  area  dry,  and  applying  various 
chemicals. 

Adverse  side  effects  from  griseofulvin  appear  to  be 
minimal  in  man.  However,  animal  experiments  indi- 
cate that  griseofulvin  affects  the  blood  and  the  doctors 
recommended  that  regular  blood  cell  counts  be  made 
during  prolonged  use  of  the  drug  in  humans. 

The  duration  of  treatment  required  for  the  va- 
rious fungi  varies,  apparently  depending  on  the 
time  required  for  normal  replacement  of  the  infected 
tissues. 

Fungus  infections  of  various  origin  showed  “a 
uniformly  favorable  response  to  oral  therapy  with 
griseofulvin.”  Even  infections  of  60  years  duration 
responded.  However,  the  chances  of  relapse  or  re- 
currence are  still  not  known. 

Drs.  Harvey  Blank  and  Frank  J.  Roth  of  the 
University  of  Miami  School  of  Medicine,  Miami, 
Fla.,  and  the  Veterans  Administration  Hospital, 
Coral  Gables,  Fla.,  were  the  authors. 
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“Physician  Know  Thy  Schools” 


WHILE  the  public  school  system  has  never  had 
so  much  to  offer  so  many  in  the  ways  of 
health  education,  it  has  been  appalling  to  find  that 
manv  physicians  know  so  little  of  the  school  system 
in  their  own  communities. 

Twenty  per  cent  of  the  population  in  America 
today  spend  approximately  half  their  waking  hours 
in  school.  Physicians  have  sometimes  been  heard 
to  be  critical  of  the  schools  without  thorough  under- 
standing of  what  they  speak. 

Anv  physician  seeing  children  patients  should 
know  the  answers  to  the  following  questions  con- 
cerning the  school  health  program  in  his  own  locality. 

1.  Do  all  pupils  get  annual  physical  examina- 
tions? 

2.  How  often  is  the  child’s  vision  checked  in 
school  ? 

3.  How  often  is  the  child’s  hearing  checked  in 
school  ? 

4.  What  kind  of  a school  lunch  does  the  child 
eat?  Is  it  a “sandwich  or  is  it  a well 

balanced  meal? 

5.  Can  the  school  force  a child  to  take  D.P.T. 

or  polio  immunizations  to  attend  school.-' 

6.  On  the  average  how  many  children  are  in  each 
school  room?  Are  classrooms  overcrowded? 

There  are  many  similar  questions,  the  answers  to 
which  all  well  informed  physicians  should  know  in 
their  dealings  with  their  young  patients. 

“The  major  purpose  of  a school  health  program  is 
to  maintain,  improve,  and  promote  the  health  of  the 
school  child.  The  program  should  include  adequate 
supervision:  of  the  physical,  mental,  emotional  and 
social  aspects  of  school  life,  as  well  as  assistance 
in  planning  the  course  content  and  instruction  in 
health,  education,  recreation  and  physical  educa- 
tion.”^ 

In  the  Report  of  the  Joint  Committee  on  Health 
Problems  in  Education  of  the  National  Education 
••Association  and  the  .American  Medical  Association,^ 
school  health  services  are  defined  as  procedures  es- 
tablished: 

1.  “To  appraise  the  health  status  of  pupils  and 
school  personnel. 
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2.  To  counsel  pupils,  parents,  and  others  concern- 
ing appraisal  findings. 

3.  To  encourage  the  correction  of  remediable  de- 
fects. 

4.  To  assist  in  the  identification  and  education 
of  handicapped  children. 

5.  To  help  prevent  and  control  disease. 

6.  To  provide  emergency  service  for  injury  or 
sudden  sickness.” 

THE  .ANNU.AL  SCHOOL  PHYSIC.AL 
EXAMINATION 

Much  has  been  written  about  the  superiority  of 
the  family  physician  or  pediatrician  e.xamining  the 
school  child  since  he  knows  the  family  history  and 
can  do  this  far  better  than  the  school  physician  who 
by  necessity  has  to  do  mass  examinations.  With 
these  views  I heartily  agree.  The  family  physician 
must  assume  a more  active  part  in  school  health  and 
primarily  in  the  school  health  examination  since 
it  is  through  him  that  the  proper  balance  between 
private  medical  enterprise  and  state  regulation  can 
be  maintained.®  However,  until  more  private  phy- 
sicians are  more  active  in  educating  families  as  to 
the  value  of  “well-child”  examinations,  I feel  the 
mass  screening  by  the  school  physician  still  has  a 
very  definite  place  in  the  schools  so  long  as  the 
defects  found  are  followed  up  and  treated. 

In  1950  a questionnaire  by  the  .A.M..A.  revealed 
that  50%  of  such  examinations  were  done  by  private 
physicians  across  the  nation.  In  Philadelphia  in 
1954  less  than  1.6%  of  one  group  of  children  were 
examined  by  their  private  physician  and  only  .6% 
by  their  private  dentist.  Fischer  states  that  in 
Pennsylvania  in  1955  less  than  3%  of  school  health 
examinations  were  done  privately  in  physicians 
offices.'* 

There  has  been  a shift  in  recent  years  to  the  em- 
phasis of  a very  good  and  thorough  examination 
every  three  years  rather  than  a more  superficial  one 
every  year.  This,  indeed,  has  its  points;  however, 
in  an  organization  that  allows  its  annual  examina- 
tions to  become  superficial,  the  triennial  one  will 
soon  become  superficial  also.®  Jacobziner  of  New 
York  City  recommends  only  two  examinations  during 
the  elemental-}-  grades,  one  of  newly  admitted  chil- 
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dren  and  another  at  the  sixth  grade.®  He  further 
strongly  recommends  two  physical  examinations  dur- 
ing the  high  school  years. 

Those  who  oppose  the  idea  of  the  mass  examina- 
tion state  that  before  the  children  have  been  exam- 
ined one  can  anticipate  that  in  a group  of  100  chil- 
dren, one  will  have  a heart  disorder,  20  will  have 
visual  disorders;  10  will  have  hearing  impairments; 
15  have  nutritional  defects;  10,  growth  problems; 
and  85  will  have  a dental  disease.’'  Granted  that 
this  is  probably  so,  the  important  object  is  finding 
which  child  has  the  particular  problem  and  meeting 
with  his  family  to  urge  its  correction.  Yankauer,® 
in  his  exhaustive  study,  found  that  “14%  of  the 
children  examined  in  the  second  grade  had  new 
adverse  conditions  not  present  in  the  first  grade 
examination.  It  is  true  that  of  these  less  than  4% 
had  a condition  for  which  he  was  not  receiving  med- 
ical care”,  but  he  states,  “It  is  of  interest  to  note 
in  passing  that  all  but  one  of  the  9 children  whose 
conditions  were  neither  known  nor  under  care  might 
have  been  discovered  by  a simple  screening  inspec- 
tion far  less  extensive  than  the  30  minute  medical 
examinaition  which  was  performed.” 

Nationally,  at  least  one  medical  examination  is 
required  of  each  pupil  while  in  .school  by  83%  of 
all  school  systems,  and  \1%  require  from  8 to  14 
annual  examinations  during  their  school  life.® 

Since  so  much  in  the  recent  literature  has  stressed 
the  individual  examination  over  the  mass  screening 
technique,  it  was  felt  that  a survey  to  determine 
the  actual  number  of  children  in  the  schools  in 
Lynchburg  who  had  been  examined  by  their  family 
doctors  during  the  preceding  year  would  be  valuable 
in  determining  the  need  of  continuing  the  annual 
examination.  Schools  were  chosen  to  demonstrate  a 
good  cross  section  of  the  city  on  a socio-economic 
basis,  and  able,  experienced  nurses  made  the  survey 
by  interviewing  each  child.  If  a child  had  only  re- 
ceived an  immunization  in  the  physician’s  office  this 
was  not  counted  as  a visit.  (See  Table  I) 

It  can  be  seen  from  this  survey  that  a relatively 
few  were  seen  by  a physician  in  the  lowest  economic 
area  and  surprisingly,  not  a large  number  from  the 
higher  economic  strata. 

Children  receive  “check-ups”  fairly  regularly  until 
they  are  2 or  3 years  of  age  and  after  that,  in  far 
too  many  cases,  the  pediatrician  sees  them  only  for 
an  acute  illness.  In  the  writer’s  practice,  it  has 
been  noted  that  “only”  children  are  brought  in  for 
well-child  routine  examinations  over  a longer  age 
span  than  children  of  large  families.  Many  parents 


bring  their  children  into  the  office  just  before  school 
opens  in  the  fall  for  “just  a vaccination”.  Tactfully 
it  is  suggested  that  a fairly  thorough  “going  over” 
is  in  order  since  on  examination  of  the  child’s  chart, 
it  is  often  noted  that  he  has  not  had  a “well-child” 
examination  for  several  years.  However,  too  often 
the  parents  want  only  a vaccination  since  they  can- 
not see  the  value  of  an  examination  of  their  w'ell, 
healthy,  and  frisky  youngster. 

A growing  family  at  present  is  a very  costly  un- 
dertaking, especially  if  plans  are  being  made  for 
future  college  educations.  When  a mother  sees  a 
child  very  active,  eating  well,  full  of  life,  and  then 
analyzes  the  clothing  bill  and  the  enormous  food 
bill,  she  frequently  does  not  understand  the  value 
of  and  the  necessity  for  routine  examinations. 

THE  LYNCHBURG  SCHOOL  HE.'^LTH 
PROGRAM 

At  this  point  let  us  consider  the  Lynchburg,  Yir- 
ginia,  school  system  and  its  health  services  as  a 
representative  city  of  50,000  population. 

L^pon  the  child’s  enrollment  a health  history  is 
obtained  from  the  parent  by  the  teacher  and  all 
immunizations,  etc.,  are  entered  on  the  child’s  health 
ca'd.  These  cards  are  examined  twice  a year  by 
the  nurse  and  if  there  is  any  unusual  condition  noted 
that  child  is  called  to  the  attention  of  the  doctor, 
not  at  the  time  of  the  mass  survey,  but  at  another 
time  when  the  child  can  be  examined  individually. 
Each  child  is  weighed  even,-  six  weeks  by  the  teacher. 
Every  child’s  vision  is  examined  each  year  by  the 
.school  nurse  using  the  Snelling  eye  chart. 

Every  child’s  hearing  is  tested  each  year  in  kinder- 
garten, and  in  the  first  and  second  grades  by  a “whis- 
pering test”.  Any  child  showing  an  abnormality 

T.xble  No.  1 

Survey  of  Childre.x  in  Seven  Schools  in  Lynchburg, 

ViRGINI.X,  OF  V.XRIOUS  SOCIO-ECONOMIC  LevELS  WHO 
Had  Been  Exami.ned  by  Their  Fa.mily  Phy.sician 
Within  the  Past  12  Months 


Children 
Examined 
Within  Past 

12  Months 
by  Family 
Physician 

Total 
Number 
Children 
Inter- 
viewed 
in  School 

Per  Cent 
Examined 
by 

Family 

Physician 

School  F 

7 (grades  1-7) 

200 

3H% 

School  S 

13  (grades  1-4) 

253 

5 % 

School  F H 

1 1 1 (grades  1-7) 

387 

29  % 

School  M 

30  (grades  3-6) 

326 

9 % 

School  W K 

S (grades  3-7) 

191 

4 % 

School  OR 

44  (grades  3-7) 

284 

151^% 

School  B 

8 (grades  3-7) 

248 

3 % 
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here  is  fu  ther  checked  by  the  nurse  using  an  indi- 
vidual audiometer  test.  Any  defects  are  referred  to 
the  family  physician.  Every  child  is  examined  in 
a group  audiometer  test  in  the  third,  fifth  and  seventh 
g.ades. 

Each  child  in  the  elementary  grades  is  seen  three 
times  a year,  once  by  the  school  physician  and 
twice  by  the  nurse.  The  school  physician  spends 
1 Yz  hours  of  each  school  day  of  the  school  year  in 
these  examinations.  These  examinations,  of  course, 
are  not  as  thorough  as  the  30  or  40  minute  examina- 
tions that  Yankauer  describes  in  a study  in  Roches- 
ter'^ or  of  the  15  minutes  required  by  Pennsylvania 
law.i*  Lynchburg,  in  the  school  year  1957-58, 
of  the  7,193  elementary  children  examined,  2,438 
or  33%  were  found  to  have  defects  that  would  hinder 
the  child  from  attaining  his  maximum  learning 
capacity.  Of  these  2,438  children  with  defects,  there 
were  2,552  defects  found  (several  having  multiple 
defects).  In  the  annual  follow-up  survey  it  was  noted 
that  of  the  2,552  defects  found,  2,390  had  been 
treated,  a “treatment  ratio”  of  93%.  (“Treated” 
simply  means  the  family  physician  or  dentist  was 
consulted.)  See  Table  No.  2.  This  compares  favor- 
ably with  30%  reported  treated  in  Philadelphia.^^ 
a schcxrl  nurse  visits  every  home  of  a child  discovered 
to  have  a defect  and  talks  with  one  or  both  of  the 
parents. 

In  addition  to  the  2,234  home  visits  the  nurses 
made  during  the  year,  they  went  into  the  classrooms 
a total  of  1,724  times  to  give  talks  on  health  to 
supplement  the  teachers’  instruction.  Health  in  Vir- 
ginia is  taught  throughout  the  grades  from  kinder- 
garten through  the  senior  year  of  high  school  in 
classes  geared  to  the  pupil's  increasing  ability  to 
understand.  The  Virginia  State  Depar'.ment  of  Ed- 
ucation specifies  that  a certain  amount  of  classroom 
time  in  the  different  grades  be  devoted  to  the  study 
of  personal  hygiene  and  nutrition.  Text  books  are 
selected  locally  by  a committee  of  teachers  after 
extensive  review. 

The  control  of  contagious  diseases  and  first  aid 
was  of  prime  imjx)rtance  back  in  the  early  days  of 
school  health  service.  In  the  past  school  year  ( 1957- 
58)  first  aid  was  rendered  by  the  nurses  1,607  dif- 
ferent times.  Of  the  total  of  9,512  students  only  14 
children  were  excluded  by  the  nurses  because  of  a 
contagious  disease  (not  counting  Tinea  Capitis). 
Today,  most  contagious  diseases  are  handled  by  the 
teachers.  The  nurses  instruct  the  teachers  in  this 
area  and  all  teachers  are  issued  the  Government 
pamphlet  “What  Every  Teacher  Should  Know  atrout 


T.\bi.e  No.  2 

Summary  of  the  School  Examinations  in  Lynchburg, 
Virginia,  and  the  Follow-Up  Results  for 
THE  School  Year  1957-58 


Total 


Item  Number 


Children  Examined  (elementary  only) 7193 


Number  of  children  found  with  defects: 

Found 2438 

Treated 2363 


Number  of  defects: 

Found 2552 

Treated 2390 


Eyes: 

Found  through  school  examinations 197 

Found  otherwise 28 

Number  given  glasses 225 


Ears: 

Hearing  deficiency  examinations 81 

Examined  by  otologist 63 


Diseased  tonsils  and  adenoids: 

Found 132 

Tonsils  and  adenoids  removed 92 


Children  with  diseased  teeth  (temporary  and 
permanent ) : 

Found 3142 

Seen  and  treated  by  dentist 2107 


Skin  and  scalp  diseases  (not  including  tinea 
capitis): 

F ound 10 

Treated 10 


Hearts  (murmurs): 

Found 28 

Referred  to  family  physician 16 


the  Physical  Condition  of  Her  Pupils. 

It  is  of  interest  to  note  here  the  New  Haven  Board 
of  Health  in  1950  officially  stated,^  “^Measles,  Ger- 
man measles,  mumps  and  chicken  pox  must  be 
allowed  to  occur  in  childhood  rather  than  attempt 
prevention  with  the  alternative  of  having  them  con- 
tracted in  adolescence  or  adulthood.  These  diseases 
hav'e  no  preventatives  and  adolescents  and  adults 
are  being  attacked  in  greater  numbers  and  with 
greater  severity.  Therefore,  many  health  authorities 
do  not  deem  it  advisable  to  exclude  from  school  con- 
tacts of  these  diseases.”  Lynchburg  still  attempts 
to  exclude  all  contagious  diseases  from  its  schools, 
but  one  must  recognize  the  medical  wisdom  of  the 
New  Haven  action. 

I'HE  COST  OE  THE  MEDICAL  SERVICES 
IN  LYNCHBURG  SCHOOLS 

The  costs  to  the  tax  payer  for  these  medical  and 
dental  services  are  listed  in  Table  3.  The  total  of 
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Table  No.  3 

C’osT  OF  THE  Health  Services  of  the  Lynchburo, 
Virginia,  School  System,  School  Year  1957-58 


Total  nunibor  children  in  public  schools.  ...  9,512 

Salary  and  transportation  of  nurses — 3 full 
time  and  I part  time  (Head  nurse  is  half 

time,  probation  officer) $12,154 

School  phj'sician 2,250 

School  psychologist* 150 

Total $14,454 

Approximate  costs  per  child  (less 

dental  exj^iense) $1.52 

School  dentists  (treatment  of  indigents 
only) .$5,590 


*Consultation  service  in  cooperation  with  the  Psy- 
chology Department  of  a local  college. 

$14,454  divided  among  9,512  students  is  not  great 
considering  that  for  each  $1.52  expended  per  pupil 
that  pupil  received : 

1.  A physical  examination  by  the  school  physi- 
cian. 

2.  Two  inspections  by  the  nurse. 

3.  An  average  of  six  health  talks  by  the  nurse. 

4.  An  examination  of  visual  acuity. 

5.  An  examination  of  hearing  acuity. 

6.  A demonstration  each  year  by  the  nurse  on  the 
correct  way  to  brush  teeth. 

As  will  be  noted  in  Table  3,  25%  of  the  budget 
is  for  dental  service.  This  is  for  actual  dental 
treatment  of  the  indigent  child.  This  service  is  given 
those  children  who  could  not  otherwise  afford  dental 
care.  Table  4 is  a break-down  of  this  work. 

Table  No.  4 

Work  Peri'ormei)  by  the  Dental  Clinic.s  for  Indigent 
School  Children,  LYNCiiBimG,  Virginia, 

School  Year  1957-58 


White  Schools 

Dental  work  complctetl  (number  of  children) 118 

Amalgum  filling 1149 

CVment  filling 4 

Porcelain  filling 110 

C'ement  base 840 

Extractions  (temporary  and  permanent 

teeth) 192 

Nerves  capped 119 

(Total  white  elementary  school  enrollment — 4,411  i 

Colored  Schools 

Dental  work  completed  (number  of  ('hildren) 139 

Amalgum  filling SOS 

('ement  filling 165 

Porcelain  filling 58 

Plxtractions  (temporary  and  permanent 

teeth ) 264 

Treatments 113 

Teeth  cleaned 37 

Nerves  capped 337 

(Total  colored  elementary  school  enrollment — 1,734) 


A white  dentist  works  two  full  afternoons  each  week 
of  the  school  year  in  the  white  clinic  and  a colored  dentist 
works  two  full  afternoons  each  week  of  the  school  year 
in  the  colored  clinic.  Only  elementary  school  children 
attend  the  dental  clinic. 


IMMUNIZ.ATIONS 

Virginia  law  requires  the  school  child  to  be  vac- 
cinated against  smallpox  every  five  years.  No  other 
immunization  is  reciuired.  However,  D.P.T.  and 
polio  are  strongly  urged  by  the  schools.  In  Lynch- 
burg the  City  Health  Department  nurses  hold  im- 
munization clinics  in  each  of  the  schools  once  a year 
and  give  smallpox,  D.P.T.  and  polio  immunizations 
to  all  children  whose  parents  have  given  written  per- 
mission. 

PSYCHOLOGY  SERVICES 

Lynchburg  is  fortunate  in  having  the  professor 
of  psychology  of  one  of  our  local  colleges  act  as  a 
consultant  and  perform  special  tests  on  selected  chil- 
dren in  our  system.  Advanced  college  students  under 
the  professor’s  direct  supervision  do  some  of  the 
testing.  Only  problem  children  and  a few  children 
selected  liy  the  principals  for  special  study  can  be 
so  tested.  Approximately  one  half  day  a week  is 
devoted  to  this.  It  is  hoped  that  in  the  future  Lynch- 
burg might  have  a full  time  psychologist. 

SPEECH  AND  HEARING  SERVICES 

A position  for  a speech  therapist  has  been  created 
and  the  salary  appropriated  but  to  date  no  qualified 
person  has  been  obtained. 

THE  CONTROL  OE  AN  EPIDEMIC  OE 
TINEA  CAPITIS 

In  the  spring  of  1957  an  increasingly  large  num- 
ber of  cases  of  tinea  capitis  was  noted  among  school 
children.  These  were  predominantly  in  the  Negro 
children  which  was  contrary  to  the  Hagerstown, 
Maryland,^^  epidemic  of  1945  which  was  predom- 
inantly white.  After  a conference  between  schex)! 
authorities  and  the  City  Health  Department  a Woods 
Light  was  purchased  and  a campaign  for  the  eradi- 
cation of  til  is  plague  was  begun.  Every  elementary 
child  in  the  school  system  was  examined.  Since  this 
condition  usually  disappears  with  puberty,  the  high 
schools  were  not  examined.  It  should  be  borne  in 
mind  that  this  examination  had  to  be  done  in  com- 
plete darkness,  not  an  easy  job  to  do  in  some  schools. 
Of  the  7,300  children  examined,  172  were  found  to 
have  tinea  capitis.  A meeting  was  called  of  all 
parents  of  the  affected  children  and  the  entire  prob- 
lem was  discussed  by  the  Director  of  the  Department 
of  Health.  The  parents  saw  the  conditions  demon- 
strated under  the  Woods  Light  and  asked  any  ques- 
tions that  they  wished.  The  treatment  was  discussed 
and  each  parent  was  given  a printed  sheet  of  in- 
structions. The  Health  Department  set  up  extra 
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dermatology  clinics  to  handle  these  cases  and  sup- 
plied the  medication.  The  majority  of  the  infected 
children  were  indigent  so  they  were  treated  through 
the  local  health  department  out  patient  clinic.  The 
colored  school  nurse  worked  during  part  of  the  sum- 
mer rounding  these  children  up  and  referring  them 
into  the  clinic.  The  school  board  passed  a ruling  that 
no  child  would  be  allowed  in  school  with  the  disease 
unless  his  head  was  shaved  and  he  wore  the  pre- 
scribed cap.  When  school  opened  September,  1958, 
nine  months  later,  all  children  had  been  completely 
cleared  except  nine  who  had  to  return  wearing  the 
cap  and  continue  treatment.  Only  four  were  not 
allowed  in  school.  These  four  were  from  families 
who  were  completely  uncooperative.  .A.t  present,  the 
colored  children  have  to  be  examined  by  the  ^^’oods 
Light  twice  a year;  an  additional  burden  on  the 
overworked  school  nurses. 

The  writer  feels  the  work  performed  by  the  school 
nurses  in  the  tinea  capitis  program  alone  deserves  a 
great  deal  of  credit. 

THE  SCHOOL  LUNXH  PROGRAM! 

The  school  lunch  program  in  ^’irginia  has  evolved 
greatly  in  the  past  20  years.  To  obtain  federal  aid, 
in  monetary  as  well  as  surplus  farm  products,  the 
school  has  to  comply  with  the  minimum  standards  set 
forth  by  the  Bureau  of  Human  Nutrition  and  Home 
Economics,  U.  S.  Department  of  -Agriculture.^'*  The 
term  “lunch’'  is  a misnomer.  It  is  a complete  meal 
planned  to  meet  one-third  of  a pupil’s  daily  food 
needs.  The  primary  grade  child  is  given  smaller 
amounts;  the  upper  grade  child  larger  portions.  The 
meal  includes : 

1 /2  pint  whole  milk. 

2 ounces  of  meat,  fish,  poultr}-,  cheese;  or  1/2  cup 
cooked  dry  peas,  bean  or  soybeans;  or  1/4  cup 
peanut  butter;  or  1 egg. 

3/4  cup  vegetables  or  fruit,  raw  or  cooked. 

1 portion  bread,  muffins,  or  hot  breads  made  of 
whole  grain  or  enriched  flour. 

2 teaspoons  of  butter  or  forlified  margarine. 

The  focd  is  served  hot  and  the  milk  chilled.  If 
your  young  patient  is  eating  the  “school  lunch”  rest 
assured  he  is  getting  at  least  one  good  well  balanced 
meal  a day.  This  lunch  was  available  to  pupils  for 
only  $.25  per  day  in  Lynchburg  for  the  school  year 
1957-58. 

THE  SCHOOL  BUILDINGS  FOR 
HEALTHY  LEARNING 

•Another  point  of  the  health  program  is  the  proper 
construction  of  new  schools.  Much  space  in  the  joint 


committee's  report*®  is  devoted  to  the  proper  design 
of  a modern  school  as  to  ventilation,  lighting,  toilet 
facilities,  etc.  In  the  State  of  A'irginia  the  legis- 
lature in  1954  passed  a law  requiring  all  school 
buildings  in  A’irginia  to  conform  to  “The  School 
Planning  Alanual”  drawn  up  by  the  School  Build- 
ing Service  of  the  State  of  Virginia.  The  manual 
was  revised  in  1957.  This  work  has  been  so  success- 
ful that  many  states  are  in  the  jrrocess  of  copying 
parts  of  it  and  it  has  been  studied  in  many  foreign 
lands.  It  specifies  that  no  school  should  have  less 
than  four  acres  of  land  plus  1 acre  for  each  100 
pupils.  This,  of  course,  insures  adequate  play  and 
healthful  recreational  facilities  for  the  students. 

Many  aspects  of  construction  such  as  toilet  facili- 
ties are  “spelled  out”.  Each  school  has  to  have  1 
commode  per  30  girls,  1 ccmmode  per  60  boys,  1 
urinal  per  30  boys  and  1 lavatory  per  each  50 
boys  and  girls. 

-Adequate  lighting  has  to  be  specified  in  the  plans 
before  the  plans  are  put  out  to  bid.  The  ventilation 
in  order  to  be  adequate,  must  change  100%  of  the 
air  three  times  an  hour.  The  cafeteria  has  to  have 
a certain  number  of  square  feet  per  child.  The  num- 
ber cf  drinking  fountains  is  specified  per  100  pupils. 
-Also  the  heights  of  the  fountains  from  the  floor  are 
definitely  specified. 

-A  tlinic  of  specified  size  with  running  water  has 
to  be  incorporated  in  each  new  school  building.  -All 
cf  these  requirements  and  many  more  have  to  be 
met  in  the  plans  and  specifications  of  each  new  school 
in  A’irginia.  The  plans  are  then  carefully  reviewed 
by  the  architects  of  the  State  Board  of  Education 
and  have  to  be  passed  by  them  before  the  building 
can  be  put  cut  to  bid.  A’irginia  should  be  proud 
of  this  law. 

SUAIM.ARY 

1.  Physicians  seeing  children  patients  should 
acquaint  themselves  with  their  local  school 
health  program  to  better  understand  their 
patients’  problems. 

2.  The  aims  of  school  health  services  are  sum- 
marized. 

3.  The  annual  school  physical  examination  is 
discussed  with  a study  of  the  number  of 
Lynchburg  school  children  who  are  seen  an- 
nually by  their  family  physician.  The  number 
is  too  small. 

4.  The  Lynchburg  School  Health  program  is  pre- 
sented. 

-A.  Frequency  of  examinations 
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B.  Cost  of  health  services 

C.  Indigent  dental  program 

D.  Control  of  an  epidemic  of  tinea  capitis  in 
Lynchburg  schools 

E.  School  lunch  program 

5.  Virginia  law  regulating  building  construction 
to  guarantee  healthful  school  living  is  dis- 
cussed. 
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Do  Not  Ignore  Changes  in  Moles 


Moles,  “the  commonest  of  all  tumors”  seldom  cause 
trouble,  but  one  kind  needs  careful  watching  because 
it  may  produce  “the  most  malignant  of  all  cancer.” 

This  type  is  junction  nevus.  It  is  described  in 
the  February  Today’s  Health,  published  by  the 
American  Medical  Association. 

Some  moles  may  contain  certain  cells,  called 
“nevus  cells”  which  may  predispose  to  the  develop- 
ment of  cancer.  A mole  with  these  cells  is  called 
“junction”  because  it  rises  at  the  junction  of  the 
first  and  second  layers  of  the  skin. 

Common  moles  practically  never  become  malig- 
nant. Moles  that  turn  cancerous  almost  invariably 
get  their  start  in  junction  nevi. 

Most  junction  nevi  never  turn  cancerous  either, 
but  they  may  occasionally  do  so.  If  there  are  changes 


in  a mole — deepening  in  color,  increase  in  size,  or 
noticeably  heightened  sensitivity — a doctor  should 
be  consulted.  If  he  finds  the  mole  to  l)e  a junction 
nevus,  then  he  should  remove  it — before  it  has  a 
chance  to  become  malignant. 

“The  odds  are  very  much  against  every  human 
being,  even  the  most  freckled,  having  a junction 
nevus.  Hence  the  anxious  examination  of  one’s 
moles  is  no  more  to  be  encouraged  than  the  hourly 
taking  of  one’s  pulse  if  all  else  is  well.  But  the 
grave  risk  of  ignoring  any  changes  in  the  elevation, 
shape  or  color  of  a mole  is  not  to  lie  encouraged 
either.  Let  a physician  and  his  laboratory  decide. 
It  might  be  a junction  nevus.” 

The  article  was  written  by  James  C.  G.  Conniff, 
tapper  Montclair,  N.J. 
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Our  Hospital  Patients  Grow  Older 

The  admission  of  patients  65  years  of  age  and  over 
has  sho\A-n  a rising  trend  for  the  past  10  years  in 
Virginia  State  Mental  Hospitals.  Diseases  of  the 
senium  compose  about  80%  of  these  admissions. 
The  remaining  20%  are  functional  diseases  or  other 
chronic  brain  syndromes.  Both  first  admissions  and 
readmissions  have  played  a part  in  this  increasing 
trend  of  the  older  patients.  This  diagnostic  group 
remain  only  a short  period  of  time  because  the  death 
rate  is  high.  There  are  a few  discharges  for  other 
reasons  but  the  separation  from  the  hospital  of  those 
suffering  from  disease  of  the  senium  is  usually  by 
death. 

Using  1949  as  a base  of  100  for  the  index  of  first 
admissions,  the  rate  of  increase  of  first  admissions 
of  elderly  patients  has  been  larger  than  the  increase 
in  other  first  admissions.  This  was  also  true  for  those 
admitted  with  a diagnosis  of  diseases  of  the  senium 
(except  for  1958  which  had  a slight  drop). 

The  following  tables  show  the  rate  of  increase  in 
the  first  admissions. 

The  functional  psychosis  group  (schizophrenic, 
manic-depressive  and  involutional)  comprise  less 
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and  over  are  about  20%  of  the  total  admissions  in 
this  group,  the  following  table,  using  1949  as  100  for 
the  index  base  shows  the  increasing  trend  in  this 
group  also,  although  the  readmission  rate  of  this 
group  is  not  as  great  as  the  total  readmission  rate. 

-Although  the  change  in  percentage  of  the  65  years 
of  age  and  over  to  the  total  admissions  has  varied 
only  slightly,  the  increase  in  number  of  patients 
involved  in  this  age  group  has  placed  a burden  on 
both  the  physical  facilities  and  hospital  personnel, 
since  this  type  of  patient  requires  more  equipment 
and  nursing  care.  Except  for  one  hospital  there  has 
been  no  increase  in  facilities  for  the  proper  housing 
of  the  geriatric  patient.  Overcrowding  is  general. 
Such  patients  need  more  personal  attention  by  phy- 
sicians, nurses  and  attendants.  Because  of  their 
age,  many  are  physically  incapacitated.  They  are 
more  prone  to  accident,  such  as  falling,  which  means 
more  careful  nursing  aid  in  their  moving  about. 
Many  need  individual  spoon  feeding. 

There  has  been  a slight  increase  in  the  discharges 
other  than  by  death  of  patients  in  the  65  years  of 
age  and  over  in  the  past  few  years.  This  is  also  true 


First  .-yoMissioxs 


Year 

Total 

.Admissions 

Index 

65  A'ears  of 
.Age  and 
Over 

] 

Index 

Diseases  of 

Senium  65  A'rs. 

and  Older 

Index 

Percent  of 

Admissions  65 

A*rs.  & over 

each  A'ear 

19+9 

20+9 

100.0 

482 

100.0 

428 

100.0 

23.5 

1950 

2081 

101.6 

519 

107.7 

470 

109.8 

24.9 

1951 

1796 

87.7 

+98 

103.3 

+35 

101.6 

27.7 

1952 

1969 

96.1 

5+6 

113.3 

+71 

110.0 

27.7 

1953 

213  + 

lO+.l 

58+ 

121.2 

525 

122.7 

27.4 

1954 

2165 

105.7 

519 

107.7 

+65 

108.6 

24.0 

1955 

2276 

111.1 

■ 629 

130.5 

566 

132.2 

27.6 

1956 

2298 

112.2 

56+ 

117.0 

+95 

115.7 

25.0 

1957 

2467 

120.+ 

; 627 

130.1 

5+8 

128.0 

25.+ 

1958 

2791 

136.2 

673 

139.6 

539 

125.9 

24.1 

than  5%  of  the  admissions,  in  the  65  years  of  age 
and  over  group  so  they  are  not  a large  part  of  the 
admission  problem,  however,  they  do  become  older 
in  the  hospitals — as  brought  out  in  the  previous 
article. 

.Although  the  readmissions  of  the  65  years  of  age 

Lantz,  Edx.a  M.,  Stalistician,  Department  of  Mental 
Hygiene  and  Hospitals,  Richmond,  Virginia. 

.Approved  for  publication  by  Commissioner,  Department 
of  .Mental  Hygiene  and  Hospitals. 


for  those  diagnosed  as  disease  of  the  senium.  Even 
so,  about  80%  of  the  separations  from  the  hospital 
in  this  group  is  by  death.  Since  the  total  discharges 
and  deaths  65  years  of  age  and  over  group  include 
those  that  have  grown  old  in  the  hospitals  (func- 
tional psychosis  patients),  therefore,  the  discharge 
and  death  index  are  shown  for  those  diagnosed  as 
diseases  of  the  senium  65  years  and  over. 

The  following  table  shows  the  index  of  the  dis- 
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Readmissions 


Year 

Total  Re- 
admissions Index 

Readmission 

65  Years  of 

Age  and 

Over  Index 

Readmission 

Diseases  of 

Senium  -65  Yrs. 

and  over  Index 

Percent  Read- 
missions -65 

Years  and 

Over 

1949 

1166 

100.0 

137 

100.0 

76 

100.0 

11.8 

1950 

1129 

96.8 

131 

95.6 

80 

105.3 

11.6 

1951 

1127 

96.7 

132 

96.3 

78 

102.6 

11.7 

1952 

1297 

111.2 

136 

99.3 

83 

109.2 

10.5 

1953 

1310 

112.3 

139 

101.5 

72 

94.7 

10.6 

1954 

1352 

116.0 

149 

108.8 

90 

118.4 

11.0 

1955 

1510 

129.5 

164 

119.7 

104 

136.8 

10.9 

1956 

1513 

129.8 

188 

132.7 

119 

156.6 

12.4 

1957 

1649 

141.4 

176 

128.5 

106 

139.5 

10.7 

1958 

1834 

157.7 

182 

132.8 

100 

131.8 

10.0 

charge  and  death  rate  using  1949  as  a base  of  100: 

By  comparison  of  alive  discharges  with  admis- 
sions the  turnover  rate  of  the  diseases  of  the  senium 
is  very  small — about  5%.  The  death  turnover  rate 
to  admissions  is  high,  about  95^1.  Many  of  these 
die  in  the  first  few  mcnths  of  hospitalization.  The 


average  hospital  stay  of  all  deaths  in  the  “disease 
of  the  senium”  group  is  less  than  2 years. 

The  aged  in  the  general  population  has  increased 
in  the  last  few  years.  Estimates  are  that  it  will  con- 
tinue to  increase.  As  this  increase  develops  the 
expectation  is  that  admission  of  the  aged  to  mental 
hospitals  will  increase. 


Discharges  Deaths 


Year 

Total 

Index 

Diseases  of 

Senium  65 

Years  and 

Over 

Index 

Total 

Index 

Diseases  of 

Senium  65 

Years  and 

Over 

Index 

1949 

2015 

100.0 

85 

100.0 

801 

100.0 

385 

100.0 

1950 

2030 

100.7 

89 

95.5 

931 

116.2 

460 

119.5 

1951 

2296 

113.9 

77 

90.6 

852 

106.4 

405 

105.2 

1952 

2198 

109.1 

94 

110.6 

943 

117.7 

482 

125.2 

1953 

2165 

107.4 

82 

96.5 

874 

109.1 

429 

111.4 

1954 

2208 

109.6 

89 

104.7 

786 

98.1 

416 

108.1 

1955 

2290 

113.6 

107 

125.9 

813 

101.5 

301 

78.2 

1956 

2852 

141.5 

131 

154.1 

1,024 

127.8 

558 

144.9 

1957 

2890 

143.4 

102 

120.0 

1,017 

127.0 

523 

135.8 

1958 

3227 

160.1 

132 

155.3 

1,088 

135.8 

596 

154.8 
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Rising  Costs  or  Waste? 

ALBERT  V.  WHITEHALL 
New  York,  New  York 

A few  months  ago  a thoughtful  insurance  execu- 
tive^ asked  this  question : “W'ho  really  wants  to 
contain  the  rising  cost  of  hospital  and  medical  caret” 
I'hen  he  examined  the  incentives  that  might  be  ex- 
pected to  motivate  five  important  groups  most  inter- 
ested in  this  question  of  rising  health  care  costs. 

Do  doctors  wish  to  curtail  their  practice  or  their 
income? 

Would  hospitals  willingly  curtail  the  quality  of 
hospital  service? 

Must  insurers  halt  rising  costs  and  thus  diminish 
their  volume  of  business? 

Do  labor  unions,  whose  members  generally  receive 
health  care  at  their  employer’s  expense,  desire  to 
have  these  benefits  restricted? 

Do  employers  themselves  wish  to  take  responsibil- 
ity for  curtailing  health  benefits  for  employees  and 
their  dependents? 

All  these  groups  say  costs  should  be  cut^ — but 
by  someone  else!  IMeanwhile,  health  care  costs  con- 
tinue to  rise,  and  the  public  becomes  increasingly 
uneasy. 

Is  cheaper  care  really  the  issue?  The  President 
of  the  Health  Information  Foundation^  recently  ob- 
served ; 

“It  seems  obvious  that  the  American  Public, 
increasingly  aware  of  the  value  of  good  medical 
care,  is  willing  to  pay  for  it.  Certainly,  it  has 
reason  to  be.  . . . 

“In  the  past,  it's  true,  pain,  disability,  and 
serious  illness  could  be  faced  at  relatively  little 
expense — simply  because  there  was  relatively 
little  that  could  be  done  for  a sick  person.  Now 
pain  and  disability  can  often  be  avoided  and 
death  greatly  postponed — but  at  the  cost  of  more 
visits  to  physicians,  more  admissions  to  hospitals, 
more  use  of  drugs  and  other  treatments. 

{Editor’s  Note:  Mr.  Whitehall  is  Vice-Chairman  of  the 
Health  Insurance  Council,  an  organization  established  by 
the  insurance  industry  to  provide  a central  source  of  in- 
formation and  technical  and  practical  counsel  regarding 
health  insurance  coverages  to  groups  concerned  with  health 
services.) 


Edited  by 

RICHARD  J.  ACKART,  M.D. 

“Seen  in  this  light,  recent  increases  in  spending 
for  medical  care  do  not  seem  excessive.  In  fact, 
many  authorities  believe  that  we  do  not  yet  spend 
enough  for  health  items.” 

It  appears  that  the  American  people  are  willing 
to  pay  for  good  care ; through  health  insurance,  most 
of  us  are  increasingly  able  to  pay  for  better  care. 
\Miy  then  the  clamor  about  rising  costs? 

Perhaps  the  real  reason  for  the  public's  concern 
over  rising  costs  is  a lurking  suspicion  that  our  vol- 
untary system  is  vulnerable  to  abuse,  waste,  or  ineffi- 
ciency. In  almost  every  discussion  of  rising  costs, 
there  is  this  undercurrent  of  suspicion. 

Suspicion,  of  course,  thrives  on  lack  of  informa- 
tion. Are  we  telling  the  American  people  all  they 
need  to  know  about  medical  costs — and  prices  ? 

There  is  less  mysterc’  on  the  therapeutic  side  of 
medicine  than  there  used  to  be;  today's  patients  are 
more  sophisticated  about  wonder  drugs,  miraculous 
surgery,  and  dependable  day-to-day  medical  advice. 
This  knowledgeable  demand  for  high  cjuality  is  a 
potent  force  toward  improving  quality. 

But  isn’t  there  too  much  secrecy  about  medical 
economics?  M'hy  are  doctors  so  often  reluctant  to 
itemize  their  bills?  Why  is  it  so  difficult  to  get  full 
information  from  some  hospitals  as  to  the  exact  serv- 
ices and  supplies  furnished?  Is  such  detailed  in- 
formation “bad  for  the  patient  to  know'’  or  “none 
of  his  business”?  Would  that  patient  pay  any  other 
indebtedness  on  such  meagre  explanation?  Further, 
in  the  absence  of  readily  available  criteria  by  which 
the  patient  may  judge  for  himself  what  he  should 
have  been  charged,  he  is  dangerously  apt  to  suspect 
that  the  doctor's  fee  is  set  subjectively,  shrewdly,  or 
even  greedily. 

The  general  public,  purchasing  health  insurance, 
has  been  given  very  little  guidance  by  the  medical 
profession  in  determining  how  much  protection  to 
buy.  Is  this  one  reason  people  buy  several  coverages  ? 
Insurance  companies  try  to  have  their  indemnity 
schedules  bear  some  relation  to  the  actual  fees 
charged  by  doctors;  but  any  given  doctor  can  make 
the  schedule  look  like  a grab-bag  selection  of  mis- 
cellaneous figures.  M’hat  does  this  do  to  the  general 
public,  prone  to  suspect  the  worst  anyway? 
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Sus])icions  about  doctors’  fees  would  liave  less  to 
grow  on  if  the  usual  or  customar}’  fees  of  doctors 
in  the  community  were  a matter  of  public  knowledge. 
Patients  are  as  reticent  as  doctors  to  discuss  fees  even 
where  doctors  post  notices  in  their  waiting  rooms 
inviting  them  to  do  so.  Perhaps  some  overt  step 
by  the  profession  would  help  to  break  down  this 
barrier  to  mutual  confidence.  Public  approval  of 
our  voluntary  .system  is  essential  to  its  jireservation. 
The  public  generally  has  great  faith  in  the  medical 
profession,  but  it  would  be  dangerous  to  take  this 
for  granted. 

Suspicions  are  further  fed  by  the  rare  but  dra- 
matic incidents  where  abuse  does  creep  in.  Yet,  an 
insurance  claims  executive^  recently  said: 

“One  of  the  most  dangerous  things  we  could 
do  would  be  to  anesthetize  ourselves  with  the 
thought  that  the  jjrice  problem  we  face  is  simply 
the  result  of  patient  abuse  and  doctor  and  hospital 
greed.  . . . ^^’e  will  not  come  to  grips  with  the 
problem  until  we  look  deeper.  Along  with  the 
improvement  in  our  standard  of  living,  there  has 
come  a demand  for  more  and  better  medical  care. 


Even  if  we  were  so  disposed,  we  could  not  turn 
Ijack  this  demand.  What  we  must  do  is  to  find 
a way  of  satisfying  the  demand  at  a cost  the  pub- 
lic considers  justified.” 

Nobody  really  wants  to  cut  health  care  costs.  But 
the  public  is  alarmed  about  sj)iraling  costs,  which, 
of  course,  are  reflected  in  health  insurance  premiums. 
Much  of  this  alarm  is  really  susjncion,  fed  by  ig- 
norance, that  perhaps  health  care  dollars  may  be 
wasted  Iw  abuse  or  inefficiency. 

We  say  that  higher  costs  mean  better  care,  not 
waste.  But  it  is  not  enough  to  say  it;  we  have  to 
jirove  it.  .^nd  that  means  giving  the  public — our 
patients  and  policyholders — more  facts.  Mystery 
no  longer  has  a proper  place  in  medicine. 

(1)  Stefan  Hansel,  Vice  President,  Great-West  Life  As- 

surance Co.,  Canada,  to  Council  on  Employee  Bene- 
fit Plans,  New  York,  October  17,  1958. 

(2)  George  Bugbee,  “Progress  in  Health  Services”,  De- 

cember, 1958. 

(3)  Kenneth  Barrows,  Claims  Secretary,  Bankers  Life 

Company,  Iowa,  to  Southeastern  Regional  Confer- 
ence, Health  Insurance  Council,  January  27,  1959. 


Safety  Closures  for  Drug  Containers 


Widespread  use  of  safety  closures  for  drug  con- 
tainers is  advocated  by  a North  Carolina  pedia- 
trician. Dr.  Jay  M.  Arena,  Durham,  feels  that  the 
adoption  of  safety  closures  for  all  drug  containers 
in  common  home  use  could  reduce  the  number  of 
cases  of  accidental,  experimental,  and  innocent  in- 
gestion of  potentially  poisonous  drugs. 

His  observations  are  reported  in  the  March  14 
Journal  of  the  American  Medical  Association,  fol- 
lowing a study  of  1,600  homes  with  children  under 
five  years  of  age. 

.'Accidental  ingestion  of  drugs  causes  35  per  cent 
of  deaths  from  poisoning  of  children  in  the  one  to 
five  age  group.  Incidence  of  poisoning  from  drugs 
is  much  greater  than  from  household  agents. 

“There  is  little  wonder  that  poisoning  is  so  fre- 
quent in  infants  and  children  who  learn  by  explora- 
tion, questioning,  sampling,  and  trial  and  error. 
They  are  particularly  suspectible  to  the  accidental 
ingestion  of  brightly  colored  attractively  shaped 
and  packaged,  sugar-coated  drugs  of  all  kinds.” 

To  overcome  this  problem.  Dr.  Arena  believes  that 
all  available  safety  measures  and  precautions  should 


be  utilized.  Education  alone  is  not  enough.  “Precau- 
tionary labeling  and  safety  closures  are  good  meas- 
ures ...  in  the  prevention  of  these  tragic  accidents.” 

Purjjose  of  the  study  was  to  test  three  closures — 
two  of  the  safety  cap  variety  and  one  conventional 
screw  cap — to  determine  w'hich  would  be  the  most 
effective  in  reducing  the  chance  of  small  children 
gaining  access  to  drug  containers.  It  was  also  neces- 
sary for  these  safety  caps  to  be  designed  and  con- 
structed so  that  mothers  could  remove  and  replace 
them  with  a reasonable  amount  of  ease  and  con- 
venience. 

As  a result  of  the  study.  Dr.  Arena  favors  the 
use  of  a plastic,  .snap-on  type  cap.  This  closure 
proved  to  be  the  most  difficult  for  children  to  remove 
and  the  easiest  for  them  to  replace.  The  ability  of 
easy  replacement  is  valuable  since  it  implies  that 
older  inquisitive  chidren  can  prevent  younger  in- 
fants from  gaining  access  to  containers.  In  addition, 
this  cap  was  voted  by  mothers  as  the  one  in  which 
they  felt  was  the  easiest  to  securely  replace.  This  is 
significant  since  a loose  cap  means  an  open  container. 

Dr.  .Arena  is  affiliated  with  the  department  of 
pediatrics,  Duke  University  Medical  Center. 
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Poliomyelitis  in  Virginia,  1958 

Poliomyelitis  is  unpredictable  as  to  where  it  will 
strike,  who  it  will  strike,  with  what  severity,  or  in 
what  numbers.  Its  occurrence  in  1958  followed  this 
pattern.  The  year  1957  had  been  the  year  of  low- 
est incidence,  107  cases,  and  hopes  had  been  high 
that  1958  would  be  lower.  An  outbreak  in  the  three 
counties  of  the  southwestern  tip  of  Virginia,  Lee, 
Wise,  and  Scott,  and  another  in  Rockingham  County 
caused  anxiety  in  these  areas  and  destroyed  every 
idea  that  a record  of  low  incidence  would  be  estab- 
lished. The  disease  prevailed  chiefly  in  the  sub- 
standard socio-economic  group  in  this  State  as  it  did 
elsewhere  in  this  country.  The  age  groups  that  were 
hardest  hit  were  under  1 and  1-4  years.  In  past 


Paralytic,  including  28  bulbar  cases,  139;  Nonpara- 
lytic, including  unspecified,  20.  Table  1 shows  the 
distribution  by  severity  (death,  paralytic,  and  non- 
paralytic) by  age  group  and  numlrer  of  injections 
of  Salk  vaccine. 

The  first  case  of  poliomyelitis  for  the  year  was 
reported  from  Pulaski  County  early  in  Februar}-. 
It  was  a bulbar  case  in  a white  male,  13  years  of 
age,  who  had  received  only  one  dose  of  Salk  vaccine 
a year  before  the  onset  of  his  illness.  He  recovered. 
This  was  the  only  case  that  developed  in  Pulaski 
County  in  1958.  There  were  two  cases  reported  in 
.\pril,  one  from  Norfolk  County  and  one  from  Roa- 
noke County.  The  fourth  case  of  the  year  was  re- 
ported from  Lee  County  at  the  end  of  May.  At  the 


Table  I 

POLIOMYEI.ITIS  IX  ViRGIXIA,  1958,  BY  COLOR,  SEVERITY,  Age  GrOUP  AXD  DOSES  OF  VACCINE 


Paralytic  — 139 

(includes  28  Bulbar  cases)  Nonparalytic  — 20 


.Age  group 

White 

No.  Doses  of 

0 1 2 

vaccine 

3 

No. 

0 

Colored 

Doses  vaccine 

1 2 3 

No. 

0 

White 

doses  vaccine 

1 2 3 

Colored 

No.  doses  vaccine 

0 12  3 

0-4 

*♦39 

4 

*8 

10 

1 

4 

5 

1 

1 

1 

5-9 

*23 

*4 

4 

*3 

4 

1 

3 

2 

10-14 

2 

5 

*1 

*4 

1 

2 

1 

15-19 

3 

*2 

1 

1 

1 

20-24 

5 

1 

1 

25-34 

2 

1 

1 

3 5-44 

1 

45  4- 

*1 

TOTAL 

79 

14 

14 

10 

18 

2 

2 

9 

7 

2 

1 

1 

Each  * represents  1 fatality. 


years  incidence  had  been  low  among  Negroes  but 
had  increased  in  this  race  during  the  last  two  or 
three  years.  In  1958,  however,  the  number  involved 
was  small  but  it  is  probable  that  this  was  due  to 
tlie  low  percent  of  Negroes  in  the  populations  of  both 
epidemic  areas.  In  1958  there  was  a relatively  high 
percentage  of  paral}tic  cases  throughout  the  United 
States  due,  no  doubt,  to  more  accurate  diagnoses 
before  reporting  cases  and  to  a reluctance  to  report 
nonparalytic  disease  without  laboratory  confirmation. 

The  total  number  of  cases  of  poliomyelitis  reported 
in  Virginia  in  1958  was  159.  These  were  divided: 


corresponding  time  in  1957  there  had  been  14  cases 
in  the  State.  The  patient,  a native  of  a mining 
camp  near  the  border  of  Wise  County,  was  the  first 
of  8 cases  that  developed  in  Lee  County.  The  onset 
of  these  cases  was  one  in  each  of  the  following 
weeks:  21st,  22nd,  23rd,  24th,  26th,  27th,  35th, 
38th,  and  41st.  Three  of  the  8 cases  had  received 
1 dose  of  Salk  vaccine,  one  of  them  only  a short 
time  before  onset  of  illness.  None  of  them  had  been 
given  second  or  third  doses. 

A month  after  the  appearance  of  the  first  case 
in  Lee  County,  the  first  case  of  1958  in  Wise  County 
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was  reported.  During  the  week,  the  24th,  two  cases 
were  seen.  There  were  no  cases  in  the  25th  week.  One 
had  onset  during  the  26th  week,  2 during  the  27th, 
1 in  the  28th,  4 in  the  29th,  and  the  peak,  6 cases, 
was  reached  during  the  30th  week,  which  ended  July 
26th.  After  this  the  cases  were  3,  3,  1,  3,  and  down 
to  0 during  the  35th  week.  Since  the  week  ending 
September  6,  there  have  been  only  4 scattered  cases. 


Though  Rockingham  County  is  remote  from 
Scott  County,  the  pattern  of  distribution  of  cases 
was  similar  in  the  two  counties.  The  first  case  in 
Rockingham  County  had  its  drop  to  zero  after  the 
43  rd  week  with  only  two  cases  reported  since,  one 
during  the  48th  week  and  the  last  during  the  51st 
week.  There  were  21  cases  in  Rockingham  County. 
One  death  was  reported  in  this  group.  The  distribu- 


Week  Number 

Number  of  Cases  in  Lee,  -Wise,  and  Scott  Counties,  1958,  by  week  of  onset 
• — • Lee  County 


o — o 

+ — + 

The  total  number  of  cases  in  Wise  County  was  thirty. 
Twelve  of  these  had  received  1 dose  of  Salk  vaccine 
and  9 of  the  1 2 had  been  inoculated  only  a few  weeks 
prior  to  onset;  one  had  been  given  2 doses  of  polio 
vaccine;  none  had  had  the  complete  series  of  3 
doses.  There  were  3 deaths  in  the  Wise  County 
epidemic. 

The  onset  of  poliomyelitis  in  Scott  County  was 


Wise  County 
Scott  County 

tion  of  Salk  vaccine  among  these  cases  was  4 with 
1 dose,  2 with  2 doses,  and  1 with  3 doses. 

Figure  II  shows  the  number  of  cases  by  week  of 
onset  in  Rockingham  County 

There  is  increasing  evidence  that  the  vaccine  is 
efficient  in  preventing  paralytic  polio  and  that  in- 
creased protection  is  afforded  with  each  dose  of  the 
series  of  three.  Routine  surveillance  of  vaccine  safety 


Figure  II 


26  27  12 

Week  Number 

Number  of  Cases  in  Rockingham  County,  1958,  by  week  of  onset. 


the  last  during  the  48th  week  with  a total  of  15 
cases.  The  peak  in  this  county  was  reached  during 
the  39th  week  when  4 cases  developed.  There  were 
3 deaths  among  the  Scott  County  cases. 


is  maintained  by  the  Poliomyelitis  Surveillance  Unit 
of  the  Public  Health  Service.  Since  May  1955  a 
total  of  more  than  298  million  doses  of  vaccine  have 
been  used  without  evidence  of  break  in  vaccine 
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safety.  The  only  vaccine  that  has  been  available  in 
the  State  without  cost  to  the  patient  has  been  sup- 
plied by  Federal  funds  through  the  Public  Health 
Service,  by  the  National  Foundation,  and  by  certain 
local  groups.  Though  funds  for  the  purchase  of 
polio  vaccine  for  use  among  Virginia's  medically 
indigent  had  been  requested  in  the  budget  submitted 
by  the  State  Department  of  Health  to  the  General 
Assembly  of  195S,  none  were  granted. 

In  the  United  States  it  is  estimated  that  S2>% 
of  the  population  under  40  years  of  age  has  not 
had  the  three  basic  inoculations  of  polio  vaccine 
and  more  than  one-third  has  had  no  vaccine  at  all. 
Only  9 millions  of  the  20  millions  under  5 years  of 
age  have  completed  their  courses  of  vaccination. 
What  is  true  for  the  country  is  also  true  for  Virginia 
and  it  is  probable  that  even  fewer  in  this  State  have 
received  their  basic  inoculations.  Virginia  has  the 
dubious  distinction  of  being  among  the  six  States 
most  seriously  affected  with  p>olio  in  1958. 

Both  ^^'ise  and  Rockingham  Counties  had  received 
and  used  their  proportion  of  the  vaccine  supplied 
through  Federal  funds  and  had  also  administered 
vaccine  from  other  sources.  The  private  physicians 
of  the  two  counties  likewise  had  given  polio  vaccine 
in  their  practice.  \Mien  the  outbreak  appeared  in 
^^'ise  County,  the  Director  of  Public  Health  begged 
and  borrowed  all  of  the  vaccine  that  he  could  gel^ 
the  National  Foundation,  though  they  no  longer 
supply  vaccine,  and  the  County  Board  of  Supervisors 
made  available  sufficient  vaccine  to  give  first  doses 
to  all  who  applied.  Two  thousand,  eight  hundred 
and  eighty-eight  persons  were  inoculated  on  the  first 
round  and  33  had  their  second  doses  and  135  finished 
their  3rd  doses  during  the  initial  clinics.  With  the 
exhaustion  of  all  local  sources  of  supply,  the  Direc- 
tor appealed  to  the  State  Health  Commissioner  for 
vaccine  to  give  the  second  and  third  doses  that 
would  be  needed.  The  Commissioner  transmitted 
this  appeal  to  the  Governor  who  immediately  author- 
ized the  purchase  of  sufficient  polio  vaccine  to  com- 
plete the  job  in  Wise  County.  In  spite  of  the  pub- 
licity for  the  need  to  complete  the  series  of  three 
doses,  568  of  the  2,888  failed  to  report  back  for 
their  second  doses.  Third  doses  are  not  due  until 
the  spring. 

The  same  situation  prevailed  in  Rockingham 
County.  They  entered  1958  with  900  doses  that  had 


been  provided  in  1957  by  the  National  Foundation. 
In  March  of  1958  this  organization  gave  another 
900  doses  which  lasted  until  late  .\pril  or  early  ^May. 
Then  the  Health  Department  had  to  turn  away  hun- 
dreds of  children  because  there  was  no  vaccine  to 
give  them.  In  late  July  and  August  the  National 
Foundation  supplied  an  additional  900  doses  and 
vaccinations  were  resumed.  The  Commissioner  again 
went  to  the  Governor  and  he  promptly  authorized  the 
purchase  of  vaccine  for  Rockingham  County.  The 
State  Department  of  Health  sent  1,800  doses  and 
assured  the  Rockingham  County  Health  Department 
that  vaccine  to  complete  the  series  of  three  doses 
will  be  available  for  persons  who  started  their  immu- 
nizations during  this  period. 

In  the  summer  of  1956  there  was  a mild  outbreak 
of  polio  in  Dickenson  County,  which  adjoins  \\'ise 
County  on  the  east.  Much  vaccine  was  given  at  that 
time.  The  results  of  the  use  of  the  vaccine  were 
seen  in  1958  when  only  two  cases  of  polio  were 
reported  from  Dickenson  County.  This  emphasizes 
the  value  of  polio  vaccine  when  it  is  given  in  com- 
plete series  at  properly  spaced  intervals.  The  polio 
season  of  1959  should  be  anticipated  now  and  all 
persons  under  40  years  of  age  who  have  not  been 
immunized  should  make  arrangements  through  their 
private  physicians  to  be  inoculated.  It  is  with  ex- 
treme regret  that  the  State  Department  of  Health, 
through  lack  of  appropriation  for  the  purchase  of 
vaccine,  cannot  supply  Local  Health  Departments 
with  polio  vaccine  for  the  medically  indigent  of 
their  areas. 


Monthly  Report  of  Bure.au  of  Communic.able 
Disease  Control 


Jan.- 

Tan.- 

Mar. 

.Mar. 

Mar. 

Mar. 

1959 

1958 

1959 

1958 

Brucellosis  _ 

2 

1 

6 

2 

Diphtheria 

0 

4 

O 

9 

Hepatitis 

23 

32 

135 

88 

Measles 

. 2543 

3709 

5423 

5250 

Meningococcal  Infections 

13 

11 

31 

30 

Meningitis  (Other) 

26 

26 

61 

61 

Poliomyelitis 

0 

0 

1 

1 

Rabies  (In  Animals) 

19 

41 

50 

123 

Rocky  Mt.  Spotted  Feyer 

1 

0 

2 

0 

Streptococcal  Infections 

. .1351 

1102 

3470 

2388 

Tularemia 

1 

0 

6 

18 

Typhoid  Feyer 

3 

2 

5 

7 
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Council  Minutes 

The  mid-winter  meeting  of  Council  of  The  Med- 
ical Society  of  Virginia  was  called  to  order  by  Dr. 
Walter  P.  Adams,  President,  at  1:00  P.M.  on 
Thursday,  March  5,  1959,  at  Society  Headquarters. 
Attending  were  Dr.  Walter  P.  Adams,  Dr.  Allen 
Barker,  Dr.  Harr)-  C.  Bates,  Jr.,  Dr.  Guy  W.  Hors- 
ley, Dr.  John  T.  T.  Hundley,  Dr.  Harry  J.  War- 
then,  Dr.  Mack  I.  Shanholtz,  Dr.  Paul  Hogg,  Dr. 
K.  K.  Wallace,  Dr.  Benjamin  W.  Rawles,  Jr.,  Dr. 
Fletcher  J.  Wright,  Jr.,  Dr.  Louis  P.  Bailey,  Dr. 
Alexander  McCausland,  Dr.  Harold  W.  IMiller,  Dr. 
Byrd  S.  Leavell  and  Dr.  Richard  E.  Palmer.  Also 
in  attendance  were  Dr.  Vincent  W.  Archer  and 
Dr.  W.  Linwood  Ball,  Delegates  to  the  American 
Medical  .Association,  and  Mr.  Robert  C.  Duval,  Jr., 
.Attorney  for  the  Society. 

Dr.  Adams  opened  the  meeting  by  briefly  review- 
ing events  leading  up  to  the  question  of  whether 
or  not  the  Society  should  conduct  another  poll  on 
social  security  coverage  for  physicians.  The  question 
was  raised  as  to  whether  or  not  the  Society’s  Dele- 
gates to  the  AAI.A  should  be  given  instructions  on 
the  matter  before  the  June  meeting  of  AMA  in 
.Atlantic  City.  This  was  not  considered  necessary. 

Dr.  Ball  advised  Council  concerning  the  position 
of  AAI.A  on  social  security  for  physicians  and  stated 
that  a recent  impartial  survey  indicated  that  nearly 
80  per  cent  of  the  physicians  in  the  nation  are  not 
familiar  with  basic  facts  surrounding  social  security. 

It  was  then  mentioned  that  there  appeared  every 
likelihood  the  Keogh-Simjjson  bills  would  be  passed 
during  the  current  session  of  the  Congress.  The 
feeling  prevailed  that,  if  this  should  happen,  there 
would  be  a lessening  of  pressure  for  compulsory 
coverage  of  physicians  under  social  security. 

The  President  then  introduced  Dr.  George  Crad- 
dock, Dr.  Holcombe  H.  Hurt,  and  Dr.  Charles  W'hit- 
more,  wlio  commented  on  the  proposed  social  security 
poll  of  the  Lynchburg  Academy  of  Medicine.  Dr. 
Whitmore  described  the  proposed  poll  in  some  detail 
and  stated  that  should  The  Medical  Society  of 
Virginia  decide  to  conduct  a poll,  the  Academy  would 
gladly  step  aside.  He  stated  that  the  Academy  also 
wished  to  proceed  through  channels  and  the  results 
of  its  poll  would  be  submitted  to  the  Society’s  House 
of  Delegates  for  such  action  as  it  believed  advisable. 


During  the  ensuing  discussion,  it  was  pointed  out 
that  the  House  of  Delegates  had,  in  October,  re- 
jected a suggestion  for  an  educational  campaign  and 
subsequent  poll  of  the  membership.  The  Council  did 
not  feel  it  would  be  justified  in  taking  any  action 
contrar}'  to  the  decision  of  the  House.  Dr.  Wallace 
then  moved  that  the  Council  oppose  a social  security 
poll  by  the  State  Society  at  this  time.  It  was  then 
suggested  that  the  motion  be  amended  to  point  out 
tliat  this  opposition  is  based  on  the  action  of  the 
House  of  Delegates  in  October  and  should  not  be 
construed  as  opposition  to  a poll  conducted  by  a 
component  society.  The  motion,  as  amended,  was 
adopted. 

Considered  next  were  six  suggestions  submitted 
by  Dr.  Fletcher  V’oodward,  Charlottesville,  concern- 
ing traffic  safety.  They  had  to  do  with  such  matters 
as  reporting  all  deaths  to  the  Commissioner  of  Motor 
Vehicles,  reporting  to  the  Commissioner  the  names 
of  patients  with  mental  disease,  etc.,  the  listing  of 
blood  t}-pes  on  driving  permits,  the  assignment  of 
responsibility  for  conducting  breath  and  blood  tests 
for  intoxication,  the  appointment  of  local  traffic 
referral  committees  and  the  development  of  ques- 
tionnaires and  screening  examinations  for  all  driv- 
ing applicants.  Dr.  W'hitmore  agreed  that  problems 
connected  with  traffic  safety  demanded  much  thought 
and  study.  However,  he  expressed  concern  about  the 
possibility  of  the  Society  endorsing  certain  criteria 
as  being  scientifically  sound  when  in  reality  there 
is  some  question.  He  quoted  several  pul^lications 
dealing  with  tests  for  intoxication.  He  recommended 
that  the  Society  be  careful  not  to  overemphasize  the 
validity  of  current  procedures. 

It  was  the  consensus  that  Council  was  not  in  a 
position  to  act  on  the  suggestions  at  this  time.  The 
importance  of  the  suggestions  was  recognized  and 
it  was  moved  that  they  be  referred  to  the  proper 
committee  for  further  study  and  such  action  as  it 
l;elieved  advisalfle.  Dr.  Shanholtz  stated  that  the 
Department  of  Health  would  welcome  the  oppor- 
tunity to  sit  in  on  any  deliberations  on  the  subject 
of  traffic  safety.  The  motion  was  then  amended  by 
recommending  that  the  State  Department  of  Health 
be  consulted  during  the  committee’s  study  of  the 
problem.  The  motion  was  adopted  as  amended. 

The  new  program  of  the  National  Foundation 
was  discussed — particularly  that  portion  having  to 


Volume  86,  May,  1959 


289 


do  with  medical  scholarships.  It  was  stated  that 
much  discontent  is  being  evidenced  about  the  State 
with  respect  to  the  many  fund  drives  being  waged 
by  various  health  research  organizations.  A resolu- 
tion, prepared  by  Dr.  Adams,  was  then  presented. 
This  resolution  specifically  requested  the  Society’s 
Delegates  to  the  AM.\  to  seek  information  concern- 
ing the  real  need  behind  the  National  Foundation’s 
new  activities.  After  some  discussion,  the  resolu- 
tion was  withdrawn.  It  was  then  moved  that,  in 
view  of  the  proposed  extension  of  many  of  the  health 
services  of  voluntary  health  agencies,  the  Society’s 
.AM.A.  Delegates  be  asked  to  obtain  information  from 
.■\^I.\  concerning  the  necessity  and  need  of  extension 
of  these  activities.  The  motion  was  seconded  and 
adopted. 

letter  from  the  Richmond  Pediatric  Society  hav- 
ing to  do  with  the  $10.00  custodial  fee  for  the  Con- 
ference Room  was  then  read.  It  was  reported  that 
some  physicians  felt  that  the  Conference  Room 
should  be  made  available  to  medical  groups  as  a 
service  of  the  Society  and  at  no  obligation.  After 
some  discussion,  it  was  moved  that  the  previous 
action  of  Council  with  reference  to  a $10.00  fee 
be  sustained.  The  motion  was  adopted.  It  was 
generally  agreed  that  this  action  by  the  Council 
should  be  reported  to  the  House  of  Delegates  in 
October. 

Council  was  advised  that  the  Richmond  Medical 
Assistants  Association  had  requested  use  of  the  Con- 
ference Room  and  the  hope  was  e.xpressed  that  the 
restrictions  limiting  the  Conference  Room  to  phy- 
sicians’ groups  and  the  Auxiliar}'  could  be  waived 
in  this  particular  instance.  It  was  then  moved  that 
the  Medical  Assistants  groups  be  permitted  to  use 
the  Room  under  the  same  conditions  applying  to 
medical  organizations.  The  motion  carried. 

Dr.  Adams  stated  that  the  American  Medical 
Association  had  requested  each  constituent  society 
to  consider  and  report  its  views  on  two  basic  ques- 
tions: (1)  Should  the  concept  of  free  choice  of 
physician  be  rigidly  adhered  to  as  essential  to  good 
medical  care,  and  ( 2 ) what  should  be  the  attitude  of 
local  physicians  toward  participation  in  closed  panel 
groups  which  restrict  free  choice  of  physician.  Dr. 
Hundley  read  several  excerpts  from  the  Report  of  the 
.AM.^  Commission  on  ^ledical  Care  Plans.  The  So- 
ciety’s Delegates  to  the  .\M.\  were  particularly  anx- 
ious to  have  some  thoughts  and  suggestions  to  carry 
with  them  to  .Atlantic  City  in  June.  It  was  generally 
agreed  that  “free  choice”  should  always  be  a cher- 
ished principle,  but  that  the  profession  should  realize 


that  certain  exceptions  and  modifications  are  al- 
ways possible.  After  some  further  discussion.  Dr. 
Hundley  moved  that  the  following  statement  be 
adopted : 

Modification  of  the  time  honored  principle  of 
“free  choice  of  physician”  is  thoroughly  justified 
when  better  medical  services  are  made  available 
to  the  public  by  such  modification,  and  when  such 
services  are  rendered  in  accordance  with  Section 
6 of  the  “Principles  of  Medical  Ethics  of  the 
•American  Medical  -Association”.  Consequently, 
we  cannot  approve  of  any  resolution  proposed 
to  a constituent  society  of  organized  medicine 
which  requires  the  undeviating,  rigid  adherence 
to  the  principle  of  “free  choice  of  physician’’  with- 
out at  the  same  time  recognizing  that  there  are 
times  and  circumstances  when  the  principle, 
though  valuable,  should  be  modified  to  conform 
to  particular  and  peculiar  circumstances. 

The  motion  was  adopted. 

The  feeling  existed  that  the  question  of  “closed 
j)anel  systems”  could  not  be  easily  separated  from 
the  question  of  “free  choice”.  It  was  decided  that 
the  statement  just  adopted  would  apply  to  both 
issues. 

Dr.  Horsley  reported  that  the  A’irginia  Aledical 
Service  Association  (Blue  Shield)  stands  ready  to 
develop  coverage  for  those  persons  over  65  years 
of  age.  He  stated,  however,  that  it  might  be  ad- 
visable for  the  Society  to  formally  petition  Blue 
Shield  to  make  such  coverage  available.  Dr.  Rawles 
then  moved  that  the  following  statement  and  resolu- 
tion be  adopted: 

We  recognize  the  importance  of  adequately 
meeting  the  health  needs  of  that  segment  of  the 
population  aged  65  years  and  over.  These  needs 
must  be  provided  at  a cost  in  keeping  with  the 
modest  resources  or  the  low  income  that  is  the 
case  with  many  of  these  individuals.  The  best 
medical  care  at  the  lowest  cost  can  be  provided, 
in  our  opinion,  under  a voluntar}'  prepayment 
program. 

In  the  case  of  medically  indigent  in  the  aged 
group,  the  medical  profession  believes  that  it  is 
the  responsibility  of  the  local  political  subdivi- 
sion in  which  the  individual  resides  to  provide 
medical  care  when  it  is  not  otherwise  obtainable. 

The  medical  profession,  the  Blue  Cross  and 
Blue  Shield  Plans  and  private  indemnity  com- 
panies, recognizing  the  importance  of  voluntary 
prepayment  health  coverage  for  those  65  and  over, 
must  work  together  to  see  that  adequate  medical 
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care  at  the  lowest  possible  cost  is  provided  for 
as  many  as  possible  of  those  in  this  age  group. 
On  the  basis  of  1957  figures  it  is  estimated  that 
38.6%  of  those  aged  65  and  over  have  some 
form  of  voluntary  prepayment  insurance.  This 
compares  with  an  estimate  of  26%  for  1952. 

Therefore,  Be  It  Resolved  that  the  Council 
of  The  Medical  Society  of  Virginia  ask  the 
members  of  the  Society  to  continue  their  policy 
of  providing  medical  service  in  keeping  with  the 
ability  of  the  patient  to  pay,  and,  particularly 
in  the  aged  group,  to  recognize  the  importance  of 
rendering  services  at  the  lowest  possible  cost. 

Furthermore,  Be  It  Resolved  that  if  cov- 
erage is  provided  for  the  aged  group  with  a level 
of  compensation  which  will  permit  the  develop- 
ment of  such  insurance  and  prepayment  plans  at 
a reduced  rate,  members  of  The  Medical  Society 
of  Virginia  be  asked  to  accept  the  adjusted  fees 
in  payment  for  services  rendered  to  those  indi- 
viduals with  modest  resources  or  low  incomes. 

Furthermore,  Be  It  Resolved  that  the  Blue 
Cross  and  Blue  Shield  Plans  of  Virginia  and  the 
private  indemnity  companies  domiciled  in  Vir- 
ginia be  asked  to  study  the  need  and  to  make 
available  policies  which  will  provide  the  neces- 
sary coverage  for  the  special  needs  of  those  65 
years  of  age  and  over  at  a cost  commensurate 
with  the  modest  resources  or  low  income  of  this 
group. 

After  some  discussion,  it  was  pointed  out  that 
perhaps  a guide  should  be  developed  for  medical 
staffs.  Dr.  Rawles  motion  was  then  adopted.  It  was 
also  directed  that  the  resolution  be  published  in  the 
Virginia  Medical  Monthly  at  the  earliest  possible 
moment.  The  E.xecutive  Secretary  was  also  in- 
structed to  make  the  resolution  available  to  the 
press. 

Dr.  Adams  re{x>rted  on  the  new  Medicare  Contract 
and  Fee  Schedule  and  advised  that  the  Executive 
Committee’s  efforts  to  negotiate  the  Contract  on 
an  indemnity  basis  were  unsuccessful.  A letter  from 
General  Wergeland,  Executive  Director  of  the  Medi- 
care Program,  was  read.  The  letter  stated  that  an 
indemnity  type  plan  at  this  time  was  inadvisable 
and  premature  and  would  pose  serious  administration 
problems.  General  Wergeland  went  on  to  state  that 
indemnity  type  plans  are  undergoing  serious  study 
and  indicated  that  much  would  depend  upon  the 
report  of  the  AMA  Commission  on  Medical  Care 
Plans.  Dr.  Adams  then  stated  that,  in  accordance 


with  previous  instructions  from  Council,  the  new 
fee  schedule  would  not  be  published. 

A resolution  adopted  by  the  Norfolk  County 
Medical  Society  was  read  to  the  Council  as  a matter 
of  information.  The  resolution  deplored  the  new 
medicare  regulations  which  prohibit  dependents  liv- 
ing with  their  sponsors  in  areas  near  service  hos- 
pitals, from  utilizing  civilian  facilities  except  under 
certain  circumstances. 

Considered  ne.xt  was  a resolution  from  the  Princess 
Anne  County  Medical  Society  indicating  its  wish  to 
sponsor  jointly,  wdth  the  Norfolk  County  Medical 
Society,  the  1960  Annual  Meeting.  The  resolution 
also  expressed  the  desire  for  the  meeting  to  be  held 
at  Virginia  Beach. 

Dr.  Wallace  stated  that  should  the  meeting  be  held 
in  Norfolk,  the  co-sponsor  would  be  the  Portsmouth 
Academy  of  Medicine,  and  that  if  the  meeting  should 
be  held  in  Virginia  Beach,  the  Norfolk  County 
Society  would  be  pleased  to  have  the  Princess  Anne 
County  Society  as  a co-sponsor.  No  date  for  the 
meeting  has  been  set  as  yet. 

Next  on  the  agenda  was  a letter  from  the  Virginia 
Heart  Association  requesting  the  Society  to  approve 
a resolution  adopted  by  the  AMA  in  June,  1958, 
with  reference  to  national  voluntary  health  agencies. 
That  particular  resolution  expressed  confidence  in 
the  programs  and  fund  raising  policies  of  such 
agencies  and  stated  that  they  should  be  left  free 
to  carry  forward  their  programs  without  interference. 

During  the  ensuing  discussion,  it  was  pointed 
out  that  in  December,  1958,  the  AMA  had  adopted 
another  resolution  which  pointed  out  that  the  action 
taken  in  June  had  been  interpreted  by  some  as  dis- 
approving the  inclusion  of  voluntary  health  agencies 
in  United  Fund  drives.  The  resolution  went  on  to 
state  “that  the  AMA  neither  approves  nor  disap- 
proves of  the  inclusion  of  voluntary  health  agencies 
in  United  Fund  drives.”  In  view  of  this  more  recent 
action  by  the  AMA,  the  Executive  Secretary  was 
instructed  to  write  the  Virginia  Heart  Association 
and  advise  them  accordingly. 

Mr.  Duval  then  advised  Council  that  a study  of 
Virginia’s  Civil  Defense  Law  had  been  made  at  the 
request  of  the  AMA  and  that,  in  his  opinion,  the 
present  law  was  acceptable.  It  was  not  believed 
necessary  to  seek  further  revision  of  the  law  at  this 
time. 

Mr.  Duval  then  went  on  to  report  a proposed  bill 
recommended  by  the  Committee  on  Radiation  Haz- 
ards. He  stated  that  the  bill  would,  in  general, 
establish  a state  agency  which  would  cooperate 
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with  the  federal  government  against  the  hazards  of 
radiation  and  radio  active  materials.  Mr.  Duval 
indicated  he  had  rewritten  certain  sections  of  the 
bill  in  order  to  comply  with  the  Committee’s  recom- 
mendations and  also  urged  that  the  Committee  co- 
operate with  a special  study  committee  of  the  VALC 
which  will  soon  hold  hearings  on  this  very  problem. 
Dr.  Shanholtz  covered  the  basic  provisions  of  the 
bill  and  stated  it  had  been  studied  by  the  national 
committee  under  Dr.  Chamberlain. 

It  was  then  moved  by  Dr.  Rawles  that  Council 
approve  the  tenor  of  the  bill  and  authorize  the  Com- 
mittee on  Radiation  Hazards  to  represent  the  Society 
at  hearings  conducted  by  the  V.\LC  Committee.  It 
was  further  moved  that  the  Society  advise  the  VALC 
Committee  it  would  like  to  be  represented  at  the 
hearings.  The  motion  was  seconded  and  adopted. 

d'he  matter  of  a second  injury  law  was  then  dis- 
cussed and  ISIr.  Duval  stated  that  another  study 
committee  of  the  V.\LC  will  hold  hearings  on  the 
question  soon.  It  was  requested  that  these  meetings 
be  called  to  the  attention  of  the  Sub-Committee  on 
Industrial  Health. 

question  was  raised  concerning  duties  of  the 
Second  and  Third  ^hce-^residents.  It  was  thought 
the  services  of  these  officers  could  be  used  to  much 
greater  advantage.  Dr.  Adams  stated  that  it  was  his 
intention  to  use  the  Vice-Presidents  as  representa- 
tives of  the  Society  at  various  conferences  whenever 
possible.  This  was  considered  a good  idea. 

resolution  adopted  by  the  Norfolk  County  ^led- 
ical  Society  with  reference  to  compulsory  polio  im- 
munization was  then  read.  It  was  the  feeling  that 
polio  immunization  should  be  required  for  children 
entering  school  and  such  legislation  sliould  be  sought. 
Mentioned  was  the  fact  that  the  North  Carolina 
Medical  Society  has  embarked  on  a campaign  re- 
quiring evidence  of  polio  immunization  before  stu- 
dents can  be  registered  in  colleges  and  camps.  The 
Executive  Secretary  reported  that  copies  of  the  North 
Carolina  program  had  been  sent  to  the  Committee 
on  Preventive  IMedicine. 

It  was  then  moved  that  the  question  be  referred 
to  the  Committee  on  Preventive  IMedicine  and  also 
the  Committee  on  Child  Health.  The  motion  was 
adopted.  Dr.  Shanholtz  stated  it  might  be  well  to 
remember  that  any  health  service  of  a compulsory 
nature  is  most  always  a free  service. 

The  Executive  Secretary  reported  that  arrange- 
ments had  been  made  to  award  certificates  of  appre- 


ciation to  the  Society's  past-presidents  at  the  next 
.\nnual  ^Meeting.  The  total  cost,  including  the  neces- 
sary plate  for  engraving  purposes,  was  estimated  at 
$75,  and  a special  appropriation  in  this  amount  was 
authorized.  It  was  then  decided  the  certificates 
should  be  i)rescnted  unframed. 

The  Council  was  then  advised  of  a request  from 
members  of  the  W oman’s  .Auxiliary  in  Roanoke  for 
a special  appropriation  of  $450  to  be  used  in  con- 
nection with  the  .Auxiliary’s  1959  Annual  Meeting. 
It  was  reported  that,  in  at  least  one  instance,  the 
local  medical  society  had  borne  the  financial  burden. 
It  was  generally  agreed  that  local  medical  societies 
should  not  be  so  penalized. 

.A  motion  was  then  introduced  authorizing  the  re- 
quested appropriation.  However,  during  the  ensuing 
discussion,  it  was  believed  wise  to  first  have  Dr. 
McCausland  contact  the  -Auxiliary  representatives 
and  go  over  their  plans  with  them.  The  motion  was 
then  withdrawn  and  a new  motion  introduced  leav- 
ing final  disposition  of  the  request  to  representative 
of  the  Roanoke  Academy  of  Aledicine  and  the  State 
Office.  The  special  appropriation  of  $450  was  au- 
thorized if  it  was  considered  necessary.  The  motion 
was  adopted. 

Council  was  informed  that  the  Local  Committee 
on  -Arrangements  for  the  1959  .Annual  Aleeting  had 
sought  advice  with  reference  to  prizes  to  be  awarded 
in  connection  with  the  commercial  exhibits.  The 
advice  was  needed  since  a matter  of  policy  was 
involved  concerning  whether  or  not  the  Society 
should  continue  to  purchase  the  prizes  or  seek  to 
have  them  donated  by  the  pharmaceutical  houses. 
It  was  moved  that  the  Society  be  authorized  to 
purchase  the  prizes  in  an  amount  not  to  e.xceed  $100. 
The  motion  was  adoj^ted. 

Dr.  W'right  stated  that,  in  his  opinion,  the  Second 
and  Third  Vice-Presidents  should  be  invited  to 
attend  all  Council  meetings  in  a non-voting  capacity. 
The  Executive  Secretary  was  instructed  to  advise 
the  Second  and  Third  Vice-Presidents  of  this  de- 
cision and  to  make  sure  that  they  are  invited  to 
attend  future  sessions. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  How.xrd 
Secretary 

APPROVED ; 

W.XLTER  P.  -Ad.AMS,  M.D. 

President 
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Mental  Health 

I appreciate  very  much  the  honor  of  being  invited 
to  discuss  some  phases  of  mental  health  before  your 
group.  Since  no  definite  subject  was  discussed  or 
requested,  I will  take  the  liberty  to  discuss  briefly 
several  items  that  I feel  are  important  to  the  mental 
health  program,  for  the  moment  at  least. 

.■\t  the  onset  of  this  discussion  I am  reminded 
that  for  some  time  the  Council  on  Mental  Health  of 
the  .American  Medical  Association  has  strongly  urged 
that  a mental  hygiene  committee  be  formed  in  the 
Woman’s  Auxiliary  of  the  State  Medical  Societies 
and  that  the  chairman  of  each  committee  be  invited 
to  sit  in  as  a permanent  guest  member  at  the  meet- 
ings of  the  Mental  Health  Committee  of  the  State 
Medical  Society.  As  chairman  of  the  Mental  Hy- 
giene Committee  of  The  Medical  Society  of  Virginia 
for  the  year  1958,  I invited  the  chairman  of  the 
Mental  Hygiene  Committee  of  your  auxiliary  to 
attend  our  meetings,  but  unfortunately,  due  to  some 
conflict,  she  was  unable  to  attend  either  of  our  meet- 
ings. As  I am  again  chairman  of  the  Mental  Health 
Committee  for  the  year  1959,  I wish  to  extend  to 
the  chairman  of  your  Mental  Health  Committee  a 
most  cordial  invitation  to  attend  our  committee  meet- 
ings. She  will  receive  due  notice  of  the  time  and 
place  of  our  meetings. 

At  this  time  I would  like  to  draw  to  your  atten- 
tion the  position  of  the  Woman’s  Auxiliary  in  the 
community  in  which  you  live.  Because  you  are  mar- 
ried to  doctors,  it  is  generally  considered  by  the 
average  person  that  you  are  authorities  on  all  things 
medical — and  I say  facetiously — perhaps  once  re- 
moved. Therefore,  through  your  contacts  at  P.T.A. 
meetings,  bridge  clubs,  cocktail  parties  and  the  like, 

Address  delivered  at  The  Workshop  of  the  Auxiliary 
to  The  Medical  Society  of  Virginia,  Richmond,  February 
10,  1959. 


you  can  wield  much  influence  as  an  oustanding  lob- 
byist for  things  pertaining  to  the  medical  ])rofession. 
With  this  in  mind,  I sincerely  solicit  your  aid  for 
the  cause  of  mental  health  in  your  community. 

There  is  a rapidly  growing  need  for  concern 
about  the  whole  problem  of  mental  illness  and 
health  in  America.  There  is,  therefore,  a sharp  chal- 
lenge to  all  of  us,  and  for  science  generally,  to  master 
and  control  these  problems  so  that  we  will  be  in  a 
position — as  the  leading  medical  profession  in  the 
world  today — to  provide  guidance  toward  proper 
public  policy  with  respect  to  treatment  needs  for 
patients  and,  more  particularly,  for  the  development 
of  preventive  techniques. 

The  whole  problem  of  mental  illness  is  becoming 
recognized  as  one  of  our  most  pressing  problems  of 
health  for  the  American  people.  It  is  the  special 
responsibility  of  medical  societies,  the  woman’s  aux- 
iliaries and  the  medical  profession  generally  to  take 
such  steps  as  will  enable  the  profession  as  a whole 
to  assume  leadership  in  the  field  of  mental  health 
which  is  the  proper  responsibility. 

In  spite  of  the  tremendous  advances  that  have 
been  made  in  the  past  few  years  in  the  understand- 
ing of  mental  illness,  we  know  that  we  will  have  a 
terrific  problem,  particularly  with  so-called  func- 
tional ])sychoses  such  as  schizophrenia  and  the  psy- 
choneuroses, which  are  seemingly  unlimited. 

For  some  time  I have  been  very  interested  in  Blue 
Cross  and  Blue  Shield  coverage  for  mental  illness. 
Consequently,  this  has  been  an  item  of  major  inter- 
est to  the  IMental  Health  Committee  since  I have 
been  a member  of  the  committee.  For  many  years  it 
was  shameful  the  manner  in  which  all  insurance 
companies  discriminated  against  the  individual  who 
was  so  unfortunate  as  to  develop  a mental  illness 
and  consequently  had  to  be  hospitalized.  I can 
recall  that  at  one  time  no  insurance  was  available 
for  mental  illness.  During  the  past  four  or  five  years 
we  feel  that  considerable  progress  has  been  made 
insurance  wise  for  mental  illness.  At  first  the  Rich- 
mond Blue  Cross  and  Blue  Shield  Plan  allowed  ten 
days’  coverage  in  a psychiatric  unit  for  mental 
illness,  alcoholism  and  drug  addiction.  In  June, 
1958,  this  was  increased  to  sixty  days  for  the  same 
conditions. 

Unfortunately,  there  are  areas  in  Virginia  that 
do  not  have  the  coverage  comparable  to  the  Rich- 
mond Plan.  .At  the  present  there  are  four  plans  in 
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the  State  of  Virginia — the  Richmond,  Roanoke,  Nor- 
folk and  Lynchburg.  I give  you  these  names  because 
I feel  that  your  auxiliary  could  not  render  a more 
humane  seix-ice  than  contacting  the  director  of  these 
plans  in  your  locality  and  put  all  the  pressure  pos- 
sible on  them  to  bring  about  an  equitable  coverage 
for  mental  illness.  Even  our  Richmond  Plan  is  not 
all  that  would  be  desired  because  it  does  not  equal 
the  coverage  allowed  in  some  other  states.  I can  say 
though  for  the  Executive  Director  of  the  Richmond 
Blue  Cross  and  Blue  Shield  Plan  that  he  has  been 
most  cooperative,  and  I feel  that  he  is  ver}-  s}'mpa- 
thetic  with  this  problem.  He  has  met  with  our  com- 
mittee on  several  occasions  and  has  been  responsive 
to  our  suggestions.  I hope  that  each  of  you  on  re- 
turning home  will  take  it  upon  yourself  to  discuss 
this  problem  with  your  husband  and  others  in  im- 
portant places  who  can  bring  pressure  to  bear  on 
the  insurance  companies  in  behalf  of  these  unfor- 
tunate p?ople.  Since  over  half  the  beds  in  the  hos- 
pitals of  the  United  States  are  occupied  by  mental 
patients,  it  definitely  would  be  a saving  from  a tax 
standpoint.  I am  sure  that  should  more  mental 
patients  have  insurance  made  available  to  them  it 
would  be  possible  for  them  to  obtain  treatment  in  a 
private  psychiatric  unit,  thereby  lessening  materially 
the  patient  load  in  our  various  state  institutions. 

During  the  year  1957  our  committee  was  very 
interested  in  the  nursing  home  situation  throughout 
the  State  of  Virginia.  One  of  the  members  of  the 
committee  made  an  interesting  and  comprehensive 
sun-ey  of  nursing  homes  in  Virginia.  In  his  survey 
he  found  that  approximately  35  per  cent  of  the  pa- 
tients in  nursing  homes  had  mental  infirmities  and 
one  third  of  the  patients  were  in  need  of  psychiatric 
supervision. 

It  is  my  feeling  that  any  institution,  hospital  or 
home  for  the  care  and  treatment  of  the  mentally  ill. 
epileptic,  mentally  deficient  persons,  or  persons  ad- 
dicted to  the  intemperate  use  of  narcotic  drugs,  should 
be  licensed  and  adequately  inspected  from  a psychi- 
atric standpoint. 

I think  that  what  I have  just  said  concerning 
nursing  homes  ties  in  very  well  with  a problem  that 
is  most  important  throughout  our  entire  country, 
namely,  mental  illness  and  health  in  the  aged.  Our 
reason  for  concern  is  that  there  are  fifteen  million 
people  in  the  United  States  at  present  over  the  age 
of  65.  Their  potential  need  for  medical  services  at 
present  is  very  great  and  will  increase.  The  .Amer- 
ican Medical  .Association  expressed  its  awareness  of 
the  present  and  future  problem  in  establishing  a 


committee  on  the  aging.  It  has  recently  held  a 
planning  conference  of  medical  society  action  in  the 
field  of  aging  and  has  produced  a blue  print  en- 
titled: “The  New  Era  of  .Aging”,  a positive  health 
program  for  older  citizens  and  a pamphlet  entitled: 
“Health  .Aspect  of  .Aging”.  It  is  hoped  that  these 
aids  will  be  of  service  to  state,  county  societies  and 
to  your  own  auxiliary.  Too  often  doctors  have  not 
regarded  mental  illness  and  health  in  the  aged  as 
an  area  worthy  of  their  best  efforts.  There  is  ample 
evidence  that  a more  hopeful  attitude  can  be  con- 
structive in  shaping  social  attitudes  toward  senior 
citizens. 

In  my  opinion  medicine  must  make  a positive 
approach  and  register  concern  for  the  350,000  old 
people  in  nursing  homes  and  350,000  over  the  age 
of  65  who  are  in  institutions,  including  general 
hospitals,  state  hospitals,  old  people’s  homes,  prisons, 
etc.  \Mth  this  in  mind  I feel  that  it  behooves  all 
of  us  to  do  everything  we  can  to  improve  the  standard 
of  nursing  homes  where  so  many  of  our  aged  in 
A'irginia  are  now  quartered. 

I do  not  mean  that  merely  the  improvement  of 
the  standards  for  nursing  homes  is  all  that  we  should 
do  for  the  aged,  but  that  in  my  opinion  is  an  area 
where  the  most  improvement  is  needed.  In  addition 
to  nursing  homes  our  interest  in  the  aged  should 
also  be  directed  toward  their  care  in  general  hos- 
pitals, state  hospitals,  etc.  It  is  certainly  not  my 
opinion  that  the  aged  as  a whole  should  be  rushed 
off  to  a nursing  home  or  a state  hospital.  On  the 
contrary,  I feel  that  the  senior  citizen,  as  I am 
sure  he  would  like  to  be  called,  has  a need  to  pre- 
ser\-e  his  essential  dignity.  He  must  feel  useful  and 
wanted.  He  must  feel  that  he  still  has  a place  in 
the  social  group.  Whenever  possible,  the  old  person 
should  be  maintained  in  his  own  home.  Eamiliar 
surroundings  and  friends  do  much  to  provide  sta- 
bility. The  old  patient  should  be  kept  in  the  hos- 
pital only  as  long  as  his  s}*mptoms  cause  distress, 
and  it  is  for  this  group  that  my  interest  and  concern 
are  increased  for  better  facilities  in  nursing  homes 
and  hospitals. 

Not  only  am  I concerned  about  the  nursing  home 
situation  as  it  relates  to  the  treatment  of  the  aged, 
but  the  Alental  Health  Committee  in  1958  heard  a 
report  from  a representative  from  the  office  of  the 
Commissioner  of  Mental  Hygiene  and  Hospitals  to 
the  effect  that  quite  a number  of  mentally  defective 
children  are  currently  being  cared  for  in  nursing 
homes  which  are  very  poorly  equipped  and  the  chil- 
dren receive  little,  if  any,  medical  care.  It  was  the 
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consensus  that  something  should  be  done  concern- 
ing this  situation.  It  was  decided  to  bring  this  to 
the  attention  of  the  Woman’s  Auxiliary  and  invite 
their  assistance  in  promoting  an  educational  cam- 
paign through  P.T.A.  and  other  organizations,  hop- 
ing thereby  that  public  attention  could  be  aroused 
and  that  in  some  way  an  effectual  means  could  be 
found  to  remedy  this  situation. 

To  understand  the  seriousness  of  the  mentally 
defective  and  retarded  child  statistics  show  that  three 
and  one  half  per  cent  of  the  population  are  retardates 
and  that  seven  per  cent  of  the  children  in  the  popu- 
lation have  learning  disabilities.  One  in  one  thou- 
sand of  the  general  population  will  be  mentally 
retarded  and  will  need  care  for  the  rest  of  his  life, 
and  four  of  the  mentally  retarded  population  can 
be  helped  and  twenty-five  in  the  same  population  of 
the  mentally  retarded  can  be  self-supporting  with 
adequate  care  and  education.  The  attitude  toward 
mental  defectiveness  and  mental  deficits  in  children 
in  general  has  been  greatly  changed  because  of 
greater  research  into  the  diagnosis  and  nature  of  the 
mental  deficit.  There  are  many  misconceptions  and 
a great  deal  of  ignorance  still  existing  today  con- 
cerning this  problem.  \\’hat  we  need  is  to  move 
ahead  with  better  means  of  diagnosis,  and  in  this 
way  we  no  doubt  will  find  that  many  who  have  been 
diagnosed  as  mentally  retarded,  feeble-minded  and 
the  like  are  not  in  this  category  at  all. 

It  is  obvious  that  if  psychiatry  is  to  make  any 
real  contribution  in  the  area  of  mental  deficiency 
that  the  emphasis  must  be  placed  on  a more  accurate 
diagnosis.  The  more  psychiatry  can  contribute  to 
the  diagnostic  field,  the  greater  chances  there  will  be 
that  many  children  who  are  presently  diagnosed  as 
feeble-minded,  mentally  retarded,  etc.,  will  not  fall 
into  this  category.  Too  often  retarded  children  are 
kept  in  school  with  no  effort  made  to  find  the  cause 
of  the  deficit.  It  is  the  feeling  of  many  that  there 
is  a great  need  for  all  purpose  child  psychiatric 
diagnostic  centers  in  each  state,  so  that  it  will  be 
possible  to  separate  feeble-mindedness  from  other 
mental  deficits  which  might  be  more  effectively 
treated.  Frequently  parents  who  get  the  feeling  that 
the  child  is  not  developing  normally  mentally  do  not 
know  where  to  get  help.  As  yet,  there  are  too  many 
untrained  people  in  this  field.  There  are  not  enough 
psychiatrists  in  the  general  population,  and  there 
are  only  about  two  hundred  child  psychiatrists  who 
are  qualified  in  the  United  States.  I will  have  more 
to  say  about  this  later  in  this  discussion. 

The  following  has  been  recommended  by  those 
who  are  interested  in  this  phase  of  mental  health : 


1.  Psychiatrists  and  pediatricians  will  need  the 
heli>  of  auxiliary  groups  to  carry  out  programs  for 
the  child  with  a mental  deficit. 

2.  It  will  be  necessary  to  rely  on  the  teacher, 
psychologist,  social  worker  and  other  lay  groups 
to  carry  out  programs  and  even  help  in  diagnosis. 

3.  Schools  for  retarded  children  should  be  schools 
for  retarded  children.  There  is  need  for  separation 
of  delinquent  and  aggressive  defectives  from  the  child 
who  can  be  trained. 

4.  There  is  need  for  all  purpose  psychiatric  diag- 
nostic centers  in  each  state,  whether  it  is  in-  or 
out-patient  type. 

5.  Day  care  programs  for  younger  children. 

6.  Counselling  and  guidance  for  parents. 

7.  More  special  classes  in  schools  for  the  child 
who  has  a learning  deficit. 

8.  Teacher  training  programs. 

Quite  frequently  the  question  is  raised,  why  is  it 
necessary  for  our  state  institutions  to  employ  phy- 
sicians from  foreign  countries  to  places  on  the  med- 
ical staff.  They  complain  that  very  many  of  them 
have  so  much  difficulty  speaking  English  that  the 
patients,  as  .well  as  the  families,  find  it  extremely 
difficult  to  understand  them.  This,  of  course,  pre- 
sents quite  a problem  to  a mentally  sick  patient  who 
is  having  difficulty  understanding  what  it  is  all 
about  in  his  confused  state  of  mind.  I am  told  that 
the  reason  for  this  is  that  there  is  still  a shortage  of 
psychiatrists  in  this  country.  I feel  that  a campaign 
of  some  kind  should  be  put  on  to  get  more  of  our 
medical  students  interested  in  psychiatry. 

It  is  my  opinion  that  psychiatric  education  of 
medical  students  has  long  lagged  behind  the  other 
branches  of  medicine.  For  years  some  of  my  med- 
ical brethren,  unfortunately,  had  a tendency  to  look 
on  psychiatry  with  scorn  and  ridicule;  and  no  doubt 
some  years  ago  there  was  a seejjing  of  this  attitude 
into  the  higher  echelon  who  had  to  do  with  the 
curriculum  in  the  medical  schools.  I know  that  most 
of  you  certainly  have  an  interest  in  mental  health 
and  what  it  means  in  your  community.  We  are  far 
from  achieving  our  goal  in  this  field,  but  we  are 
steadily  but  slowly  making  progress.  As  I have 
said,  there  have  been  many  road  blocks  due  to  ig- 
norance and  a certain  amount  of  jealousy,  but  with 
the  help  of  such  groups  as  yours  I believe  the  public 
generally  can  be  better  enlightened  about  mental 
health  and  thereby  dispel  the  belief  of  many  that 
medical  illness  is  a stigma  and  cannot  be  helped 
by  scientific  means. 

John  R.  Saunders,  M.D. 
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Editorial . . . . 


Interpretation  of  the  Electrocardiogram 

'^HERE  ARE  THREE  major  methods  of  interpretation  of  the  electrocardiogram 
concurrently  employed  and  most  of  us  use  all  three  to  a greater  or  lesser  degree. 
The  first  is  simple  pattern  electrocardiography  in  which  one  memorizes  the  normal 
patterns  and  variations,  then  reviews  the  electrocardiogram  and  compares  this  with  the 
normal.  Various  patterns  which  have  been  shown  to  indicate  particular  pathological 
conditions  are  also  learned  and  with  practice  usually  become  readily  recognizable. 
These  patterns  include  left  and  right  ventricular  hypertrophy,  bundle  branch  block, 
myocardial  infarction,  evidence  of  ischemia  and  changes  due  to  drugs.  This  method 
does  not  require  an  understanding  of  why  the  patterns  occur  and  limits  the  interpre- 
tation to  so-called  clinical  exjjerience  which  is  difficult  to  quantitate.  Certainly  experi- 
ence is  necessary  but  it  should  be  based  on  fundamental  knowledge. 

Unipolar  electrocardiography  became  popular  about  fifteen  years  ago  and  has  been 
valuable  since  it  offers  a logical  explanation  for  various  electrocardiographic  patterns. 
This  method  is  based  on  Dr.  Frank  X.  Wilson's  experimental  and  clinicopathologic 
observations.  The  unipolar  theory  postulates  that  an  exploring  electrode  placed  on 
various  parts  of  the  body  and  paired  with  an  indifferent  electrode  records  an  electro- 
motive force  which  is  similar  to  that  which  develops  on  the  heart  surface  facing  the  elec- 
trode. Thus  these  semi-direct  leads  which  are  placed  over  the  right  ventricle  record  right 
ventricular  potential  and  over  the  left  ventricle,  left  ventricular  potential.  These  are 
called  right  and  left  ventricular  patterns.  Electrodes  are  strategically  placed  on  the 
left  arm,  left  leg  and  right  arm.  Electrodes  are  also  placed  at  various  points  over 
the  precordium  and  the  position  of  the  two  ventricles  theoretically  determined.  Changes 
in  the  electrical  position  and  perhaps  the  anatomical  position  of  the  heart  are  thought 
to  be  determined  by  observing  the  potential  recorded  at  these  areas.  It  is  assumed 
that  a myocardial  infarction  is  recognized  by  the  placement  of  the  exploring  electrode 
on  the  chest  wall  facing  the  infarcted  area.  Exploration  of  the  chest  wall  with  this 
electrode  is  thought  to  give  information  not  provided  by  the  standard  precordial  leads. 
This  concept,  though  subject  to  criticism,  has  been  useful  and  instructive. 

The  third  method  utilizes  the  vector  concept.  This  assumes  that  the  electrical  ac- 
tivit)'  begins  in  the  center  of  the  heart  and  this  can  be  recorded  by  placing  the  electrodes 
cn  the  body  surface  so  that  the  projection  of  the  electrical  forces  can  be  determined 
on  the  frontal  plane,  sagittal  plane  and  horizontal  plane.  This  also  assumes  that 
these  electrical  forces  are  reflected  on  each  lead  though  on  some  it  is  greater  than 
others,  dej)ending  on  the  direction  of  the  force  and  the  location  of  the  lead  axis.  The 
instantaneous  vectors  are  recorded  at  four  milli-second  intervals  and  a loop  auto- 
matically visualized  on  a cathcde  ray  cscilloscopic  screen  by  electrical  integration  of 
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two  leads.  This  image  can  be  photographed  and  the  loops  indicating  depolarization  of 
the  atria  and  ventricles  and  repolarization  of  the  latter  studied.  This  method  is 
experimental  and  at  the  present  time  impractical  for  clinical  uses. 

The  vector  concept  is  useful,  however,  and  has  clinical  application  in  what  Grant 
calls  vector  electrocardiography.  This  has  recently  gained  popularity  and  seems  to  be 
particularly  helpful  in  that  it  brings  together  vector  cardiography  and  electrocardi- 
ography both  as  to  thinking  and  as  to  terminology.  In  this  method  of  interpretation 
the  electrocardiogram  is  taken  in  the  usual  manner.  The  standard  and  unipolar  ex- 
tremity leads  are  frontal  plane  and  the  precordial  leads  are  horizontal  plane  leads. 
The  instantaneous  electrical  vectors  can  be  platted  as  projected  at  .02  second  intervals 
and  the  frontal  plane  loop  easily  constructed.  The  mean  electrical  vector  can  be  oriented 
in  space  by  determining  its  projection  on  the  frontal  plane  and  then  on  the  horizontal 
plane.  The  location  and  direction  of  the  major  electrical  potential  of  the  heart  can 
be  determined  and  this  is  particularly  useful  in  detecting  right  and  left  ventricular 
hyp>ertrophy. 

The  initial  and  terminal  electrical  vectors  can  also  be  oriented  in  space.  The 
former  is  useful  in  the  location  of  myocardial  infarctions  and  the  latter  is  important 
in  the  diagnosis  of  conduction  defects. 

The  ST  and  T vectors  can  also  be  spatially  oriented  in  a similar  fashion  and  give 
information  regarding  ischemia  and  injury  of  the  heart  muscle. 

The  vector  concept  seems  to  be  particularly  useful  in  the  understanding  of  the 
basic  principles  of  electrocardiography  particularly  since  new  methods  of  recording 
will  probably  be  developed  and  new  systems  of  leads  employed.  It  will  l)e  as  easy 
to  interpret  these  new  recordings  as  the  old,  if  this  concept  is  understood. 

Regardless  of  how  the  electrocardiogram  is  taken  or  what  method  of  interpretation 
is  employed,  we  must  realize  that  it  is  only  one  useful  tool  in  our  diagnostic  arma- 
mentarium and  by  no  means  replaces  a careful  history  and  physical  examination. 
Excepting  arrhythmias  electrocardiograms  should  not  be  expected  to  indicate  definitive 
etiologic  diagnosis.  Moreover,  neither  can  the  functional  capacity  of  the  heart  be 
determined  nor  the  ability  of  an  individual  to  withstand  surgery  ])e  estimated  by  an 
electrocardiogram  alone. 

It  seems  important  to  emphasize  that  the  electrocardiogram  must  be  interpreted 
with  the  clinical  data  in  mind  and  not  as  a isolated  reading.  Electrocardiograms  are 
frequently  sent  to  physicians  who  read  them  without  clinical  data.  Their  interpreta- 
tion should  not  then  be  diagnostic  and  the  possibilities  reported  ratlier  than  a definitive 
diagnosis  given.  There  are  honest  differences  of  opinion  in  interpretation  which  would 
be  resolved  if  the  clinical  data  were  known. 

The  ultimate  responsibility  rests  on  the  physician  who  is  managing  the  patient  and 
he  should  integrate  the  electrocardiographic  interpretation  with  his  clinical  information 
and  not  expect  the  electrocardiogram  to  solve  the  problem  either  of  diagnosis  or 
management. 

Julian  R.  Beckwith,  jSI.D. 

From  the  Cardiovascular  Section,  Department  of  Internal  Medicine,  University  of  Virginia 
Hospital,  Charlottesville. 
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The  Keogh  Bill  and  Senator  Byrd 


HE  KEOGH-SIMPSON  BILL,  which  would  permit  tax  deferral  by  the  self- 
employed  up  to  $2500  annually,  passed  the  House  in  March  with  not  more  than 
15  or  20  members  dissenting.  The  tax  relief  this  proposed  measure  would  afford 
physicians,  the  largest  group  not  covered  by  social  security,  would  be  considerable. 
\Miile  taxes  would  eventually  be  paid  on  this  income,  the  saving  would  be  material, 
for  the  tax  ultimately  would  be  figured  in  terms  of  the  reduced  income  of  the  elderly 
physician  and  not  on  the  basis  of  the  high  tax  bracket  he  W’as  in  at  the  time  the  tax 
was  deferred. 

The  question  now  arises  as  to  whether  the  Senate  will  act  on  the  measure  this  year 
or  postpone  action  until  1960.  Last  year  Senator  Byrd,  Chairman  of  the  Senate 
Finance  Committee,  held  no  hearings  on  the  bill  because  it  reached  his  committee 
near  the  end  of  the  session. 

It  is  felt  by  some  that  Senator  B}  rd  is  opposed  to  this  bill  on  two  counts.  There 
unquestionably  would  be  a loss  to  the  treasury  of  the  United  States  to  the  same  degree 
that  tax  relief  would  be  afforded  to  the  affected  physicians,  and  our  senior  Senator 
has  always  taken  a dim  view  of  anything  that  makes  the  budget  harder  to  balance. 

second,  and  more  difficult  objection  to  evaluate,  is  the  possibility  that  other  groups 
might  seek  the  same  tax  deferral  with  a correspondingly  greater  tax  loss  if  their 
efforts  should  prove  successful. 

These  factors,  no  doubt,  loom  large  in  Senator  Byrd’s  consideration  of  the  bill. 
On  the  other  hand,  he  has  always  been  a friend  of  the  medical  profession  in  Virginia 
and  has  sought  to  advance  our  interests  with  the  same  vigor  that  he  has  shown  in 
aiding  other  law-abiding  groups  in  the  State.  This  means  that  he  probably  is  facing 
a difficult  decision  regarding  the  Keogh-Sim])son  bill.  It  is  the  hope  of  the  medical 
profession  in  Virginia  that  the  Senator  will  find  it  possible  to  support  this  measure. 

H.  J.  Warthen,  M.D. 
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SOLID  PROGRESS  has  been  made  by  the  AMA’s  program  to  improve  the  health  care 
of  the  nation’s  aged  population,  according  to  Dr.  Leonard  W.  Larson,  Chairman  of  the 
AMA’s  Board  of  Trustees.  Dr.  Larson  stated  that  the  development  of  new  insurance 
programs  and  expansion  of  existing  lower  cost  protection  for  persons  65  and  over  are 
moving  forward  "even  faster  than  many  of  us  would  have  dared  hope  only  a few  months 
ago”.  State  and  local  medical  societies  have  been  credited  with  acting  promptly  and 
decisively  in  carrying  out  their  parts  of  the  program. 

A RAPIDLY  INCREASING  number  of  foreign  trained  physicians  are  taking  the 
qualifying  examination  of  the  Education  Council  for  Foreign  Medical  Graduates. 
Only  298  took  the  first  examination  in  March  195  8.  Since  that  time,  however,  the 
examination  attracted  844  in  September  1958  and  1,772  in  February  1959.  More  than 
a thousand  have  already  registered  for  the  next  examination  to  be  offered  September 
22  of  this  year. 

The  Council,  with  offices  in  Evanston,  Illinois,  aids  graduates  of  foreign  medical  schools 
in  establishing  their  qualifications  to  obtain  internships  or  residencies  in  United  States 
hospitals. 

Applications  for  the  next  qualifying  examination  must  be  in  the  ECFMG  Offices  at 
1710  Orrington  Avenue,  Evanston,  Illinois,  by  June  22. 

SOME  CONFUSION  still  exists  concerning  the  accreditation  of  hospitals  and  the 
approval  of  intern  and  resident  training  programs.  The  Joint  Commission  on  Accredi- 
tation of  Hospitals  emphasizes  the  fact  that  it  accredits  hospitals  only  and  has  no  respon- 
sibility for  the  approval  of  educational  programs.  The  responsibility  for  the  latter  is 
borne  by  the  American  Medical  Association,  and  inquiries  concerning  these  programs 
should  be  directed  to  its  Headquarters  at  5 3 5 North  Dearborn  Street,  Chicago  10, 
Illinois. 

THE  V.A.  HOMETOWN  CARE  PROGRAM  has  been  endorsed  by  the  AM  A Com- 
mittee on  Federal  Medical  Services  as  the  best  method  of  providing  out-patient  care 
for  service-connected  disabilities.  According  to  the  Committee  "this  method  appears 
to  be  the  most  effective  way  of  maintaining  the  continuity  of  care  and  the  personal  re- 
lationship between  physician  and  veteran  patient  so  important  to  good  medical  care.” 
The  Committee  recommended  expansion  of  the  intermediary  type  of  program. 
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CANADA  has  launched  its  own  accreditation  program.  Motivated  by  an  admirable 
spirit  of  national  independence,  the  Canadian  Council  on  Hospital  Accreditation  has 
assumed  the  responsibility  of  accrediting  hospitals  in  that  country.  In  order  that  it  can 
give  its  full  support  to  this  new  program,  the  Canadian  Medical  Association  has  re- 
signed its  membership  in  the  Corporation  of  the  Joint  Commission  on  Accreditation 
of  Hospitals, 

THE  COST  of  educating  the  future  physician  is  high.  Few  realize  that  the  tuition  paid 
by  the  student  covers  only  18.2  per  cent  of  the  actual  cost  of  his  training.  Some  of  this 
deficit  is  made  up  by  endowment  income  coupled  with  grants  and  requests  from  indi- 
viduals and  foundations.  But — a gap  remains,  and  only  AMEF  can  fill  it.  AMEF  funds 
enable  the  school  to  keep  valued  faculty  members,  attract  others,  and  purchase  neces- 
sary equipment  at  the  time  it  is  needed.  In  short,  unrestricted  money  from  AMEF  pro- 
vides a means  of  helping  the  medical  schools  meet  a grave  problem  without  resorting  to 
federal  aid  and  its  eventual  control. 

Remember  that  your  gift  to  AMEF  can  be  earmarked  for  your  alma  mater. 

NEWSPAPERMEN  like  to  work  with  people  who  know  their  problems  and  needs. 
Those  in  charge  of  getting  medical  society  news  to  their  community  papers  will  find 
the  answers  to  many  questions  in  a handbook  entitled  "How  to  Make  Friends  with  the 
Press”.  This  handbook  is  published  by  the  Blue  Cross  Commission,  and  describes  what 
events  are  likely  to  Interest  a paper  and  how  to  go  about  getting  them  published.  Ques- 
tions on  whom  to  approach  on  a particular  story,  when  to  send  a release  by  mail  and 
when  to  take  it  in  person,  and  what  information  a release  should  contain  are  all  answered 
in  well-illustrated  terms.  Twelve  newspaper  editors  reviewed  the  book  before  publica- 
tion and  contributed  their  suggestions  and  ideas. 

A limited  number  of  copies  are  available  at  no  cost  from  the  Blue  Cross  Commission  of 
the  American  Hospital  Association,  840  North  Lakeshore  Drive,  Chicago  11,  Illinois. 

A SURVEY  designed  to  show  why  people  resist  polio  vaccination  efforts  has  been  com- 
pleted by  the  California  Department  of  Public  Health.  The  survey  was  conducted  among 
uninoculated  citizens  and  it  was  learned  that  the  biggest  reasons  for  not  obtaining  pro- 
tection were  fear  and  procrastination.  Fourteen  per  cent  of  those  interviewed  questioned 
the  safety  of  the  vaccine.  Forty-six  per  cent  said  that  they  were  too  busy  or  couldn’t  be 
bothered.  Expense  was  a problem  to  fifteen  per  cent  of  those  earning  under  $2,000  a 
year.  Twenty-four  per  cent  of  those  having  children  under  6 years  of  age  thought  their 
offspring  too  young  for  the  shots.  Local  societies  will  wish  to  keep  these  arguments  in 
mind  when  planning  campaigns. 


Society  Activities 


Lynchburg  Academy  of  Medicine. 

Dr.  L.  R.  O’Brian,  Jr.,  has  been  named  president- 
elect, succeeding  the  late  Dr.  John  G.  Holland. 

Tri-State  Medical  Association. 

Dr.  Robert  A.  Rose,  University  of  North  Caro- 
lina, was  installed  as  president  of  this  Association 
at  its  meeting  in  Winston-Salem,  North  Carolina, 
in  March.  He  succeeds  Dr.  W.  R.  Jordan,  Rich- 
mond. Dr.  Furman  Wallace,  Spartanburg,  South 
Carolina,  has  been  named  president-elect. 

Virginia  Academy  of  General  Practice. 

The  9th  Annual  Scientific  Assembly  of  the  Acad- 
emy will  be  held  in  Richmond,  May  7-10,  at  The 
Jefferson  Hotel.  Dr.  W.  Linwood  Ball,  Richmond 
is  president. 

There  will  be  a golf  tournament  at  the  Lakeside 
Country  Club  on  the  7th,  beginning  at  10:00  A.M., 
and  at  7:45  P.M.,  a bus  will  leave  the  Jefferson 
Hotel  for  a play  at  the  Barksdale  Memorial  Theatre 
at  Hanover  Court  House. 

On  Friday,  the  Virginia  Diabetes  Association  will 
present  their  annual  program  as  follows:  Oral 
Hypoglycemic  Agents  by  Dr.  Leo  P.  Krall,  Joslin 
Clinic,  Boston;  Eye  Complications  in  the  Diabetic  by 
Dr.  L.  Benjamin  Sheppard,  Richmond;  and  Periph- 
eral Arterial  Disease  in  the  Diabetic  by  Dr.  Wil- 
liam R.  Sandusky,  University  of  Virginia.  At  the 
afternoon  session,  Dr.  C.  Bernard  Brack,  Johns 
Hopkins  Hospital,  will  speak  on  Early  Diagnosis 
of  Uterine  Cancer.  He  is  being  presented  through 
the  courtesy  of  the  Virginia  Division  of  the  American 
Cancer  Society.  Dr.  Richard  H.  Kirkland,  Rich- 
mond, wdll  speak  on  Newer  Concepts  in  the  Man- 


agement of  Thyroid  Disease.  The  Hirsute  Female 
will  be  the  subject  by  Dr.  Robert  B.  Greenblatt, 
Medical  College  of  Georgia.  This  speaker  is  being 
sponsored  by  The  National  Drug  Company. 

On  May  9th,  the  following  program  will  be  pre- 
sented: Some  Problems  in  Geriatric  Medicine  by 
Dr.  Edward  Henderson,  Editor-in-Chief  of  the 
Journal  of  the  American  Geriatric  Society,  Mont- 
clair, New  Jersey.  Dr.  Milton  Rapoport,  Children’s 
Hospital,  Philadelphia,  will  speak  on  The  Child 
Handicapped  by  Nephrosis,  and  Dr.  George  G. 
Deaver,  New  York  University  Institute  of  Physical 
Medicine  and  Rehabilitation,  will  discuss  The  Child 
Handicapped  by  Cerebral  Palsy.  Drs.  Rapoport  and 
Deaver  are  presented  through  the  courtesy  of  the 
Nemours  Foundation  and  the  Virginia  Council  on 
Health  and  Medical  Care.  Therapeutically  Induced 
Weight  Gains  in  Hypertensives  will  be  presented  by 
Dr.  Harold  Feldman,  Livingston,  N.  J.,  through  the 
courtesy  of  the  Nordson  Pharmaceutical  Labora- 
tories, Dr.  Edmund  F.  Finnerty,  Jr.,  Boston,  will 
speak  on  Newer  Concepts  in  the  Treatment  of  Com- 
mon Skin  Diseases,  and  Dr.  Nicholas  E.  Capeci, 
West  Point,  Pennsylvania,  on  The  Present  Status 
of  Adrenocortical  Steroid  Therapy. 

The  Banquet  speaker  will  be  T.  Coleman  An- 
drews, Richmond,  his  subject  being  Wasteful  Spend- 
ing, Confiscatory  Taxation  and  Inflation  are  not 
Laughing  IMatters. 

On  Sunday  morning.  Dr.  Francis  L.  Chamberlain, 
President  of  the  American  Heart  Association,  San 
Francisco,  will  present  The  Treatment  of  Hyperten- 
sion, and  Mr.  Horace  Cotton,  Southern  Pines,  North 
Carolina,  will  speak  on  Ten  Years  of  Socialized 
Medicine.  A religious  service,  conducted  by  The 
Rev.  Richard  C.  Fell,  Richmond,  will  close  the 
session. 
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News  Notes 


New  Members. 

The  following  doctors  have  been  admitted  into 
membership  in  The  ^Medical  Society  of  Virginia  since 
the  list  published  in  the  April  issue  of  the  Monthly ; 
Dr.  Joseph  Eugene  Bartkowski,  .Arlington 
Dr.  .\lbert  Joseph  Bisese,  Norfolk 
Dr.  Margaret  E.  Crowder,  Petersburg 
Dr.  Barry'  Decker,  Richmond 
Dr.  Alvin  William  Finestone,  Clifton  Forge 
Dr.  George  J.  Fleury,  Jr.,  McLean 
Dr.  Owen  Gwathmey,  Richmond 
Dr.  Alfred  G.  Johnson,  Petersburg 
Dr.  William  Stone  Jordan,  Jr.,  Charlottesville 
Dr.  Hulbert  Jay  Ranter,  Norfolk 
Dr.  Milton  H.  Kibbe,  Colony 
Dr.  Fraz  Michael  Kraler,  Hayes 
Dr.  F.  H.  AIcMullan,  Richmond 
Dr.  Franklin  B.  McKechnie,  Richmond 
Dr.  Russell  Watson  Roberts,  Charlottesville 
Dr.  Robert  S.  Smith,  Dinwiddie 
Dr.  Henry  Harrison  Wilson,  Jr.,  Richmond 

Honors  Dr.  Dodson. 

The  Virginia  Kidney  Foundation  has  named  its 
annual  research  grant  in  honor  of  the  late  Dr.  Aus- 
tin I.  Dodson.  This  year’s  grant  will  amount  to 
$10,000  and  will  be  used  in  conjunction  of  the 
organization’s  new  kidney  clinic. 

“Gun  Totin’  ’’  Secretary. 

Robert  I.  Howard,  executive  secretary  of  The 
Medical  Society  of  Virginia,  has  won  top  honors 
in  the  spring  meet  of  the  Carolina  Gun  Collectors’ 
Association  at  Winston-Salem.  He  is  the  first  mem- 
ber of  the  Virginia  association  to  win  the  award 
since  it  was  organized  in  1952.  “Bob”  received  the 
best  of  show  award  for  his  exhibit  on  Confederate 
arms,  featuring  shoulder  arms  and  revolvers. 

Poison  Control  Center  at  the  University. 

\ Poison  Control  Center  has  recently  been  estab- 
lished at  the  University  of  Virginia  Hospital.  The 
purpose  of  the  Center  is  to  minimize  the  damage  to 
children  and  adults  from  the  ingestion  of  poten- 
tially toxic  substances;  to  coordinate  the  various 
types  of  general  and  specific  treatment  measures 
required  in  the  hospital,  the  physician’s  office,  and 


to  make  the  resources  for  treatment  readily  available. 

\ portable  locked  cart  has  been  designed  to  contain 
the  necessary  therapeutic  agents.  This  cart  will  also 
contain  necessary'  supplies,  drugs,  antedotes,  equip- 
ment, and  reference  material  for  prompt  treatment. 

The  reference  material  in  the  Center  includes 
Poison  Index  Cards  received  from  the  National 
Clearinghouse  for  Poison  Control  Centers,  reprints 
of  articles  relative  to  poisons,  and  books. 

The  Poison  Control  Center  cart  will  be  located 
in  the  Pediatric  Clinic  of  the  Hospital,  Monday 
through  Friday,  from  8:00  a.m.  to  5:00  p.m.  From 
5:00  p.m.,  it  will  be  in  the  emergency  room.  It 
will  also  be  in  the  emergency  room  on  Saturdays, 
Sundays  and  holidays. 

Dr.  Austin  I.  Dodson,  Jr., 

Has  accepted  the  post  as  interim  chairman  of 
urology'  at  the  Medical  College  of  Virginia,  replac- 
ing his  father.  He  will  serve  temporarily  until  a 
report  from  the  faculty'  committee  and  action  by  the 
Board  of  Visitors. 

Virginia  Board  of  Medical  Examiners. 

.\t  the  meeting  of  the  Board  held  in  Richmond 
on  December  6,  1958,  the  following  physicians  were 
licensed  by  examination: 

Dr.  .‘\postolos  .Alekoumbides,  Marlboro,  N.  J. 

Dr.  Wasfi  Antum  Atiyeh,  Richmond 
Dr.  Boghos  Bedrossian,  Syracuse,  N.  Y. 

Dr.  Jeffrey  Douglas  Beeson,  Petersburg 
Dr.  Johan  L.  Binkhorst,  Charlottesville 
Dr.  Giulio  Callari,  Richmond 
Dr.  Frank  Campo,  Trenton,  N.  J. 

Dr.  Gilbert  Reed  Clark,  Silver  Spring,  Md. 

Dr.  Jacqueline  Gotlibas  Coant,  Woodbury,  N.  J. 

Dr.  Zeki  Erim,  .“yrlington 

Dr.  Fulton  Williams  Fite,  Denver,  Col. 

Dr.  Wolfram  Richard  Forster,  .Alexandria 

Dr.  .Alfonso  Briosa  e Gala,  Toledo,  Ohio 

Dr.  Peter  Harold  Robert  Havvkes,  Norvvick,  Conn. 

Dr.  Henry  Desmond  Hayes,  Petersburg 
Dr.  Engelbert  Hecker,  A’oungstown,  Ohio 
Dr.  Wellington  Hung,  Washington,  D.  C. 

Dr.  Troy  Howell  Hutchinson,  II,  Kansas  City,  Kans. 

Dr.  A’oshiki  Ishizaki,  Richmond 

Dr.  .Alfred  Jerofke,  Marion 

Dr.  James  Byrd  Johnson,  Ewing 

Dr.  Rudolph  Keebling,  Columbus,  Ohio 

Dr.  Antoine  Khoury,  Canton,  Ohio 

Dr.  Rolf  .Alfred  Koehler,  Cleveland,  Ohio 
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Dr.  Guenter  Johannes  Loderstedt,  Annandale,  N.  J. 

Dr.  Desmond  John  Hubert  Longford,  Petersburg 
Dr.  Gerhard  Hans  Lukowsky,  Arlington 
Dr.  John  Alfriend  Mapp,  Norfolk 
Dr.  Hildegard  Maricq,  Montclair,  N.  J. 

Dr.  Louis  Benedict  Massad,  Arlington 
Dr.  Stage  Edmund  Miller,  Winchester 
Dr.  Geertruida  D.  J.  Z.  Moll,  Hampton 
Dr.  Hiroharu  Nakazato,  Kew  Gardens,  N.  Y. 

Dr.  Rolf-Guenther  Nissen,  Warren,  Ohio 
Dr.  Andre  Edgar  Numa,  Wilmington,  N.  C. 

Dr.  Fausto  Obregon,  Marion 

Dr.  Zeno  George  Paclisanu,  Staunton 

Dr.  Ramon  Benito  Perez,  Milledgeville,  Ga. 

Dr.  Joseph  Pizzino,  Canton,  Ohio 
Dr.  Jeanne  Marie  Plunkett,  Dallas,  Tex. 

Dr.  Joseph  Francis  Possert,  Cleveland,  Ohio 
Dr.  Raymond  Arthur  Robbins,  New  York,  N.  Y. 

Dr.  George  Donald  Roberson,  Richmond 

Dr.  Cornelis  Rol,  Richmond 

Dr.  Lily  Ruckstuhl,  Marchantville,  N.  J. 

Dr.  Emile  Selim,  Sayegh,  Portsmouth 
Dr.  John  Barry  Sherry,  Waynesboro 
Dr.  Konrad  Hermann  Soergel,  Boston,  Mass. 

Dr.  Alfred  Strauss,  Trenton,  N.  J. 

Dr.  Henry  Joseph  Tucker,  Jr.,  Richmond 

Dr.  Ruth  Vankai,  Arlington 

Dr.  Antonio  Velo,  Richmond 

Dr.  Louis  Ventura,  Burkeville 

Dr.  Alice  Wolfsohn,  New  York,  N.  Y. 

The  following  were  licensed  by  endorsement  of 
credentials : 

Dr.  Charles  Newton  Austin,  Abingdon 

Dr.  Ronald  G.  Barsanti,  Vienna 

Dr.  Thomas  Rector  Bass,  Tazewell 

Dr.  Edward  Charles  Bauer,  Roanoke 

Dr.  Mannheim  Mendel  Bocknek,  Falls  Church 

Dr.  Jacqueline  Bodia,  Norfolk 

Dr.  Joseph  Dixon  Cauthen,  Jr.,  Norfolk 

Dr.  Reneal  Claire  Cobb,  McLean 

Dr.  Robert  Thornhill  Coffman,  Keyset,  W.  Va. 

Dr.  Robert  Lee  Cozine,  Manassas 
Dr.  Joseph  D.  Cuona,  Caldwell,  N.  J. 

Dr.  Alan  McCulloch  Drummond,  Falls  Church 

Dr.  William  McCoy  Eagles,  Richmond 

Dr.  William  Gamm  Eckert,  Norfolk 

Dr.  DuBose  Egleston,  Waynesboro 

Dr.  Joseph  Charles  Evers,  Washington,  D.  C. 

Dr.  Charles  Lee  Ferguson,  Philadelphia,  Pa. 

Dr.  Alvin  William  Finestone,  Clifton  Forge 

Dr.  Allan  Louis  Forbes,  Richmond 

Dr.  Louise  Trent  Gardner,  Wise 

Dr.  Thomas  Aquinas  Gilday,  Washington,  D.  C. 

Dr.  Mary  Townsend  Glassen,  Galax 

Dr.  Robert  Evan  Goyne,  Waynesboro 

Dr.  Philip  Shepard  Grant,  Staunton 

Dr.  Stanley  Joseph  Haberek,  Silver  Spring,  Md. 

Dr.  Archibald  Southgate  Hampton,  Luray 
Dr.  Allen  Lee  Haslup,  Portsmouth 
Dr.  Phyllis  Ray  Ingram,  Charlottesville 
Dr.  Arthur  Thomas  Jones,  Alexandria 
Dr.  William  Ellis  Josey,  III,  Norfolk 


Dr.  Hulbert  Jay  Kanter,  Norfolk 

Dr.  John  Francis  Kelly,  Falls  Church 

Dr.  John  Aaron  Kidwell,  Weyers  Cave,  Va. 

Dr.  James  Morgan  Loftus,  Washington,  D.  C. 

Dr.  Paul  Hargrave  Logan,  Petersburg 

Dr.  Norman  Lowe,  Norfolk 

Dr.  Alfred  John  Luessenhop,  Washington,  D.  C. 

Dr.  Charles  Mawhinney,  Jr.,  Alexandria 
Dr.  James  Gordon  McFaddin,  Bristol,  Tenn. 

Dr.  Richard  Alan  Nelson,  Grundy 

Dr.  James  Edward  Newby,  Jr.,  Great  Lakes,  111. 

Dr.  James  Ellsworth  Chiles  Norris,  Kilmarnock 

Dr.  Roy  Burlew  Parsons,  Jr.,  Wytheville 

Dr.  Sylvia  Negron  Payne,  Arlington 

Dr.  Leonard  Theodore  Peterson,  Chevy  Chase,  Md. 

Dr.  Philip  Ernest  Ramirez,  Jr.,  Charlottesville 
Dr.  Paul  Alexander  Ryan,  Falls  Church 
Dr.  Guy  Anthony  Settipane,  Portsmouth 
Dr.  Arnold  Shamaskin,  Springfield 
Dr.  Robert  Julius  Sherman,  Washington,  D.  C. 

Dr.  Hugh  Van  Sickel,  Falls  Church 

Dr.  Broadus  Frederick  Sowell,  Lawrenceville 

Dr.  Martin  Lawrence  Stoker,  Arlington 

Dr.  Henry  John  Strenge,  Roanoke 

Dr.  James  Michael  Stucki,  Arlington 

Dr.  Timothy  James  Tehan,  Bethesda,  Md. 

Dr.  James  Clyde  Vanneter,  West  Palm  Beach,  Fla. 

Dr.  Willard  Beecher  Walters,  Washington,  D.  C. 

Dr.  Albert  David  Warshauer,  Louisville,  Ky. 

Dr.  James  Elijah  Wheless,  Roanoke 
Dr.  Francis  Edward  Winslow,  Virginia  Beach 
Dr.  Nina  Bencich  Woodside,  Fairfax 
Dr.  Charles  Adam  Zeller,  Marion 

Dr.  William  H.  Muller, 

Chairman  of  the  department  of  surgery  at  the 
University  of  Virginia,  was  a member  of  the  panel 
on  cardiovascular  surgery  at  the  sectional  meeting 
of  the  American  College  of  Surgeons  in  Montreal, 
Canada,  April  6-9. 

Harvest  Festival  in  Roanoke. 

The  Harvest  Festival  will  be  held  in  Roanoke 
on  October  3rd,  which  is  the  day  before  the  opening 
of  the  annual  meeting  of  The  Medical  Society  of 
Virginia.  The  Harvest  Bowl  football  game  will  be 
played  between  VPI  and  William  and  Mary.  The 
Roanoke  Council  of  Garden  Clubs  will  again  present 
their  show  “Color  and  Fashion  for  Living”,  a mil- 
lion-dollar  display  of  fashions,  furnishings  and  edu- 
cational exhibits.  An  industrial  exhibt  “Index”  will 
also  be  held  at  this  time. 

The  Harvest  Festival  is  sponsored  by  the  Junior 
League  of  Roanoke,  the  proceeds  of  which  are  used 
for  their  community  projects.  Anyone  desiring  tickets 
for  the  football  game  may  contact  Mrs.  Harry  C. 
Johnson,  Jr.,  2122  Rosalind  Avenue,  Roanoke,  Vir- 
ginia. 
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“Heart  Day”  Symposium. 

The  second  annual  all-day  cardiac  symposium  to 
be  sponsored  by  the  Heart  Association  of  Northern 
Virginia  %Yill  be  held  on  June  3rd  at  the  ^larriott’s 
Motor  Hotel  on  Route  1 near  Washington,  D.  C. 
Dr.  Raymond  Schwartz,  chairman,  has  announced 
that  the  meeting  will  cover  two  major  topics  of  in- 
terest to  every  physician  with  cardiac  patients:  1. 
Surgically  Reversible  Heart  Disease — Its  Diagnosis 
and  Treatment;  and  2.  Cardiac  Resuscitation.  The 
following  speakers  will  be  presented:  Drs.  Helen 
Taussig  and  Henry  Bahnson,  Baltimore;  Drs.  Alex- 
ander Nadas  and  Paul  Zoll,  Boston;  and  Drs. 
Charles  A.  Hufnagel  and  W.  Proctor  Harvey,  Wash- 
ington, D.  C. 

Members  of  The  Medical  Society  of  Virginia  are 
invited  to  attend  this  s}-mposium  and  further  infor- 
mation may  be  obtained  from  the  Heart  Association 
of  Northern  Virginia,  609  North  Edgewood  Street, 
Arlington,  Virginia. 

Dr.  George  Margolis 

Will  join  the  faculty  of  the  iSIedical  College  of 
Virginia  as  professor  and  chairman  of  the  depart- 
ment of  pathology  on  July  1st.  He  is  now  professor 
of  patholog)-  at  Duke  University  and  is  a former 
chief  consultant  in  that  field  to  the  Veterans  Admin- 
istration. He  succeeeds  Dr.  Frank  L.  Apperly  who 
retired  last  July. 

Dr.  C.  Whitney  Caulkins,  Jr., 

Will  direct  the  Waynesboro  and  East  Augusta 
County's  United  Community  Fund  appeal  this  year. 

Dr.  Harold  I.  Nemuth 

Has  been  named  temporary  chairman  of  the  De- 
partment of  Community  Medicine  at  the  !Medical 
College  of  Virginia.  He  is  replacing  Dr.  E.  M. 
Holmes,  Jr.,  until  a permanent  chairman  is  selected. 

Dr.  George  S.  Grier,  III, 

Has  been  elected  president  of  the  Newport  News 
Rotaix-  Club. 

Virginia  Association  of  Medical  Assistants. 

The  third  annual  convention  of  this  Association 
was  held  in  Charlottesville,  March  13-15.  Mem- 
bers attended  from  Lynchburg,  Petersburg,  Falls 


Church,  Loudoun  County,  Danville,  and  Richmond. 

The  Saturday  session  was  presided  over  by  the 
president,  ^Irs.  Elva  Spain  of  Petersburg.  This  was 
a business  session  with  various  committee  reports, 
etc.  An  official  pin,  designed  by  Miss  Sally  2kliller, 
Richmond,  was  adopted.  A program  of  “Automo- 
bile Safety”  was  presented  by  Dr.  Fletcher  Wood- 
ward, Charlottesville.  At  the  luncheon,  the  members 
were  entertained  by  “Ber-Kee”,  the  magician,  from 
the  Doho  Chemical  Company. 

The  following  officers  were  elected  at  the  after- 
noon session:  President,  Mrs.  Mildred  M.  Phippen, 
Richmond;  president-elect,  IMrs.  Lucy  K.  Carwile, 
Lynchburg;  secretary,  iMiss  Sally  ^filler,  Richmond; 
and  treasurer,  Mrs.  Shirley  Tuck,  Lynchburg.  Mrs. 
Lillie  Rogers,  Richmond,  installed  the  officers. 

Following  the  banquet,  Mr.  Robert  1.  Howard, 
Executive  Secretaiy  of  The  Medical  Society  of  Vir- 
ginia, introduced  the  speaker.  Miss  Carol  Towner, 
Special  Services  Representative  of  the  Communica- 
tions Division  of  the  American  ^Medical  Association. 
Her  topic  was  “Girl  with  a Life  Preserver”.  Films 
of  the  American  Association  of  Medical  Assistants 
Convention  taken  by  Mrs.  Frances  Mercer,  Peters- 
burg, were  shown.  A hospitality  surprise  party  was 
given  by  the  Richmond  Club  for  the  incoming  presi- 
dent. 

Dr.  Abner  Robertson,  Richmond,  and  Dr.  John 
Wyatt  Davis,  two  of  the  Medical  Advisors  to  the 
Association,  also  attended  the  convention. 

Postgraduate  Refresher  Course  in  Honolulu. 

The  University  of  Southern  California  School 
of  IMedicine  is  again  sponsoring  a postgraduate  re- 
fresher course  in  Honolulu.  The  group  will  depart 
from  Los  Angeles,  via  United  Air  Lines,  July  29th 
and  return  on  the  S.  S.  Lurline  on  August  15th. 
The  course  is  set  up  so  that  physicians  may  elect  to 
attend  one  of  several  programs.  In  addition  to 
lectures,  there  will  Ije  workshops  in  ECG  and  x-ray 
diagnosis  as  well  as  water  and  electrolyte  balance 
and  the  diagnosis  of  jaundice.  Emphasis  is  placed 
on  practical  diagnosis  and  therapy. 

Afternoons,  evenings  and  weekends  are  free  so 
that  the  participating  physicians  and  their  families 
may  enjoy  the  recreational  facilities  of  the  Island. 

Further  information  may  be  obtained  from  Dr. 
Phil  R.  Manning,  Associate  Dean  and  Director 
of  Postgraduate  Division,  School  of  ^ledicine.  Uni- 
versity of  Southern  California,  2025  Zonal  Avenue, 
Los  Angeles  33. 
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Wanted. 

1.  Male  Psychiatrist,  under  50  years,  Diplomate 
or  Board  eligible,  to  direct  privately  operated  out- 
patient clinic  in  city  of  75,000.  Salary — $16,200- 
$18,000  per  annum  and  commission  factor  up  to 
$7000. 

2.  Same  prerequisites  in  location  smaller  area; 
guaranteed  salary — $22,500-$25,000. 

Write  Box  625,  care  the  Virginia  Medical  Month- 
ly, 4205  Dover  Road,  Richmond  20,  Virginia.  {Adv.) 


Obituaries 


Dr.  Waller  Curtis  Akers, 

Prominent  physician  of  Stuart,  died  February  27th 
of  a heart  attack.  Though  he  had  been  in  ill  health 
for  some  time,  he  continued  his  practice  and  had 
been  at  the  office  during  the  morning  prior  to  his 
death.  Dr.  Akers  was  seventy-five  years  of  age 
and  graduated  from  the  former  University  College  of 
Medicine,  Richmond,  in  1912.  Following  his  grad- 
uation, he  located  for  practice  in  Stuart.  Dr.  Akers 
owned  and  operated  the  Stuart  Hospital  and  had 
served  for  the  past  thirty-four  years  as  head  phy- 
sician and  surgeon.  He  was  regarded  as  one  of 
Patrick  County’s  outstanding  civic  leaders  and  was 
active  in  church,  civic,  medical,  fraternal  and  bank- 
ing circles.  He  was  a former  Mayor  and  members 
of  the  Stuart  Town  Council  and  a charter  member 
and  past  president  of  the  Rotary  Club.  Dr.  Akers 
was  a past  president  of  the  Patrick-Henry  Medical 
Society.  He  had  been  a member  of  The  Medical 
Society  of  Virginia  since  1912  and  had  served  for 
many  years  as  a member  of  the  Council. 

Dr.  Akers  is  survived  by  his  wife,  two  sons  and 
a daughter. 

Dr.  William  Ribble  Pretlow, 

Well-known  physician  of  Warrenton,  died  March 
28th.  He  was  forty-nine  years  of  age  and  a graduate 
of  the  Medical  College  of  Virginia  in  1934.  Dr. 
Pretlow  began  his  practice  at  The  Plains  but  moved 
to  Warrenton  in  1936.  He  was  a memter  of  the 
Staff  of  the  Fauquier  Hospital.  Dr.  Pretlow  had 
been  an  active  member  of  The  Medical  Society  of 


General  Surgeon, 

Thirty-five  years  of  age,  family,  Diplomate  Amer- 
ican Board  of  Surgery,  general  and  gynecologic  sur- 
gery, additional  two  years  training  extensive  work 
in  hand  and  maxillofacial  surgery.  Seeks  association 
with  a group  or  individual  in  greater  Washington, 
Arlington  or  Alexandria.  Other  suitable  Northern 
Virginia  towns  considered.  Write  Box  650,  care 
the  Monthly,  4205  Dover  Road,  Richmond  20,  Vir- 
ginia. {Adv.) 


Virginia  since  1936  and  had  served  on  several 
committees. 

He  is  survived  by  his  wife,  a daughter,  and  four 
sons. 

Dr.  George  Edward  Barksdale, 

Richmond,  died  March  6th  at  the  home  of  his 
daughter  near  Fletcher,  North  Carolina.  He  was 
eighty-nine  years  of  age  and  a graduate  of  the 
former  University  College  of  Medicine,  Richmond, 
in  1899.  Dr.  Barksdale  served  as  physician  at  Oteen 
Hospital,  Asheville,  N.  C.,  for  some  years,  and 
retired  to  Richmond  in  1936  where  he  turned  serious- 
ly to  art,  studying  at  and  later  becoming  a fellow 
of  the  Pennsylvania  Academy  of  Fine  Arts.  He 
was  a painter  of  religious  and  historical  subjects 
and  his  murals  are  in  a number  of  churches  in  Vir- 
ginia. He  recently  presented  to  the  State  of  Virginia 
a life-size  bronze  of  Edgar  Allan  Poe  and  this  was 
dedicated  in  Richmond  in  April. 

He  was  a Life  Member  of  The  Medical  Society 
of  Virginia,  having  joined  in  1899. 

His  wdfe  and  two  daughters  survive  him. 

Dr.  John  Williams  Hooker, 

Chief  Pathologist  at  Memorial  Hospital,  Danville, 
died  April  2nd  in  Winston-Salem,  where  he  had 
gone  to  deliver  a lecture  at  the  Bowman  Gray  School 
of  Medicine.  He  was  forty-four  years  of  age  and 
a graduate  of  Northwestern  University  Medical 
School,  Chicago.  Dr.  Hooker  came  to  Danville  from 
Wisconsin  in  1950  and  had  been  very  active  in  civic 
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and  medical  affairs.  He  had  been  a member  of 
The  Medical  Society  of  Virginia  since  1951.  His 
wife  and  two  sons  survive  him. 

Dr.  Whitmore. 

Dr.  William  H.  Whitmore  died  of  coronary  heart 
disease  on  January  30,  1959.  He  had  been  in  failing 
health  for  some  months  and  had  been  retired  since  August 
31,  1958. 

Dr.  Whitmore  was  born  and  spent  his  early  life  in 
Lynchburg.  He  was  educated  in  the  public  schools  of 
that  city  and  at  the  University  of  Virginia.  He  received 
his  M.D.  degree  in  1916  from  the  University  of  Virginia. 

He  served  first  in  the  Army  for  approximately  six 
months  as  a first  lieutenant.  He  transferred  to  the  Xavy 
in  January  of  1917,  in  which  organization  he  served 
during  World  War  I.  He  was  injured  in  action  in  1918 
and  received  the  Purple  Heart.  He  rose  to  the  rank  of 
Captain,  and  for  some  years,  including  those  of  World 
War  II  he  served  as  the  Roentgenologist  at  U.S.  Naval 
Hospital,  Portsmouth.  He  held  many  assignments  from 
the  Xavy  during  his  career.  In  1938  he  retired  from  the 
Xavy  and  entered  practice  with  Dr.  C.  W.  Eley  of 
Norfolk. 

He  was  recalled  to  active  duty  November,  1940.  After 
war  duty  in  The  Portsmouth  Naval  Hospital,  he  again 
was  placed  on  inactive  duty.  He  was  appointed  Radi- 
ologist at  DePaul  Hospital  where  he  served  until  1951. 
From  then  until  his  death  he  was  in  private  practice. 
From  1955  to  1958  he  was  associated  with  Dr.  P.  B. 
Parsons  of  Norfolk. 

Dr.  Whitmore  was  a member  of  the  Norfolk  County 
Medical  Society,  The  Medical  Society  of  Virginia,  the 
American  Medical  Association,  the  Radiological  Society 
of  North  America,  American  Roentgen  Ray  Society,  the 
Virginia  Radiological  Society,  of  which  he  was  a past- 
president,  and  a Fellow  of  the  American  College  of 
Radiologj'.  Ht  was  a member  of  The  Marshall  Lodge 
#39,  Lynchburg,  A.M.W.  Grand  Lodge,  Ancient  Free 
Accepted  Masons  of  Virginia,  American  Legion,  Junius  F. 
Lynch  Post  #35,  Norfolk,  and  the  American  Camellia 
Society. 

He  made  numerous  contributions  to  the  medical  litera- 
ture. 

Dr.  Whitmore  is  survived  by  his  wife,  two  daughters, 
one  son,  William  H.  Whitmore,  Jr.,  M.D.,  who  is  in  the 
practice  of  medicine  in  Norfolk,  and  seven  grandchildren. 

Where.as,  the  Norfolk  County  Medical  Society  has  lost 
a beloved  member,  whose  ability  and  integrity  were 
recognized  by  his  associates  in  Radiologx'  as  well  as  his 
medical  colleagues. 

Whereas,  the  high  degree  of  excellence  which  he  exacted 
from  his  associates  was  none  the  less  imposed  upon 
himself. 

Whereas,  his  quickness  to  champion  a cause  in  which 
he  believed,  even  if  unpopular,  and  his  readiness  to  ac- 
cept defeat  graciously  were  qualities  which  endeared  him 
to  his  colleagues. 


here.as,  the  above  facts  are  in  brief,  a summary  of 
that  member’s  life. 

Therefore,  be  it  resolved  that  these  words  become  a 
part  of  the  record  of  The  Norfolk  County  Medical  Society, 
and  further,  that  copies  of  this  resolution  be  sent  to  Mrs. 
Whitmore,  the  editor  of  the  Journal  of  the  American 
Medical  Association,  the  editor  of  the  American  Journal 
of  Radiolog3',  Radium  Therapy  and  Nuclear  Medicine, 
and  the  editor  of  Radiology. 

J.  D.  Lea,  M.D. 

J.  W.  Oast,  M.D. 

P.  B.  Parson,  M.D.,  Chairman 

Dr.  Natt. 

Dr.  Jerome  Natt,  well  known  doctor  of  general  practice 
and  member  of  this  Society,  died  suddenly  on  February 
22nd. 

Dr.  Natt  was  born  March  19,  1907,  in  Brooklyn,  N.  Y. 
He  received  his  undergraduate  degree  at  Johns  Hopkins 
University  in  1928,  and  was  graduated  from  the  Long 
Island  College  of  Medicine  in  1933.  He  interned  for  two 
years  at  the  Greenpoint  Hospital  in  Brooklyn. 

He  began  the  general  practice  of  medicine  in  Roanoke 
in  1935.  He  was  a member  of  the  staffs  of  the  Lewis-Gale 
and  the  Roanoke  Memorial  Hospitals,  and  was  also  a mem- 
ber of  the  following  medical  societies;  American  Academy 
of  General  Practice,  Virginia  Academy  of  General  Prac- 
tice, The  Medical  Society  of  Virginia,  Southwest  Virginia 
Medical  Society,  Blue  Ridge  Chapter  of  the  Virginia 
Academy  of  General  Practice,  and  the  Roanoke  Academy 
of  Medicine.  He  was  a past  member  of  the  American 
Academy  of  Allergy. 

Dr.  Natt  was  very  active  in  a number  of  civic  and 
community  projects.  Among  these  were;  The  Optimist 
Club,  where  he  was  Track  Physician  for  the  Soap  Box 
Derby  sponsored  by  this  Club;  former  President  of  the 
Roanoke  Council  for  Retarded  Children;  member  of  the 
Board  of  the  Family  Service  .Association;  Commission 
Doctor  for  the  State  of  Virginia  Lunacy  Commission  for 
Roanoke;  member  of  the  Board  of  Directors  of  Temple 
Emanuel;  Vice  President  of  the  Greenhill  Country  Club. 

Dr.  Natt  was  devoted  to  his  family,  and  beloved  by 
his  many  friends.  He  will  be  remembered  as  a man  dedi- 
cated to  his  profession,  and  a humanitarian,  especially 
in  the  field  of  retarded  children. 

Therefore  Be  It  Resolved,  that  the  members  of  the 
Roanoke  .Academy  of  Medicine,  extend  their  deepest  and 
most  sincere  sympathy  to  the  family  of  our  departed 
colleague. 

Be  It  Further  Resolved,  that  this  resolution  be  recorded 
in  the  minutes  of  the  Roanoke  .Academy  of  Medicine,  and 
copies  sent  to  the  family,  and  to  the  Virginia  Medical 
Monthly. 

.Andrew  D.  Shapiro 
John  M.  Bishop 
John  G.  McCown 
JuLiEN  H.  Meyer,  Chairman 
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Underweight  Children  Gain  and  Retain  Weight 

with  Nilevar® 


One  of  the  most  convincing  evidences  of  the 
anabolic  activity  of  Nilevar,  brand  of  norethan- 
drolone,  has  been  its  ability  to  improve  appetite 
and  increase  weight  in  poorly  nourished,  under- 
weight children. 

A highly  important  feature  of  the  weight  gain 
thus  produced  is  that  it  is  not  ordinarily  mani- 
fested by  deposition  of  fat  but  as  muscle  tissue 
resulting  from  the  protein  anabolism  induced  by 
Nilevar. 

Anorexia  and  “Weight  Lag”  Study— Brown, 
Libo  and  Nussbaum  have  reported*  consistent 
and  definite  increases  in  rate  of  weight  gain  in 
eighty-six  patients,  ranging  in  age  from  7 weeks 
to  I5V2  years.  This  beneficial  action  of  Nilevar 
was  observed  in  the  patients  with  organic  and 
traumatic  disorders  as  well  as  those  whose  only 
complaints  were  poor  appetite  and/or  persist- 
ent failure  to  gain  weight. 

In  this  study,  the  weight  gained  was  not  lost 


after  discontinuance  of  Nilevar  therapy  al- 
though many  patients  did  not  continue  the  sharp 
gains  effected  by  the  drug. 

The  authors  are  of  the  opinion  that  Nilevar 
is  a highly  useful  anabolic  agent  for  influencing 
weight  gain  in  underweight  children. 

When  Nilevar  is  administered  to  children  a 
dose  of  0.25  mg.  per  pound  of  body  weight  is 
recommended  and  continuous  dosage  for  more 
than  three  months  is  not  recommended. 

Nilevar  is  supplied  as  tablets  of  10  mg.,  drops 
of  0.25  mg.  per  drop  and  ampuls  of  25  mg.  in  1 
cc.  of  sesame  oil.  Further  dosage  information  in 
Searle  Reference  Manual  No.  4. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


♦Brown,  S.S.;  Libo,H.W.,  and  Nussbaum,  A.  H.:  Norethandrolone 
in  the  Successful  Management  of  Anorexia  and  “Weight  Lag"  in 
Children,  Scientific  Exhibit  presented  at  the  Annual  Meeting  of  the 
American  Academy  of  Pediatrics,  Chicago,  Oct.  20-23,  1958. 
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• ^^Understanding  Care**  • 


^ Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


Health 

Approved 


AGED  • CHRONICALLY  ILL  • INVALIDS  • CONVALESCENTS 

Each  Guest  Under  Care  of  His  Own  Doctor. 


Inspection- 

Invited 


24  hours  daily  care  in  a specifically  built 
52  Bed  Nursing  Home.  Registered,  grad- 
uate nurse,  and  Res.  M.C.V.  Extern  super- 
vision. Trained  Dietitian  and  orderly. 


TELEPHONE 

Ml  3-2777 


Private  and  Semi-Private  Rooms  with 
baths.  Rates  from  ^55  to  *75  weekly 
for  Bed,  Board  and  General  Nursing. 
9 minutes  from  any  Local  Hospital. 


Write  or  Phone 
Bernard  Maslan,  Adm. 


Terrace  Hill  Nursing  Home 

INC. 

: • Kidde  ATMO  Fire  Detection  System  Equipped* 


2112  Monteiro  Ave. 
Richmond  22,  Va. 


RIVERSIDE  CONVALESCENT  HOME 


Sophia  & Fauquier  Sts.  Fredericksburg,  Virginia 

For  convalescent,  aged, 
chronically  ill,  and  retired 
persons.  Provides  healthful 
rest,  excellent  nursing  care 
in  cheerful,  comfortable  sur- 
roundings. Air-conditioned, 
fire-safe  building.  Accom- 
modations for  eighty-four. 
Medical  Supervision.  Inspec- 
tion Invited.  Write,  or  tele- 
phone Essex  3-3434. 

Rates: 

$40.00  to  $75.00  per  week 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia — Phone  Salem  4761 


Copyright  1955  H.N.  Alford,  Atlanta,  Go. 
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ADDRESS : 


JULIA  ^VAGIS'ER  WATERS,  R.N.,  Administrator 


408  North  12th  Street 


RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital 
specially  constructed  for  the  treatment  of 
Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 
ing Laryngeal  Surger\%  Bronchoscopy  and 
Plastic  Surgery"  of  the  Nose. 


Professional  care  offered  a limited  num- 
ber of  charity  patients. 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 

STAFF 

Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 

RESIDENT  STAFF 
Dr.  D.  K.  Harmon 
Dr.  P.  J.  Starr 
Dr.  J.  R.  Van  Arsdall 
Dr.  C.  B.  Foster 
Doris  L.  Janes,  B.  S.,  O.  D. 
(Orthoptics  and  Contact  Glasses) 

A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esoohagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 
Physicians  and  Graduate  Nurses  in  Constant 
.Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further  information,  address 

BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

Miss  Etheleen  Dalton 
Director: 

Charles  C.  Hough 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


STAFF 

James  P.  King,  M.D.,  Director 


Daniel  D.  Chiles,  M.D. 

Clinical  Director 
James  K.  Morrow,  M.D. 
Clara  K.  Dickinson,  M.D. 

Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Artie  L.  Sturgeon,  Ph.D. 


Bluefield  Menf-al  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va. 
David  M.  Wayne,  M.D. 


William  D.  Keck,  M.D. 

J.  William  Ciesen,  M.D. 

Internist  (Consultant) 
Edward  W.  Gamble,  III,  M.D- 


Don  Phillips 
Administrator 

n’jj'  - 

Beckley  Mental  Health  Center 

207 1/2  McCreery  St.,  Beckley,  W.  Va. 
W.  E.  Wilkinson,  M.D. 


AFFILIATED  CLINICS 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 


ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 

established  1912 


Austin  I.  Dodson,  M.D. 

Urology 

Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

T.  E.  Stanley,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 
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If  If  ' 'TITa.  ¥ If  Established  1916 

• Asheville,  North  Carolina 


ft- 

* 

An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  clasification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  wr'te  APPALACHIAN  HALL,  Asheville,  N.  C. 


ST.  LUKE’S  HOSPITAL 

McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER.  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER.  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Neurology 

RAYMOND  A.  ADAMS,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED.  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III,  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 
Urology 

CHAS.  M.  NELSON,  M.D. 

AUSTIN  1.  DODSON,  JR..  M.D. 

Pediatrics 

HUBERT  T.  DOUGAN,  M.D. 


Obstetrics 

W.  HUGHES  EVANS.  M.D. 

W.  H.  COX,  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 
Roentgenology 

JESSE  N.  CLORE,  JR.,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 

HETH  OWEN,  JR..  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES,  BS..  C.P.A. 

Free  Parking  for  Patrons 
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Third  Ddcadt  »t  Nunint 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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ST 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 
Complete  Service  Under  One  Roof 
Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  MI  3-1881 

WILLIAMS  PRINTING  CO. 

11-1315  North  Fourteenth  Street  RICHMOND,  VIRGINIA 


^(JRY 


for  your  complete  insurance  needs  . . . 

^ PROFESSIONAL 
PERSONAL 
☆PROPERTY 


CHOICE  OF  THE  MEDICAL 
SOCIETY  OF  VIRGINIA 
FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


Virginia  Head  Office 
721  American  Building 
Richmond  4,  Virginia 
Phone  Ml  3-0340 


THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR 
COMMUNITY  AS  CLOSE. AS  YOUR  PHONE 


HOME  OFFICE:  111  WEST  FIFTH  ST.,  ST.  PAUL,  MINN. 
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For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


Richmond 


Member  Federal  Deposit  Insurance  Corp. 


LEOERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River,  New  York 


OTITIS 

EDIA 
or 

FRACTURED 

TIBIA? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDASE 

STSEPTOKINASE.STREPTOOORNSSE  EECERIE 
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TRICHOMONAS 

MONILIA 

BACTERIA 


Awelcome  clinical  advance 
effective  medication 
In  an  appealing  form 


Soft  and  pliant  as  a tampon,  the  Milibis  vaginal  suppository  offers  proved  therapeutic 
action*  in  a vehicle  giving  unusual  clinical  advantages  to  both  patients  and  physician. 


COVERS  CERVIX  AND  VAGINAL  WALL —The  pliant  Milibis  suppository 
disintegrates  readily  and  molds  itself  to  the  cervix  as  well  as  the 
columns  and  rugae  of  the  vaginal  vault. 

SHORT  DOSAGE  SCHEDULE— The  short  course  of  treatment  with 
Milibis— only  10  suppositories  in  most  cases— together  with  the  clean,  odorless, 
non-staining  qualities  eliminates  psychic  barriers  which  often  interrupt 
longer  treatments  before  complete  cure. 


MILIBIS 


Vaginal  Suppositories 


SUPPLIED:  BOXES  OF  10 
with  applicator. 


Now  supplied  with 
plastic  applicator 
. SANITARY 
. INSURES  CORRECT 

SUPPOSITORY  PLACEMENT 


LABORATORIES 

New  York  1 8,  N.  Y. 


*97  per  cent  effective  in  a study  of  564  cases; 
94  per  cent  effective  in  a series  of  510  cases. 


Milibis  (brand  of  giycobiarsol),  trademark  reg.  U.S.  Pat.  Off. 


HELP  US  KEEP 
THE  THINGS 
WORTH  KEEPING 


Nobody  has  to  tell  you 
why  you  want  peace.  You 
see  it  in  your  child’s  eyes 
and  hear  it  in  her  laughter. 

But  simply  wanting 
peace  won’t  keep  it.  You 
need  to  back  your  want- 
ing with  money.  Peace 
costs  money. 

Money  for  strength  to 
keep  the  peace.  Money 
for  science  and  education 
to  help  make  peace  last- 
ing. And  money  saved  by 
individuals  to  help  keep 
our  economy  strong. 

Your  Savings  Bonds, 
as  a direct  investment  in 
your  country,  make  you 
a Partner  in  strengthen- 
ing  America’s  Peace 
Power. 

Bonds  you  buy  will 
earn  money  for  you.  But 
the  most  important  thing 
they  earn  is  peace. 

Think  it  over.  Are  you 
buying  as  many  as  you 
might? 


HELP  STRENGTHEN  AMERICA’S  PEACE  POWER 

BUY  U.  S.  SAVINGS  BONDS 

The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks 
The  Advertising  Council  and  this  magazine  for  their  patriotic  donation. 
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Comprehensive  therapy 
for  all  treatable  secondary 
anemias  ...especially  when 
accompanied  by  STRESS! 


HEMATINIC  AND 
HEMAPOIETIC  FACTORS 
COMBINED  WITH  THE 
STRESS  FORMULA 
VITAMINS 


rORMULA 

EACH  TABLET 

PROVIDED  IN 
THREE  TABLETS 

A DAY 

NATIONAL  RESEARCH 
COUNCIL  STRESS 
FORMULA 

RECOMMENDATIONS 

Ferrou*  Fumarate 

180  mg. 

180  mg.  Fe 

Vitamin  B-12  with  Intrinaic  Factor 
Concentrate,  Non-Inhibitory 

1/9  USP 
Oral  Unit 

1/3  USP 

Oral  Unit 
(6  meg.  B-12) 

4 meg.  B-12 

Ascorbic  Acid 

100  mg. 

300  mg. 

300  mg. 

Thiamine  Mononitrate  (B-1) 

3.3  mg. 

10  mg. 

10  mg. 

Riboflavin  (B-2) 

3.3  mg. 

10  mg. 

10  mg. 

Pyridoxine  Hydrochloride  <B-6) 

0.67  mg. 

2.0  mg. 

2.0  mg. 

Niacinamide 

33,3  mg. 

100  mg. 

100  mg. 

Calcium  Pantohenate 

6.67  mg. 

20  mg. 

20  mg. 

Folic  Acid 

0.5  mg. 

1.5  mg. 

1.5  mg. 

> Con>er  (From  Copper  Stilfate) 

3.0  mg. 

9.0  mg. 

Manganese  (From  Mn  Sulfate) 

3.0  mg. 

9.0  mg. 

Cobalt  (From  Cobalt  Sulfate) 

0.05  mg. 

0.15  mg. 

Zinc  (From  Zinc  Sulfate) 

1 

0.3  mg. 

0.9  mg. 

A unique  new- 
type  formula  to 
provide  a broad  new 
concept  in  the 
treatment  of 
anemias,  in 
convalescence,  and 
in  the  prevention 
and  treatment  of 
nutritional 
deficiences  ... 


DOSAGE  ^ 

ADULTS,  one  tablet  three  times-  daily 
after  meals.  CHILDREN,  one  to  three  tab- 
lets daily  according  to  a^e. 


INDICATIONS 

All  treatable  secondary  anemias,  especially  when  accom- 
panied by  stress  conditions,  as  in  anemias  of  pregnancy/ 
convalescence,  adolescence,  post  - infection  anemias, 
anemias  following  drug  therapy,  and  in  the  prevention 
and  treatment  of  nutritional  deficiencies. 


PRODUCTS  CO.,  INC.  I 

PETERSBURG,  VIRGINIA  • 


SAMPLES  AND  LITERATURE  GLADLY  SENT  UPON  REQUEST 
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CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDAS 

SIRtPIOKINASE-STRtPTOOORNASf  LEOERLC} 


lEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River.  New  York 


in 

'public  *^elaticn4> 

■¥■  Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


Marvin  Pierce  Rucker,  M.D. 

His  Selected  Writings 

Here,  under  one  cover,  are  the  pen 
profiles  and  floral  eponyms  which  have 
become  the  hallmark  of  this  beloved 
physician. 

Beautifully  bound,  this  volume  will 
be  a welcome  addition  to  any  library — 
the  perfect  gift  for  that  special  occa- 
sion. 

Order  your  copies  at  $7.50  each  from 
the  Johnston-Willis  Hospitality  Shop, 
Richmond,  Virginia. 
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when  it’s  skin  deep 


use  XYLOCAINE  ointment 

f ...  in  nearly  all  external  symptoms  of  ipain,  itching  and  burning,  e.g.,  sunburn,  minor  burns, 

1 insect  bites,  abrasions,  poison  ivy  and  other  contact  dermatitis,  hemorrhoids  and  inoperable 

L anorectal  conditions,  and  cracked  nipples. 


k 

i_ 


Xylocaine  Ointment,  a surface  or  topical  anesthetic,  gives  fast,  effective  and  long  lasting 
relief.  Its  water-soluble,  nonstaining  base  melts  on  contact  ■with  the  skin,  to  assure  imme- 
diate release  of  the  anesthetic  for  fast  action  and  it  does  not  interfere  with  the  healing 
processes. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


XYL.OCAINE‘  OINTMENT 

(brand  of  lidocalne*) 


2.5%  8c  5% 

SURFACE  ANESTHETIC 

•U.S.  Pat.  No.  2,441,498  Made  In  U.S.A. 
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if  you  too 

are  disappointed  in 
the  multitude  of  new 
hypotensive  products 


then  join 
the  many  doctors 
who  are  returning  to 
reliable,  time-proven, 
consistently  dependable 


Haimased* 


for  control  of  hypertension 

Composition:  Each  100  cc.  represents  4.4  Gm.  Sodium  Thiocyanate 
(20  gr.  to  fluid  ounce).  Stable,  palatable,  sugar  free. 


Samples  of  Haimased  on  request  from 

THE  TILIDEH 

New  Lebanon,  N.  Y. 

Oldest  Manufacturing  Pharmaceutical  House  in  America 
Founded  1824 


PAGE  825 
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Always  in 
Good  Taste! 


Generations  of 
skill  in  the  art 
of  whisky  making  ^ 
are  reflected  ^ % 

in  the  good  taste 
of  Johnnie  Walker 
Scotch.  Why  not  / 
try  some  soon? 


BORN  1820 
. . . still  going  strong 


Johnnie  J^^ieer 


SCOTCH  WHISKY 


ANKLE 

SPRAINED 

or 

SINUS 

INFLAMED? 


I ACCELERATE  THE 
■ RECOVERY 
I PROCESS  WITH 

VARIDA 

STRECTOKINASE-STRtPTODORNASt 


LEDERLE  LABORATORIES,  a Oivision  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River,  New  York 
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in  Acne 

Routine  cleansing  with  pHisoHex  augments 
standard  acne  therapy.  "No  patient  failed  to 
improve.”*  pHisoHex  helps  check  the  infec- 
tion factor  in  acne.  Used  exclusively  and  fre- 
quently, it  will  keep  the  skin  surface  virtually 
sterile.  Contains  3 per  cent  hexachlorophene. 


(antibacterial  detergent,  nonalkaiine.  nonirritating,  hypoallergenic) 

tips  the  balance  for  superior  results 


1.  Hodges,  F.T.: 

SP  14:86,  Nov.,  1956. 


LABORATORIES 
New  York  18,  N.Y. 


Convalescence 


Adolescence 


Jnfant  diarrhea 


Debilitating 

gastrointestinal 

conditions 


Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  By, 

protective  quantities  of 
potassium,  in  a palatable  and 
4,  readily  assimilated  form. 


.Postoperatlvely 


* 

Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
i)otassitim  therapy. 

VALENTINE  Company,  Inc. 

RICHMOND  2\  VIRGINIA 
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Doctors,  too,  like  “Premarinr 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
^ therapy. 

I 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
16,  N.  Y.  • Montreal,  Canada 


5842 


ORIGINAL  FORM  ULA 

The  ideal  cerebral  tonic  and  stimulant  for  the  aged. 


NICOZOL  therapy  (the  original  formula)  affords 
prompt  relief  of  apathy.  Patients  generally  look 
better,  feel  better;  become  more  cooperative, 
cheerful  and  easier  to  manage. 

No  dangerous  side  effects. 


NICOZOL  contains  pentylenetetrazol 
and  nicotinic  acid 

For  relief  of  agitation  and  hostility: 
NICOZOL  with  reserpine  Tablets 

Supply:  Capsules  • Elixir 

IPDR 


Write  for  professional  sample  and  literature. 


see 

Page  hih 


drug-. 

WINSTON-SALEM  1,  NORTH  CAROLINA 
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FIRST  TIME  IN  VIRGINIA 

DESERT  AIR  LAMP 


Recommend  with  Confidence 
Desert  Air  Lamps 


Produces 
A Safe 
Healthful 
Zone  of 
Mild  Warm 
Air 


AS  AN  AID  FOR  RELIEF  OF 
BRONCHITIS  • HAY  FEVER 
ASTHMA  FROM  COLDS 
COUGHS  • SINUSITIS 


Used  for  over  3 1 years  in  California  and  recommended  by  many 
doctors  on  the  West  Coast.  Inquiries  may  be  referred  to  the 
Los  Angeles  County  Medical  Society,  192  5 Wilshire  Boulevard, 

THE  DESERT  AIR  LAMP 

Offers  proven  relief  from  symp- 
toms of  these  diseases  by  reducing 
the  relative  humidity  and  creating 
mild  warm  air  in  the  sleep  zone. 
Its  dark  burning  safe  lava  cone 
unit  allows  infants  and  adults  alike 
to  breathe  more  easily. 

\ Special  discounts  to  the  profession 

For  descriptive  literature  and  price  lists  write 

Jamestown  Products  Incorporated 

2321  Riverside  Drive 
Danville,  Virginia 
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With  your  HELP,  DOCTOR, 

private  enterprise  can  meet  the 
health  care  insurance  needs  of 

our  SENIOR  CITIZENS... 


We’re  trying  to  give  our  senior  citizens  (65 
and  over)  a break.  While  their  ability  to 
pay  may  be  limited  and  their  insurability 
doubtful,  their  need  for  health  care  insur- 
ance is  great.  Don’t  you  agree? 

Who  is  to  furnish  such  insurance?  . . . The 
Social  (ist)  Security  Schemers  (as  a big 
step  toward  Compulsory  Health  Insur- 
ance with  Sociahzed  Medicine  as  the  other 
side  of  their  coin)  are  asking  for  the  chance. 
They  claim  private  enterprise  can’t  get 
the  job  done. 

We  are  now  offering  applicants,  65  and 
older,  a 125-day  hospitalization  policy  (we 


don’t  think  a short-stay  coverage  meets 
the  older  folks’  needs),  with  a modest  $200 
maximum  surgical  fee  schedule,  at  a price 
that  should  fit  their  budgets  . . . $10.55 
monthly  for  an  aged  couple  . . . $6.70  for 
an  individual. 

We  will  be  liberal  in  accepting  risks,  realiz- 
ing most  older  applicants  have  acquired 
chronic  impairments,  but  if  we  let  down  the 
bars  to  insure  the  pending  claims,  or  the 
conditions  almost  certain  to  require  hospi- 
talization in  new  risks  that  have  not  been 
paying  premiums  right  along,  our  hopes  to 
do  the  job  are  doomed  to  failure. 


Here’s  liovv^  we  need  your  Help 


We’U  ask,  and  we’ll  get,  information  about 
pre-existing  iUness  and  impairments,  from 
each  appUcant.  We’ll  get  the  name  of  his 
family  doctor  and  a written  authorization 
for  that  doctor  to  furnish  us  information 
as  requested. 

We’ll  consult  you — by  phone,  where  pos- 
sible, so  as  to  save  you  trouble — to  get 
your  advice  as  to  whether,  in  your  opinion, 
we  can  ignore  the  impairment  as  not  par- 
ticularly apt  to  require  hospitahzation. 
You  may  tell  us,  for  example,  “Sure,  it’s 
there,  but  if  anything  could  have  been  done 
about  it  in  a hospital,  it  would  have  been 
done.  Ignore  it;  give  them  msurance.” 

Or  you  may  say,  “It  wouldn’t  be  fair  to  ask 
you  to  insure  that  condition.  It  is  probably 
a pending  claim.  My  medication  and  treat- 
ment isn’t  taking  hold  and  I’m  about  ready 
to  get  them  admitted  for  some  studies.  We 
may  have  to  operate.  Just  don’t  teU  them 
I said  so.” 

Of  course,  your  comments  will  be  held  in 
confidence  by  our  underwriters  and  medi- 
cal department.  We  won’t  let  anyone  drop 
other  insurance  either. 


Will  you  recommend  bad  risks  to  help  them 
get  insured? 

If  you  do  . . . we  are  at  your  mercy  . . . our 
plan  would  fail. 

With  your  cooperation,  however,  we  think 
most  of  our  senior  citizens  can  be  insured, 
successfully.  Please  help  us  try.  Thanks 
for  reading  this. 

AMERICAN  HEALTH  INSURANCE  CORP. 
300  St.  Paul  Place,  Baltimore  2,  Md. 
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2V2  minutes  of  your  time  reading  about 
Trancopal  may  change  your  prescription 
habits  when  treating  musculoskeletal  and 
psychogenic  disorders. 


Potent  MUSCLE  RELAXANT 
...Equally  effective  as  a TRANQUILIZER 


tran-qui-lax-ant  (tran'kwi-lak'sant)  [ < L.  tranquillus, 
quiet;  L.  laxare,  to  loosen,  as  the  muscles] 


Trancopal,  a major  development  of  Winthrop 
research,  is  a new  orally  administered 
nonhypnotic  central  relaxant  and  tranquilizer. 
It  relieves  muscle  spasm  in  a variety  of 
musculoskeletal  and  neurologic  conditions 
and  also  exerts  a marked  tranquilizing  effect 
in  anxiety  and  tension  states. 


Unrelated  chemically  to  any  other  drug  in 
current  use,  Trancopal  offers  a completely  new 
major  chemical  contribution  to  therapeutics. 


C— Cl 


N— CH, 


Chlormezanone:  2-(4-chlorophenyl)-3- 
mpthvl.4-metathiazanone-l-dioxide 


Thoroughly  evaluated  clinically.,. 

Clinical  studies  of  4092  patients  by  105  physicians^  have  demonstrated  that  Trancopal 
often  is  effective  when  other  drugs  have  failed.  From  these  studies  it  is  evident  that 
Trancopal  can  provide  more  help  for  a greater  number  of  tense,  spastic,  and/or 
emotionally  upset  patients  than  can  any  other  chemotherapeutic  agent  in  current  use. 


In  musculoskeletal  conditions' 


effective  in 


INDICATIONS 


Low  back  pain  (lumbago) 

Bursitis 

Osteoarthritis 

Fibrositis 

Myositis 

Postoperative  myalgias 


Neck  pain  (torticollis) 
Rheumatoid  arthritis 
Disk  syndrome 
Joint  disorders  (ankle  sprain, 
tennis  elbow,  etc.) 


By  relieving  muscle  spasm  and  pain,  Trancopal  permits  early  and  active  purposeful 
exercise  and  physical  therapy  to  accomplish  maximal  benefits  for  rapid  recovery. 


Dosage:  One  Caplet  (100  mg.)  orally  three  or  four  times  daily.  Relief  of  symptoms 
occurs  in  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


Ill  aiixiely  and  tension  slales' 


effeclive  in 


88^  of  patient 


INDICATIONS 

Anxiety  and  tension  states  Dysmenorrhea 

Premenstrual  tension  Asthma 

Emphysema  Angina  pectoris 

Because  of  its  exceptional  calmative  property,  Trancopal  “...allows  the  patient  to 
use  his  energies  in  a more  productive  manner  in  overcoming  his  basic  problem.”^ 


MUSCULOSKELETAL 

CONDITIONS 


GOOD 

41% 


2929  Patients 


PSYCHOGENIC 

CONDITIONS 


TOTAL  4092  Patients 

MAJOR  IMPROVEMENT 
84% 


Of  the  total  patients  treated,  Trancopal  produced  excellent  results  in  43  per  cent,  good 
results  in  41  per  cent,  fair  results  in  6 per  cent,  and  poor  results  in  10  per  cent. 


Better  tolerated  and  safer  than  older  drugs^ 

With  Trancopal  there  is  no  clouding  of  consciousness,  no  euphoria  or  depression.  Even 
in  high  dosage,  there  is  no  perceptible  soporific  effect.  Because  it  does  not  irritate 
gastric  mucosa,  it  can  be  taken  without  regard  to  mealtimes.  Administration  does  not 
hamper  work  — or  play.  There  are  no  known  contraindications.  Blood  pressure,  pulse 
rate,  respiration  and  digestive  processes  are  unaffected  by  therapeutic  dosage. 

Toxicity  is  extremely  low.  And  Trancopal  has  a lower  incidence  of  side  effects  than 
has  zoxazolamine,  methocarbamol  or  meprobamate. 


Cotnparison  with  3 wideW  used  central  relaxants 

When  compared  with  three  widely  used  central  relaxants  for  activity,  safety  and  clinical  effectiveness, 
Trancopal  offers  definite  desirable  advantages. 


It: 


TRANCOPAL 


Meprobamate  Zoxazolamine  Methocarbamol 


for  activity 

In  the  usual  human  dose,  Trancopal  is  four  to  ten 
times  as  potent  per  milligram. 


TRANCOPAL  Meprobamate  Zoxazolamine  Methocarbamol 


for  safety 

Comparative  pharmacologic  tests  showed  that 
Trancopal  is  up  to  thirteen  times  as  safe  or  up  to 
thirteen  times  less  toxic.  The  measure  of  safety 
was  the  LDso  in  mice/usual  human  dose. 


TRANCOPAL  Meprobomate  Methocarbamol  Zoxazolamine 


for  clinical  effectiveness 

A clinical  comparison  in  low  back  pain,  torticollis, 
bursitis  and  anxiety  states  showed  that  Trancopal 
is  up  to  four  times  as  effective.  Each  of  the  40 
patients  received  all  four  drugs  in  random  rota- 
tion for  several  days.  Although  each  of  the  four 
gave  some  relief,  only  the  one  providing  the  most 
effective  relief  was  recorded. 


Supplied:  Trancopal  Caplets®  (scored)  100  mg.,  bottles  of  100. 

References;  1.  Cooperative  Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  • 2.  Cans,  S.E. : To 
be  published.  ’ 3.  Lichtman,  A.L. : Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958. 


the  first  true  tranquilaxant 


Trancopal  (brand  of  chlormezanone)  and  Caplets, 
trademarks  reg.  U.S.  Pat.  Off. 


Potent 

MUSCLE  RELAXANT 
...Equally  effective  as  a 
TRANQUILIZER 


New  York  18,  New  York 

Printed  in  U.  S.  A.  3-59  (4027)1 


the  pattern  of 

GLUCOSAMINE 

POTENTIATED 

TETRACYCLINE 

therapy 

COSA- 

TETRACYN* 


^Ote:  Rapid  and  high  initial  antibiotic  blood  levels  are  an  important  factor 
In  tineventful  recoveries.  Glucosamine  potentiation  provides  the  fastest, 
highest  tetracycline  levels  available  with  oral  therapy.  Bibliography  and 
professional  information  booklet  available  on  request.. 


capsules 

125  mg.,  250  mg. 

oral  suspension 

orange  flavored,  2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  cc.) 

pediatric  drops 

orange  flavored,  10  cc.  bottle  (with 
calibrated  droitper),  5 mg.  per  drop 
(100  mg.  per  cc.) 


Science  for  the  world’s  well-being 

PFIZER  L.A.BOR.ATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 

*Tra<iemark  for  glucosamine-potentiated 
tetra  cycline 
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Neocurtasal 


TASTES 

LIKE 

SALT 


New  Neocurtasal  embodies  the 
characteristic  tang,  grain  and  texture  of 
regular  table  salt.  Now  whether  food  is  seasoned 
by  New  Neocurtasal  or  salt  — few  patients 
detect  the  difference.  Insipid  dishes  are  rendered 
more  palatable,  tiresome  diets  less  exacting. 

When  you  must  say  "no  salt,"  New  Neocurtasal 
effectively  cushions  the  blow.  In  selecting  a 
most  suitable  replacement  for  salt,  more  and  more 
physicians  observe  that  New  Neocurtasal 
assures  close  adherence  to  diet  and  the  utmost 
in  patient  cooperation. 


NEW 


NeocurtasaT 


— available  in 


"'An  Excellent 
Salt  Replacement” 

convenient  2 oz.  shakers 
and  8 oz.  bottles. 


Contains  potassium  chloride,  potassium 
glutamate,  glutamic  acid,  calcium  sili- 
cate, potassium  iodide  (0.01%). 


When  Diuresis  Is  a "'Must”- 

SALYRGAN®-  THEOPHYLLINE 

Parenteral  • Oral 


LABOiATORIES  • NEW  YORK  18,  N Y. 


Neocurtasal  and  Salyrgan  (brand  of  mersalyl), 
trademarks  reg.  U.S.  Pat.  Off. 


when  pollen  allergens 
attack  the  nose . . . 

Triaminic  provides  more  effective  therapy  in 
respiratory  allergies  because  it  combines  two 
antihistaynines^'^  with  a decongestant. 


These  antihistamines  block  the  effect  of  histamine  on  the  nasal 
and  paranasal  capillaries,  preventing  dilation  and  exudation/* 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 

The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis."*’^ 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion. ■ triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 

Reierrtices:  1.  Slieldon,  J.  M.:  Postgrad.  Med.  I t'.If)')  (Dec.)  19'>3.  2.  Hubbard,  T.  F. 
and  Berger,  A.  j.:  Annals  .Allergy  p.  ,3.')()  (May-June)  1!I.")0.  3.  Kline,  B.  S.;  J.  Allergy 
19;19  (Jan.)  1918.  4.  Goodman,  1,.  S.  an<l  Gilman,  A.:  Pbarmacol.  Basis  Thcr.,  Macmil- 
lan, .New  York,  1950,  p.  532.  5.  labriiant,  N.  I).:  E.K.N.T.  .Monthly  37:400  duly) 
1958.  0.  Lhotka,  F.  M.:  Illinois  M.j.  112:259  (Dec.)  1957.  7.  Farmer,  D.  F.;  Clin. 
Med.  5:1183  (Sept.)  1958. 


Triaminic 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fever  and 
otlier  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  h. 
because  of  the  special  timed- 
release  design. 

Each  TRIAMINIC  timed-release  tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Also  available:  triaminic  syrup  for  those 
patients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonful  is 
ecpiivalent  to  14  Triaminic  Tablet  or  I/2 
Triaminic  Juvelet.  triaminic  juvelets 
provide  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  promjit  and  prolonged  relief. 


running  noses 


and  open  stuffed  noses  omlly 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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A SPOON  LICKIN’ 
GOOD  A SULFA! 


it’s 

delicious 

cherry- 

flavored 


for  children 


KYNEX 

ACETYL  PEDIATRIC  SUSPENSION 

n’  Acetyl  SuifamethoxyDvriiiaeine  Lerterle 

just  1 dose  a day  . . . achieves  rapid  therapeutic  levels  . . . sustained  for  24  hours  . . . extremely  low  incidence 
of  sensitivity  reactions  and  renal  complications  . . . convenient,  highly  economical . . . 

ALWAYS  ACCEPTABLE... WHENEVER  SULFAS  ARE  INDICATED 

Recommended  dosage:  first-day  dose  is  1 teaspoonful  (250  mg.)  for  each  20  lbs.  body  weight  up  to  80  lbs.  For  each  day 
thereafter.  1/2  teaspoonful  for  each  20  lbs.  For  80  lbs.  and  over,  use  adult  dosage  of  4 teaspoonfuls  (1.0  Gm.)  initially, 
and  2 teaspoonfuls  (0.5  Gm.)  daily  thereafter.  Administer  immediately  after  a meal. 

Supplied:  Each  teaspoonful  (5  cc.)  contains  250  mg.  of  sulfamethoxypyridazine  activity.  Bottles  of  4 and  16  fl.  oz. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


76 


Virginia  Medical  Monthly 


re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABCUT  ATARAX’ 

(brand  of  hydroxyzine) 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  ti.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  ti.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials.. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M..  et  al.:  Presse 
med.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


AT  A MX 


New  York  17,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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inhalation  therapy 

WETS,  THINS,  LOOSENS  PULMONARY  SECRETIONS 


V'-  ' 

:<  ' 

..'  .‘o-c 

-■StAsv 


in. 


BRONCHITIS 
BRONCHIAL  ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 
CROUP’ 

Alevaire  is  administered  by  means  of  a nebulizer  operated  with 
an  air  compressor  or  oxygen. 


Supplied  in  bottles  of  60  cc.  for  intermittent  and  500  cc. 
for  continuous  nebulization. 


LABORATORIES 

NEW  YORK  18.  N,  Y. 


Alevaire,  trademark  reg.  U.S.  Pat.  Off, 


grow  on 


I ~i  Mr  nail 


one 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDisoL  is  crystalline  vitamin  B]^,  an  essential 
vitamin  for  growth  and  the  fundamental 
methbolic  pfdSdSSes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 


Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,5  and 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


HIGHLIGHTS  FROM  THE  A.M.A.  COUNCIL  ON  DRUGS 


REPORT  ON  TRIAMCINOLONE 


J.A.M.A.  169:257  (January  17)  1959. 

“It  [triamcinolone]  has  an  anti-inflammatory  potency  greater  than  an  equal 
amount  of  prednisolone:  i.e.,  comparable  suppressive  effects  may  usually 
be  achieved  with  lower  doses  of  triamcinolone  than  with  prednisolone.” 

“Triamcinolone  lacks  the  sodium-retaining  and  edema- producing  effects  of 
most  other  glucocorticoids.  During  the  first  several  days  of  administra- 
tion, it  may  cause  a loss  of  sodium  from  the  body;  an  initial  mild  diuretic 
action  is  frequently  observed,  whether  the  patient  is  frankly  edematous  or 
not.  This  is  in  contrast  to  the  definite  sodium-retaining  and  fluid-retaining 
properties  of  cortisone  and  hydrocortisone  and  to  amuch  lesserextentwith 
prednisone  and  prednisolone.” 

“Except  in  exceedingly  large  doses,  triamcinolone  apparently  has  no  con- 
sistent effect  on  potassium  excretion.  Hence,  neither  sodium  restriction 
nor  potassium  supplementation  is  ordinarily  required  during  therapy  with 
this  agent.” 

“As  with  other  glucocorticoids,  the  long-term  administration  of  triamcino- 
lone results  in  definite  catabolic  effects,  as  indicated  by  impairment  of 
carbohydrate  utilization  and  negative  protein  and  calcium  balance.  This 
catabolic  effect,  coupled  with  a lack  of  appetite  stimulation  which  is  appar- 
ently peculiar  to  triamcinolone,  may  produce  weight  loss  that  might  be 
undesirable  in  some  patients  treated  for  long  periods  of  time.” 

“...the  voracious  appetite,  with  weight  gain  and  euphoria,  characteristic 
of  other  steroids,  is  not  seen  with  administration  of  triamcinolone.” 

“Triamcinolone  has  been  used  for  the  management  of  a wide  variety  of 
clinical  conditions  usually  considered  amenable  to  systemic  steroid  therapy. 
These  have  included  rheumatoid  arthritis  and  other  collagen  diseases, 
allergic  and  dermatological  disorders,  certain  leukemias  and  malignant 
lymphomas,  the  nephrotic  syndrome,  pulmonary  emphysema  and  fibrosis, 
acute  bursitis,  rheumatic  fever,  and  certain  blood  dyscrasias.  Although 
clinical  experience  with  the  drug  in  some  of  the  foregoing  conditions  is 
not  extensive,  the  many  similarities  in  action  between  triamcinolone  and 
other  potent  glucocorticoids  would  indicate  a usefulness  for  triamcinolone 
akin  to  that  of  other  agents  of  this  class.” 


“There  ia  some  evidence  that  triamcinolone  is  more  effective  at  a smaller 
dosage  than  are  other  steroids  in  controlling  both  the  skin  and  joint  lesions 
in  psoriasis,  whether  or  not  complicated  by  arthropathy.” 

“Triamcinolone  appears  to  compare  favorably  with  other  steroids  for  use  in 
those  situations  in  which  edema  and  sodium  retention  have  been  compli- 
cating problems.” 

“It  [triamcinolone]  may  also  be  the  steroid  of  choice  for  patients  in  whom 
psychic  stimulation,  euphoria,  voracious  appetite,  and  weight  gain  should 
be  avoided.” 

“...the  drug  [triamcinolone]  does  produce  the  other  side  effects  and  un- 
toward reactions  common  to  the  glucocorticoids.  At  therapeutically  equiv- 
alent doses,  the  frequency  and  severity  of  clinical  manifestations  of  hyper- 
adrenalism  — rounding  of  the  face,  fat  deposition,  and  hirsutism  — are 
essentially  the  same.  Likewise,  there  is  little  indication'  that  the  relative 
incidence  of  osteoporosis  is  materially  decreased  after  the  long-term  use 
of  the  drug.” 

“Triamcinolone  apparently  does  not  cause  the  euphoria  sometimes  seen 
with  other  steroids,  and  the  occurrence  of  mental  depressions  is  uncom- 
mon.” 

“Current  evidence  suggests  that  the  drug  [triamcinolone]  may  not  produce 
as  high  an  incidence  of  peptic  ulcer  as  do  other  steroids.” 

“Cutaneous  erythema  seems  to  be  a side  effect  peculiar  to  triamcinolone.” 

“The  usual  contraindications  and  precautions  of  glucocorticoid  therapy 
should  be  followed  in  the  use  of  triamcinolone,  keeping  in  mind  that  pro- 
longed therapy  with  this  drug  will  suppress  the  function  of  the  patient’s 
own  adrenals  by  interfering  with  the  pituitary-adrenal  axis.” 


STD 


Triamcinolone  LEDERLE 


Supplied:  1 mg.  scored  tablets  (yellow) 
2 mg.  scored  tablets  (pink) 

4 mg.  scored  tablets  (white) 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  GYANAMID  COMPANY,  Pearl  River,  New  York 


new  for  toial 

management 
of  itehing^ 
inflamedj' 
infected' 
skin  lesions 


ointment 

antipruritic/anti-inflammatory/antibacterial/antifungal 


Mycolog  Ointment  — containing  the  new  superior  topical  corticoid  Kenalog  — re- 
duces inflammation,’*  relieves  itching,’’  and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.’  ’ It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

"Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks.'” 

For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation’  * — neomycin  and  gramicidin  for  power- 
ful antibacterial  action’  — and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.’  ’ 


Dermatitis  repens  [with  staph 
and  monilia]  7 weeks  duration 


Infectious  eczematoid  dermatitis 
of  ankle— 5 years  duration 


Cleared  in  20  days 


Application:  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone acetonide,  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastibase. 
References:  1.  Shelmire,  J.B.,  Jr.:  Monographs  on  Therapy _3: 164  (Nov.)  1958.*  2.  Nix,  T.E..  Jr.,  and  Derbes,V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  • 3.  Robinson,  R.C.V.;  Bull.  School  of  Med.,  U.  Maryland ^:54  (July) 
1958.  • 4.  Sternberg,  T.H.:  Newcomer,  V.D..  and  Reisner.  R.M.;  Monographs  on  Therapy^:115  (Nov.)  1958.  • 5. 
Clark,  R.F.,  and  Hallett,  J.J.:  Monographs  on  Therapy,  J:153  (Nov.)  1958.  • 6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H.:  Monographs  on  Therapy,  3:111  (Nov.)  1958.  • 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  • 8. 
Howell,  C.M.,  Jr.;  North  Carolina  M.J.  1^:449  (Oct.)  1958.  • 9.  Bereston,  E.S.:  South.  M.J.  50:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenatog-S  Lotion  — 7V^  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream,  0.1%— 5 Gm.  and  1 5 Gm.  tubes.  Kenalog  Lotion,  0. 1%—  1 5 cc.  plastic  squeeze 
bottles.  Kenalog  Ointment.  0.1%— 5 Gm.  and  15  Gm.  tubes. 


Squibb 

Squibb  Quality  — the  Priceless  Ingredient 


*5PECTB0CI»I'®.  ‘KVCOSTATIM*^,  'PtASTlSASE'®,  'MTCOLOC* 

AAO  'KENAtCS'  AAC  &eu>ee  TAADEMARKS 


82 


Virginia  Medical  Monthly 


“It  is  concluded  that 

the  addition  of, 
buffering  agents  to 
.acetylsalicylic  acid  in 


the  concentrations  used 
serves  iS  clinically 
detectable  useful  purpose!’' 


’Sadove,  Max  S.  and  Schwartz,  Lester:  An  Evalua- 
tion of  Buffered  Versus  Nonbuff ered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 
Nonbuffered  Material  Used— Bayer®  Aspirin. 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIH’. . . 


r 


CORTISPORIN 


brand  OINTMENT 


■ 0 Combines  the  anti- 
* inflammatory  effect 

of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Ointment;  Tubes  of  Vi  oz.  and  H oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Ointment:  Tubes  of  Yi  and  1 oz.  and  tubes  of  H oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper. 

M rUf  i Lotion  : Plastic  squeeze  bottles  of  20  cc. 
n tll  j Powder  ; Shaker-top  bottles  of  10  Gm. 


POLYSPORIN 

brand  ANTIBIOTIC  OINTMENT 


y ® Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 


Ointment:  Tubes  of  H oz.,  1 oz.  and  H oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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diagnosis:  hypertension,  moderate  to  severe 


' prescribed:  ^R£l.'ULpi:*0'te  * 

(Rauwolfia  Serpentina  and  Protoveratrines  A & B Combined) 


Rauwolfia  Serpentina':  gradual  tranquilizing  and  pro- 
longed hypotensive  effect  combines  with  faster-acting, 
more  potent  Profoveratrine  for  effective  therapy  with  a 
minimum  of  risk.  Each  of  the  agents  appears  to  poten- 
tiate the  other's  hypotensive  activity  and  produce  ben- 
eficial vasodilitation,  without  ganglionic  or  adrenergic 
blockade  . . . without  direct  smooth  muscle  depression 
and  without  deranging  those  mechanisms  which  control 
blood  distribution  and  which  normally  prevent  postural 
hypotension. 

Relief  of  symptoms  is  produced  rapidly,  blood  pressure 
is  lowered  and  tranquility  ensues  . . . with  a minimum 
of  side  effects. 


supplied:  in  bottles  of  100  and  1000  tablets,  each  containing  50  mg.  Rauwolfia 
Serpentina  and  0.2  mg.  Protoveratrines  A and  B (the  chemically 
standardized  alkaloid  of  Veratrum  Alba),  or  on  prescription  at 
leading  pharmacies 

(Q  THE  VALE  CHEMICAL  COMPANY,  INC.  allentown,  pa 

Pharmaceuticals  *Trade  Mark 


VoLL'ME  86,  May,  1959 
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The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  o^ir 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 


John  Aiarshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 

- — ' ' — 


Every  Virginia  Doctor  Shoidd 
Hare  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  Intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.00 

(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 
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in  premenstrual  tension 


1 

treats  the  whole  syndrome 


It  was  the  introduction  of  neo  Bromth  several  years  ago  that  created  such  widespread 
interest  in  the  premenstrual  syndrome — because  of  neo  Bromth’s  specific  ability 
to  prevent  the  development  of  the  condition  in  the  first  place. 

The  action  of  neo  Bromth  is  not  limited  merely  to  control  of  abnormal  water  retention, 
or  of  nervousness,  or  of  pain — or  any  other  single  or  several  of  the  multiple 
manifestations  characteristic  of  premenstrual  tension,  neo  Bromth  effectively  controls 
the  whole  syndrome. 

neo  Bromth  is  also  completely  free  from  the  undesirable  side  effects  associated  with 
such  limited-action  therapy  as  ammonium  chloride,  hormones,  tranquilizers  and  potent 
diuretics,  neo  Bromth  has  continued  to  prove  to  be  the  safest — as  well  as  the  most 
effective — treatment  for  premenstrual  tension. 

Each  80  mg.  tablet  contains  50  mg.  Pamabrom,  and  30  mg.  pyrilamine  maleate. 
Dosage  is  2 tablets  twice  daily  (morning  and  night)  beginning  5 to  7 days  before 
menstruation.  Discontinue  when  the  flow  starts. 

BRAYTEN  PHARMACEUTICAL  COMPANY  • Chattanooga  9,  Tennessee 


To  the  relief  of  musculoskeletal  paiu, 

MEDAPRIN* 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin.  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination. contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field."'  Instead  of  suffering  recurrent 
discomfort  because  of  the  ‘'wearing  off"  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions. including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibroniyositis.  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  obsened. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  .Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol.  to  suppress  the  causative 
inflammation 


• 200  ms.  calcium  carbonate,  as  buffer 


TCAOEWARA.  REG.  U.  S.  PAT.  OFF.  — WETMYtPREOMtSOLOHE,  UPJOHN 
fRATlO  OF  OeSiREO  EFFECTS  TO  UNOESIREO  EFFECTS  (JdIoIuI 

The  Upjohn  Company,  Kalamazoo.  Michigan  * * 
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AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FROM  MODERN  PRACTICE 

What  differentiates  “renal  diabetes”  ( renal 
glycosuria)  from  diabetes  mellitus? 

Blood  sugar  levels.  In  renal  glycosuria  they  are  normal;  in  untreated  diabetes, 
fasting  blood  sugars  are  usually  130  mg.%  or  over  and  postprandial  levels 
170  mg.%,  or  more. 

Source:  Joslin,  E.  R;  Root,  H.  E;  White,  R,  and  Marble,  A.:  The  Treatment  of  Diabetes 
Mellitus,  ed.  9,  Rhiladelphia,  Lea  & Febiger,  1952,  pp.  701-702. 


Yi 


A “URINE-SUGAR  PROFILE”  FOR 
CLOSER  CONTROL 

The  new  Clinitest  Urine-Sugar 
Analysis  Set  contains  an  improved 
Analysis  Record  form  that  enables 
even  closer  control  of  the  moderate 
and  the  severe  diabetic.  Daily  urine- 
sugar  readings  may  be  connected  to 
produce  a graph  — a day-to-day 
“profile”  that  reveals  at  a glance 
individual  trends  and  degree  of 
control. 


color- calibrated 


CLINITEST 


FOR  EVEN  BETTER  CONTROL  OF  THE 
MODERATE  AND  THE  SEVERE  DIABETIC 


m 


the  STANDARDIZED 
urine-sugar  test  for  reliable 
quantitative  estimations 
“...the  most  satisfactory 
method  for  home  and 
office  routine  testing.”* 


»GPie:121  (August)  1957. 


AMES 

COMPANY,  INC 
Elkhart  • Indiano 
Toronto  • Canada 


relief  from  the  suffering  and 
mental  anguish  of 


cancer 


THORAZINE  (chlorpromazine,  S.K.F.) 

one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 


*T.M.  Reg.  U.S.  Pat.  Off. 
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helps  them  weather  the  hay  fever  season 


BENADRYL 


© 


ANTIHISTAMIMC-ANTISPASMODIC 


gives  fast,  comprehensive  relief  of  allergic  symptoms.  At  this  time  of 
year  pollens  from  trees,  grasses,  or  weeds  cause  distressingsymptoms 
in  allergic  patients.  You  can  help  your  patients  to  enjoy  greater  com- 
fort during  the  hay  fever  season  by  prescribing  BENADRYL.  Its 
potent  antihistaminic  action  rapidly  relieves  nasal  blockage,  rhi- 
norrhea,  sneezing,  itching,  and  related  allergic  reactions,  while  its 
atropine-like  antispasmodic  action  swiftly  suppresses  bronchial  and 
gastrointestinal  spasms.  BENADRYL  Hydrochloride  (diphenhydra- 
mine hydrochloride,  Parke-Davis)  is  available  in  a variety  of  con- 
venient forms  including:  Kapseals,®  50  mg.  each;  Kapseals,  50  mg., 
with  ephedrine  sulfate,  25  mg.;  Capsules,  25  mg.  each;  Elixir, 
10  mg.  per  4 cc.;  and  Emplets,®  50  mg.  each,  for  delayed  action. 
For  parenteral  therapy,  BENADRYL  Hydrochloride  Steri-Vials,® 
10  mg.  per  cc.;  and  Ampoules,  50  mg.  per  cc. 
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for 
rapid 
response 
in  ocular  disorders 


Note:  Gorticoste.roid  therapy  is  contraindicated  in  dendritic  ulcer,  herpes  simplex  and  fungal  keratitis. 
tGbrdon,  D.  M.:  North  Carolina  M.  J.  19:473  {November)  1958. 

Additional  literature  is  available  to  physicians  on  request. 

DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

mAd  MERCK  SHARP  & DOHME 

V ^DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


a new  order  of  magnitude  in  corticosteroid  effectiveness 
a ne.w  order  of  magnitude  in  margin  of  safety 

A r-eceriit  ewaiiuation  of  cxDrtiGOsfe raids  in  0|D:hthalmo;l:0,gyt  GonGludes  that 
“offers  a syperior  degree  of  anti-infiiammatory  effect  wfth  a 
n^idirnnjtiiififiii  df  aide  effects.’’ 


O 

.DEXAMETHASONE 

treats  more  patients  more  effectively 
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NEW  UNEXCELLED  TASTE 


10  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
c h loral-hyd rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 


JONES  3ncl  VAUOHAN,  Inc.  Richmond  26,  VA. 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


SYRUP  OF  CHLORAL  HYDRATE 


On  vacation  — at  the  beach  — on  the  golf  course  — or  garden- 
ing in  your  own  back  yard,  sunburn,  insect  bites,  cuts  and 
abrasions  are  all  part  of  the  summer  picture. 


A handy  tube  of  Xylocaine  Ointment  means  prompt  relief  of 
pain,  itching  and  burning  for  your  patients.  After  you've  seen 
to  your  patients’  comfort,  remember  that  tube  of  Xylocaine 
Ointment  for  yourself. 

Just  write  “Xylocaine  Ointment’’  on  your  Rx  blank  or  letter- 
head, and  we  will  send  a supply  for  you  and  your  family. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


XYLOCAINE®  OINTMENT 

(brand  of  lidocaine*) 


2.5%  & 5% 


SURFACE  ANESTHETIC 


*u’.  S.  Pat.  No.  2,441,498  Made  in  U.  S.  A. 


8 


Virginia  Medical  ^Monthly 


i 


vaginal 
douching 
that  is 

physiologically 

sound 


ethically  promoted 


Meta 


vaginal  douche  powder 


Meta  Cine  represents  a carefully  designed  formula  which  provides  the 
physician  with  a vaginal  douche  preparation  which  safely  and  effectively 
maintains  a clean  healthy  vagina. 

Meta  Cine  is  a combination  of  several  ingredients  clinically  established  as 
valuable  in  promoting  proper  vaginal  hygiene.  Diluted  for  use,  Meta  Cine 
possesses  the  desired  pH  (3.5);  contains  the  mucus  digestant,  papain,  which 
dissolves  mucus  plugs  and  coagulum ; contains  lactose  to  promote  growth  of 
desirable  doderlein  bacilli,  and  methyl  salicylate  for  soothing  stimulation  of 
circulation  within  the  vaginal  walls. 

Its  pleasant,  deodorizing  fragrance  also  meets  the  esthetic  demands 
of  your  patients. 

Meta  Cine  is  promoted  exclusively  to  the  medical  profession,  and  recommends 
itself  as  your  preparation  of  choice  for  patients  who  might  otherwise  indulge 
in  unsupervised  self-medication  with  potentially  damaging  nonphysiologic 
douches. 

Supplied  in  8-oz.  containers.  2 teaspoonfuls  in  2 quarts  of  warm  water, 
douche  as  prescribed. 

Printed  douching  instructions  for  patients  available  upon  request. 
BRAYTEN  Pharmaceutical  Company  • Chattanooga  9,  Tennessee 

m 


in  cases  of  tension 


(Reserpine,  Vale) 


. . . tbe  preferred  drug  where  anxiety  or  emotional  agitation 
must  be  controlled 


provides  sedation  without  hypnosis,  a sense 
of  relaxed  well  being  and  tranquility 

effects  a graduol  and  sustained  lowering  of 
elevated  blood  pressure  in  patients  with 
mild,  labile  or  essential  hypertension 


Sl^plieifi  0.1  mg.  and  0.25  mg.  tablets  in  bottles  of  100, 
500  and  1000,  or  on  prescription  at  leading 
pharmacies 


ItAUWOLFtA 

SERPENTir 


in  cases  of  hypertension 


(Rauwolfia  Serpentina,  Vale) 


. double  assayed  to  insure  optimal  therapeutic  effect 


tested  chemic^ly  to  insure  total  sdkaloiit  content 
tested  biologsafly  to  insure  uniform  hypotensive  action 

ideal  therapy  in  labile  and  moderate  hyper- 
tension. or  as  adjunctive  therapy  in  severe 
hypertension 

achieves  gradual  lowering  of  the  blood  pressure, 
gentle  sedation,  tranquilization  with  prolonged 
effect  even  ofter  cessation  of  therapy 


supplied)  50  mg.  and  100  mg.  tablets  in  bottles  of  100  and 
1000,  or  on  prescription  at  leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY,  INC.  dlentown,  pa. 


Pharmaceuticals 
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when  pollen  allergens 
attack  the  nose . . . 

• 

; Triaminic  provides  more  effective  therapy  in 

• respiratory  allergies  because  it  combines  two 

• antihistamines^'^  with  a decongestant. 


These  antihistamines  block  the  effect  of  histamine  on  the  nasal 
anti  paranasal  capillaries,  preventing  dilation  and  exudation.^ 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 

The  decongcstive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis.'*’  ^ 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.**’ triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 

References:  1.  Sheldon,  J.  M.:  Tostgrad.  Med.  14:465  (Dec.)  1953.  2.  Hubbard,  T.  F, 
and  Berger,  A.  J.:  Annals  Allergy  p.  350  (May-Junc)  1950.  3.  Kline,  B.  S.:  J.  Allergy 
19:19  (Jan.)  1948.  4.  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Ther.,  MaciniU 
Ian,  i\cw  York,  1956,  p.  532.  5.  Fabricant,  N.  I).:  E.R.N.T.  Monthly  37:460  (July) 
1958.  6.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer,  D.  F.:  Clin. 
Med.  5:1183  (Sept.)  1958. 


1 riammic 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fever  and 
other  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  li. 
because  of  the  special  timed- 
release  design. 

Each  TRIAMINIC  timed-release  tablet  provides: 


Phenylpropanolamine  HC1 50  mg. 

Pheniramine  maleate 25  mg, 

Pyrilamine  maleate 25  mg. 


Also  available:  triaminic  syrup  for  those 
patients  of  all  ages  who  prefer  a liejuid 
medication.  Each  5 ml.  teaspoonful  is 
ecjuivalent  to  i/j  Triaminic  Tablet  or  1/2 
Triaminic  Juvelet.  triaminic  juvelets 
provkle  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


munning  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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new. . . highly  effective  tranquilizej 


I 

rnmnari«:nn  nf  TFNTDNF  iKpfiiInpc*! 


. for  extended  office  practice  use 


Positive,  rapid  calming  effect  in  mild  and  moderate  cases. 

•» 

Supplied 

Striking  freedom  from  organic  toxicity,  intolerance,,  or  sen- 

sitivity reacticS— particularly  at  low  dosage.  Greater  freedom 

' ■ ' i*-.  ■ ' ' ' 

from  induced  depression  or  drug  habituation.  May  be  use- 

■ 

ful,  as  with  other  tranquilizers,  to  potentiate  action  of  analgesics. 

sedatives,  narcotics.  Facilitates  management  of  surgical. 

10  mg.  tablets  . 

obstetric,  and  other  hospitalized  patients,  Indicated  when 

more  than  a mild  sedative  effect  is 'desired...  and  less  than  psy- 

chosis is  in^lved.  Dosage^range;  In  mild  to  moderate  cases:  . 

from  30  to  100  mg.  daily.  In  moderate  to  severe  cases:  from  75  to 

25  mg.  tablets 

500  mg.  daily.  «, 

Q 

’ - 

LEOERLE  LABORATORIES,  a Division  of  AMERICAN  ^ 

.1"’ 

CYANAMID  COMPANY,  Pearl  River,  New  York 

T 50  mg.  tablets 

Can  antacid  therapy  be 

made  more  ejfective  ? 


ANNOUNCING 


THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINCE  THE  INTRODUCTION 
OF  ALUMINUM  HYDROXIDE  IN  1929 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactive,  short  poly-  .; 
mer  dried  aluminum  hydroxide  gel,  stabilized  with  hexitol,  with  75  mg.  magnesium  hydroxide,  j 

7 

1.  Neutralizes  acid  faster  (quicker  relief)  \ 

2.  Neutralizes  more  acid  (greater  relief)  ■{ 

_ 5.  Neutralizes  acid  longer  ( more  lasting  relief) 

4.  No  constipation  • No  add  rebound 

5.  More  pleasant  to  take 


HEXITOL 


I a new  high  in  effectiveness 
and  palatability 


add  required  was  recorded  at  frequent  Intervals  for  one  hour. 


HO 

foH  ^ 

OH  O 

1 H 

1 H 

1 II 

Al-O- 

1 

->Al-()- 

-JAI-O-C-OX 

HO 

1-  1 

OH 

n J 

n is  at  least  1 and  averages  less  than  6.  X is  a cation. 


Creamalin  neutralizes  more  acid  longer 

More  Lasting  Relief 


j 


•HInkel,  E.  T.,  Jr.,  Fisher,  M.  P.  and  Tainter,  M.  L.:  A new  highly  reactive 
aluminum  hydroxide  complex  for  gastric  hyperacidity.  To  be  published. 
•*ph  stayed  below  3. 


No  chalky  taste.  New  Creamalin  tablets 
are  not  chalky,  gritty,  rough  or  dry.  They 
are  highly  palatable,  soft,  smooth,  easy  to 
chew,  mint  flavored. 

. NO  ACID  REBOUND  • NO  CONSTIPATION 
. NO  SYSTEMIC  EFFECT 

Adult  Dosage:  Gastric  hyperacidity:  2 to  4 tablets 
as  necessary’.  Peptic  ulcer  or  gastritis:  2 to  4 tablets 
every  two  to  four  hours.  Tablets  may  be  chewed, 
swallowed  with  water  or  milk,  or  allowed  to  dis- 
solve in  the  mouth. 

Supplied:  Bottles  of  50,  100,  200  and  1000. 


LABORATORJES  • NEW  YORK  18,  NEW  YORK 


^ifs  as  easy  as  1,  2, 3 to  use 


(HYDROCHLOROTHIAZIDE) 


Initiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 
tablet  once  or  twice  a day.  hydroDIURIL  by  itself  often  causes  an  adequate 
drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
therapy  some  patients  require. 


Add  or  adjust  other  agents  as  required;  hydroDIURIL  enhances  the 
activity  of  all  commonly-used  antihypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwolfia,  reserpine,  hydralazine,  veratrum)  should  be  initiated 
or  adjusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


Adjust  dosage  of  all  medication:  the  patient  must  be  frequently 
observed  and  careful  adjustment  of  all  agents  should  be  made  to  establish 
optimal  maintenance  dosage. 


Supplied:  25  mg,  and  50  mg  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000, 

Additional  literature  for  the  physician  is  available  on  request. 

hydroDIURIL  is  a trademark  of  Merck  & Co  , Inc.  Trademarks  outside  the  U S DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 


MERCK  SHARP  & DOHME,  Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 


FIRST  TIME  IN  VIRGINIA 

DESERT  AIR  EAMP 

Produces 
A Safe 
Healthful 
Zone  of 
Mild  Warm 
Air 

AS  AN  AID  FOR  RELIEF  OF 
BRONCHITIS  . HAY  FEVER 
ASTHMA  FROM  COLDS 
COUGHS  • SINUSITIS 


Recommend  with  Confidence 
Desert  Air  Lamps 


Used  for  over  3 1 years  in  California  and  recommended  by  many 
doctors  on  the  West  Coast.  Inquiries  may  be  referred  to  the 
Los  Angeles  County  Medical  Society,  1925  Wilshire  Boulevard, 
Los  Angeles  27,  California 


THE  DESERT  AIR  LAMP 

Offers  proven  relief  from  symp- 
toms of  these  diseases  by  reducing 
the  relative  humidity  and  creating 
mild  warm  air  in  the  sleep  zone. 
It5  dark  burning  safe  lava  cone 
unit  allows  infants  and  adults  alike 
to  breathe  more  easily. 


Special  discounts  to  the  profession 
For  descriptive  literature  and  price  lists  write 

Jamestown  Products  Incorporated 

2321  Riverside  Drive 
Danville,  Virginia 
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ORIGINAL  FORMULA 

The  ideal  cerebral  tonic  and  stimulant  for  the  aged. 


NICOZOL  therapy  (the  original  formula)  affords 
prompt  relief  of  apathy.  Patients  generally  look 
better,  feel  better;  become  more  cooperative, 
cheerful  and  easier  to  manage. 

No  dangerous  side  effects. 


NICOZOL  contains  pentylenetetrazol 
and  nicotinic  acid 

For  relief  of  agitation  and  hostility: 
NICOZOL  with  reserpine  Tablets 


Supply:  Capsules  • Elixir 


RCFER  TO 


Write  for  professional  sample  and  literature. 


see 


Page  ^66 


WINSTON-SALEM  1,  NORTH  CAROLINA 
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. ..x-tra  value  x-ray  supplies 


there's  no  delay  the  G.E.  way 


Dealing  with  General  Electric  is  like 
owning  your  own  complete  warehouse 
of  x-ray  supplies.  You  get  fast  action 
on  every  order  from  any  of  68  strate- 
gically located  factory-operated  offices. 

No  need  for  “scatter-buying”  from 
several  different  sources.  Get  every- 
thing you  need  by  “shopping”  the 
complete  selection  of  products  listed 
in  the  G-E  X-Ray  Supply  and  Acces- 
sory Catalog. 

For  complete  details  contact  your 
G-E  X-Ray  representative  listed  below. 


^ogress  k Our  Most  Im^orfoirt  'Produot 


GENERAL 


ELECTRIC 


EXAMPLE: 

Continuous  cash  savings  — with  G-E 
SUPERMIX®  film  processing  chemicals, 
today's  lowest-priced  quality  solutions. 
Convenience  packaged,  too,  in  tough, 
knock-about  plastic  containers — developer, 
fixer,  refresher  and  fixer- neutralizer  in 
graduated  polyethylene  bottles  that  mix  a 
gallon.  (And  so  lightweight  they’re  a joy 
to  handle.) 


DIRECT  FACTORY  BRANCHES 

BALTIMORE 

3012  Greenmount  Ave.  • HOpkins  7-5340 
NORFOLK 

218  Flatiron  Bldg.  • MAdison  5-0561 
RICHMOND 

3425  W.  Leigh  St.  • ELgin  9-5059 


ROANOKE 

115  Albemarle  St.,  S.E.  • Diamond  3-6209 

WASHINGTON,  D.  C. 

806  15th  St.,  N.W.  • STerling  3-2546 

RESIDENT  REPRESENTATIVE 

LYNCHBURG 

M.  C.  TAYLOR,  2455  Rivermont  Ave.  • Phone  2-6776 


in  surgical  and  obstetrical  procedures 

where  apprehension  increases  tension.,, 
patients  respond  well  to 


vistaril: 


hydroxyzine  pamoate 


EFFECTIVENESS  AND  SAFETY  Vistaril  establishes  relaxed  indifference  to  pre- 
operative preparation  without  serious  hypotensive  effects. 


PSYCHOTHERAPEUTIC  POTENCY  Vistaril  makes  possible  the  maintenance  of  an 
adequate  degree  of  narcosis  with  reduced  doses  of  narcotics. 

Vistaril  relieves  tension  and  controls  emesis  in  both  postoperative  and  postpartum 
patients. 


Recommended  Oral  Dosage:  up  to  400  mg.  daily  in  divided  doses. 
Recommended  Parenteral  Dosage : 25-50  mg.  (1-2  cc.)  I.  M.,  q.  4 h.,  p.r.n. 
Vistaril  is  supplied  in  25  mg.,  50  mg.,  and  100  mg.  capsules.  The  parenteral 
solution  is  available  in  10-cc.  vials  and  2-cc.  Steraject®  cartridges;  each  cc. 
contains  25  mg.  hydroxyzine  (as  the  HCl). 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 
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SQUIBB  ANNOUNCES 


NEW 


RAUTRAX 


RAUDIXIN 

Squibb  Standardized 

Whole  Root  Rauwolfia  Serpentina 

FLUMETHIAZIDE 


POTASSIUM  CHLORIDE 


A LOGICAL  COMBINATION  RAUDIXIN  ENHANCED 
BY  AN  ENTIRELY  NEW  DIURETIC  — FLUMETHIAZIDE 


THUS  SQUIBB  OFFERS  YOU  GREATER  LATITUDE  IN  SOLVING  THE  PROBLEM  OF 

HYPERTENSION 


WITHOUT  FEAR  OF  SIGNIFICANT  POTASSIUM  DEPLETIONi-3 


Rautrax  combines  Raudixin  with  flumethiazide  — the  new,  safe 
nonmercurial  diuretic  — tor  control  of  all  degrees  of  hyperten- 
sion. Clinicians  report  it  safely  and  rapidly  eliminates  excess 
extracellular  sodium  and  water  without  potassium  depletion. 
Potassium  loss  is  less  than  with  any  other  nonmercurial  diuretic. i 
Moreover,  the  inclusion  of  supplemental  potassium  chloride  in 
Rautrax  provides  added  protection  against  potassium  and  chlo- 
ride depletion  in  the  long-term  management  of  hypertension. 

Through  this  dependable  diuretic  action  of  flumethiazide,  the 
clinical  and  subclinical  edema  — so  often  associated  with  cardio- 
vascular disease  — is  rapidly  brought  under  control.2-5  And  once 
Rautrax  has  brought  the  fluid  balance  within  normal  limits, 
continued  administration  does  not  appreciably  alter  the  normal 
serum  electrolyte  pattern.  Flumethiazide  also  potentiates  the 
antihypertensive  action  of  Raudixin.  By  this  unique  dual  action, 
a lower  dosage  of  each  ingredient  effectively  maintains  safe 
antihypertensive  therapy. 


Dosage : 2 to  6 tablets  daily  in  divided  doses 
initially;  may  be  adjusted  within  range  of  1 
to  6 tablets  daily  in  divided  doses.  Note:  In 
hypertensive  patients  already  on  ganglionic 
blocking  agents,  veratrum  and/or  hydrala- 
zine, the  addition  of  Rautrax  necessitates  an 
immediate  dosage  reduction  of  these  agents 
by  at  least  50%.  A similar  reduction  is  neces- 
sary when  these  agents  are  added  to  the 
Rautrax  regimen. 

Supply:  Capsule-shaped  tablets  supplying  50 
mg.  of  Raudixin,  400  mg.  of  flumethiazide,  and 
400  mg.  of  potassium  chloride,  bottles  of  100. 
References:  1.  Moyer,  J.  H.,  and  others:  Am. 
J.  Cardiol.,  3:113  (Jan.)  1959.  • 2.  Bodi,  T., 
and  others:  To  be  published.  Am.  J.  Cardiol., 
(April)  1959.  • 3.  Fuchs,  M.,  and  others: 
Monographs  on  Therapy,  4:43  (April)  1959. 
• 4.  Montero,  A.  C.;  Rochelle,  J.  B.,  Ill,  and 
Ford,  R.  V.:  To  be  published.  • 5.  Rochelle, 
J.  B.,  Ill;  Montero,  A.  C.,  and  Ford,  R.  V.: 
To  be  published. 

LITERATURE  AVAILABLE  ON  REQUEST. 
'raudixin®*  and  'rautrax  are  SQUIBB  TRADEMARKS 


Sqjjibb 


Sqoibb  Qaility  - tbe  PficiUti  lifritiiit 
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the  means  (second  to  none) 

to  end  nausea  and  vomiting 


Irilafoti’ 

■ perphenazine 

INJECTION  • SUPPOSITORIES  • REPETABS  • TABLETS 

• leads  all  phenothiazines  in  effective 

antinauseant  action  ; 

i 

j 

♦ frees  patients  from  daytime  drowsiness  i 

[ 

♦ avoids  hypotension 

• proved  and  published  effectiveness  in  i 

practically  all  types  of  nausea  or  emesis  I 


FOR  RAPID  CONTROL  OF  SEVERE  VOMITING 

TRILAFON  INJECTION 

5 mg.  ampul  of  I cc. 

Relief  usually  in  10  minutes* ...  nausea  and 
vomiting  controlled  in  up  to  97%  of  patients^..* 
virtually  no  injection  pain. 

ALSO  NEW  TRILAFON  SUPPOSITORIES 

4 mg.  and  8 mg. 


AND  FOR  ORAL  THERAPY 


TRILAFON  REPETABS®  TRILAFON  TABLETS 

8 mg.— 4 mg.  in  outer  layer  for  prompt  effect,  2 mg.  and  4 mg. 

4 mg.  in  inner  core  for  prolonged  action 


(1)  Ernst,  E.  M.,  and  Snyder,  A.  M.:  Pennsylvania  M.  T, 

61:355,  1958. 

(2)  Preisig,  R.,  and  Landman,  M.  E.:  Am.  Pract.  & Digest  Treat. 

9:740,  1958. 

SCHERING  CORPORATION  • BLOOMFIELD, 


Tsa.<Z3 


in  Rheumatoid  Arthritis 


i 


*Using  combined  drug  therapy  with 
I'i  or  Aralen®  as  maintenance  therapy, 

With  Plaquenil  or  Aralen  alone  62%  grade  I and  II 
improvement.  (Scherbel,  A.L.;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 

. ^ • New  York  18,  N.  Y. 


r aralen  (brand  of  chloroquine)  and  Plaqueni! 
brand  of  hydroxychloroquine),  trademarks  reg.  U.S.  Pat.  Off. 


nasal  decongestant 


3Sr-A-ID  E]  C* 

TABLETS 

IT-A.  3D  E3  C* 

TDC  (TIMED  DISINTEGRATION  CAPSULES) 


for  prompt y 
more  complete, 
day-and-night  relief  in  the 

common  cold 
nasal  allergies 
sinusitis 


PAGE  825 

Sample  and  literature  from . . . 


Realistic  dosage  of  the  potent  vasoconstrictor, 
phenylephrine  hydrochloride,  combined  with  the 
dependable  antihistamine,  pyrilamine  maleate . . . 
for  mutually  enhancing,  oral  efficacy  in 
clearing  stuffy  nose,  combatting  allergic  turgidity, 
draining  clogged  sinuses,  relieving  postnasal  drip. 

patients  breathe  easier, 
feel  so  much  more  comfortable 


NADEC  provides 

in 

each  tablet 

in 

each  TDC* 

Phenylephrine  HCl  U.S.P. 
Pyrilamine  Maleate  U.S.P. 

10  mg. 

25  mg. 

15  mg. 

45  mg. 

♦Timed  Disintegration  Capsule  affords  up  to  8 hours  relief. 

DOSAGE:  1 to  2 tablets  p.c.  Children  1 tablet,  p.c. 
or  I capsule  b.i.d.,  12  hours  apart  (adults) 

SUPPLIED:  Bottles  of  100  green  tablets  or  orange 
T.D.  Capsules 


THE] 


TILDEnSr  • New  Lebanon,  N.  Y. 

Oldest  Manufacturing  Pharmaceutical  House  in  America  • Founded  1824 


OLUME  86,  June,  1959 


ANNOUNCING  TWO  OUTSTANDING  ADVANCES  IN 
PEDIATRIC  THERAPY  FROM  PURDUE  FREDERICK  RESEARCH 


ANTIPYRETIC,  ANALGESIC, 
ANTI-INELAMMATORY 


ANTI-SEBORRHEIC 
FOR  CRADLE  CAP 


ACTASAL 

PEDIATEIC  DEOPS 

0RANO  OF  CHOLINE  SALICYLATE  U.S.  ft  FOREIGN  PATENTS  PENDING 


ASSURES  PEAK  SALICYLATE  LEVELS  5 
TIMES  FASTER  THAN  ASPIRIN*"^-WITH 
PROVEN  BETTER  GASTRIC  TOLERANCE. 


Comparative  Plasma  Salicylate  Levels  After  Oral  Adminis- 
tration of  Doses  of  *ActasaP  Pediatric  and  Aspirin,  Provid- 
ing Equal  Amounts  of  Salicylate. 

Clinically  proved  - In  thousands  of  cases  by 
more  than  180  investigators^ 

• more  effective  • better  tolerated 
A new  and  unique  salicylate  molecule  in  pal- 
atable solution. 

DOSAGE:  Each  dropperful  (0.6  ml.)  contains  105  mg. 
Choline  Salicylate,  equivalent  to  approximately  114 
grains  aspirin. 

Children  6-12  years:  2 to  4 dropperfuls  every  3 to  4 
hours,  or  as  required.  Children  3-6  years:  1 to  2 dropper- 
fuls every  3 to  4 hours,  or  as  required.  Children  under  3 
years:  1 dropperful  every  3 to  4 hours,  or  as  required. 
SUPPLY:  60  cc.  bottle  packaged  with  cellophane- 
wrapped  calibrated  dropper. 

CITED  references:  1.  Smith,  P.  K. : Personal  Communication.  2.  Wolf,  J., 
Aboody,  R. : Federation  Proc.  18:605,  1959.  3.  Broh-Kahn,  R.  H. : Federa- 
tion Proc.  18:17,  1959.  4.  Complete  data  available  on  request  to  the 
Medical  Director. 


SOROPON 

PEDIATRIC  SOLUTION 

CONTAINS  CERAPON-C*  12.0%  IN  PROPYLENE  GLYCOL  WITH  PARA8ENS  0.1%  AND 
TYROTHRICIN  0.1%.  PURDUE  FREDERICK  *BRAND  OF  TRIETHANOLAMINE  POLYPEPTIDE 
COCOATE-CONDENSATE 

Specifically  prepared  for  safe,  effective  removal  and  pre- 
vention of  cradle  cap,  by  combining  unique  proteo-lipid 
sebulytic  effect  with  anti-infective  action. 


Bialkin,  G. : Scientific  Exhibit,  .Lraerican  Academy  of  General 
Practice,  San  Francisco,  April  6-9,  1959. 

c.^SE  history;  J.  D.,  a 5 month  old  white  male  developed  a dry  sebor- 
rhea capitis  at  approximately  6 weeks  alter  birth  which  covered  the 
whole  scalp.  By  the  time  of  examination,  the  child  had  been  treated 
with  various  detergent  ointment  and  lotion  preparations  without 
apparent  effect.  ‘Soropon’  Pediatric  Solution  was  applied  as  a sham- 
poo, directly  to  the  scalp  to  remove  the  encrustations.  A lanolin 
ointment  was  applied  to  scalp  because  of  inherent  dryness.  A series 
of  5 treatments  was  required  for  complete  removal  and  after  this 
treatment  period  the  seborrheic  eczema  had  virtually  disappeared. 
The  patient  has  been  symptom  free  since  then. 

Bialkin,  G.:  X New  .\nli-Seborrheic  Agent  in  Pediatric  Practice.  Arch, 
of  Ped.  (to  be  published). 

SUPPLY:  ‘Soropon’  Pediatric  Solution  is  available  in 
bottles  of  4 oz. 

DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1802 

Y.  I TORONTO  1.  ONTARIO 


® Copyright  1959,  The  Purdue  Frederick  Company 


EW  YORK  14,  N. 
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eomycin 


promptly, 


with 
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Prompt  and  more  dependable  control  of 
virtually  all  diarrheas  can  be  achieved  with  the 
comprehensive  Donnagel  formula,  which  pro- 
vides adsorbent,  demulcent,  antispasmodic  and 
sedative  effects— with  or  without  an  antibiotic. 
Early  re-establishment  of  normal  bowel 
function  is  assured— for  all  ages,  in  all  seasons. 


DONNAGEL:  In  each  30  cc.  (1  fl.  oz.): 


Kaolin  (90  gr.) 6.0  Gm. 

Pectin  (2  gr.) 142.8  mg. 

Hyoscyamine  sulfate 0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide  ....0.0065  mg. 

Phenobarbital  04  gr.) 16.2  mg. 


DONNAGEL  WITH  NEOMYCIN 

Same  formula,  plus 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia  • Ethical  Pharmaceuticals  of  Aleri#  since  1878 

i 


antibiotic  control 
nnder 

physician  control 

A SINGLE  ANTIBIOTIC ...  permitting  flexible,  controlled  dosage  as  needed ...  free  from  restrictions  of  fixed  combinations... 
for  optimum  tetracycline  levels . . . unsurpassed  effectiveness  covering  at  least  90  per  cent*  of  antibiotic-susceptible  infections 
seen  in  general  practice. 

Supplied;  Capsules  of  250  mg.  with  250  mg.  citric  acid  and  100  mg.  with  100  mg.  citric  acid. 
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Achromycin®  V Capsules 

Tetracycline  with  Citric  Acid  Lederle  ^ 


“Based  on  a twelve-month  National  Physicians  Survey. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Peart  River,  New  York 


i 
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WHEN  THE  BABY  HAS  COLIC  “...AND 

gflRMMS 

WITH  THE  OUTRAGED  VIGOR  OF  A 
WOUNDED  TIGER  AND  PUNCTUATES 
HIS  SHRIEKS  WITH  FLATUS..."* 

&£fj^ 

Methyl  Scopolamine  Nitrate—^ 

FOR  THE  TREATMENT  OF  INFANT  COLIC 


Easy  Administration;  Just  one  or  two  drops  of 
Skopyl  under  the  tongue,  20-30  minutes  before 
each  feeding  — or  3 drops  for  an  acute  attack 
of  colic. 

Fast  Action:  The  rapid  absorption  of  Skopyl 
into  the  blood  stream  via  the  oral  or  sublingual 
route  often  gives  immediate  and  drarnatic  re- 
lief of  acute  abdominal  pain  characteristic  of 
infant  colic. 

Action  and  Safety:  The  main  effect  of  Skopyl 
is  peripheral.  It  has  a particularly  depressant 
effect  on  the  tonus  and  motility  of  smooth  mus- 
culature of  the  gastrointestinal  tract.  Because 
of  Skopyl’s  high  degree  of  selective  action  and 
favorable  therapeutic  index,  the  recommended 
small  volume  dose  can  generally  be  given  with 
a minimum  incidence  of  side  effects. 


•Editorial:  New  England  J.  Med,  2^)246  (Jan.  29)  1959 

Precautions:  Fluid  balance  should  be  restored  in  dehydrated  infants  or  those  with  oliguria  before  beginning  treatment  with  Skopyl. 
Indications:  Colic  (paroxysmal  fussing,  Infantile  dyspepsia,  irritable  crying),  infantile  vomiting,  infantile  diarrhea,  pyloric  spasm. 
Available:  5 cc.  dropper  bottle.  One  drop  = 0.6  mg.;  40  drops=l  cc  Pharmacia  Laboratories,  Inc.,  501  Fifth  Avenue,  New  York  17,  N.Y. 
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Dimetane  works  in 
all  symptoms  of  allergic 
rhinitis;  and  in  urticaria, 
atopic  and  contact 
dermatitis.  The  summary 
conclusion  of  extensive 
clinical  studies  to  date: 
Dimetane  provides 
unexcelled  antihistaminic 
potency  with  minimal 
side  effects. 

Forms  available:  Oral: 
Extentabs®  (12  mg.), 
Tablets  (4  mg.), 

Elixir  (2  mg./5  cc.). 
Parenteral:  Dimetane -Ten 
Injectable  (10  mg./cc.) 
or  Dimetane -100 
Injectable  (100  mg./cc.). 
A.  H.  Robins  Oo.,  Inc., 
Richmond  20,  Virginia 
Ethical  Pharmaceuticals 
of  Merit  Since  1878. 


Allergic  Tears?  Dimetane  Works! 

{parabromdylamine  maleate) 


re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NOW  SAYING  ABOUT  ATARAX* 


(brand  of  hydroxyzine) 


IN  GERIATRICS 

“ability  to  decide  correctly 
has  increased,  while  the 
illogical  response  to  anxiety 
has  diminished."' 


IN  WORKING  ADULTS 
"especially  well  suited  for 
ambulatory  patients  who  must 
work,  drive  a car,  or  operate 
machinery."* 


IN  PEDIATRICS 

••ATARAX  appeared  to  reduce 
anxiety  and  restlessness, 
improve  sleep  patterns  and 
make  the  child  more  amenable 
to  the  development  of  new 
patterns  of  behavior...."* 


IN  GENERAL 

ATARAX  is  “effective  in 
controlling  tension  and 

anxiety Its  safety  makes 

it  an  excellent  drug  for 
out-patient  use  in  office 
practice."* 
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INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials.. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m6d.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


;it;i  r;i  X 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & (^.,  Inc. 
Science  for  the  World’s  Well-Being 
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new  for  total 

management 
of  itehii^' 
inflamed^' 
infected 
skin  lesions 


ointment 

antipruritic/anti-inflammatory /antibacterial/antifungal 


Mycolog  Ointment  - containing  the  new  superior  topical  corticoid  Kenalog- re- 
duces inflammation, relieves  itching, and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.®'^  It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

“Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks.”® 

For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation'"*  — neomycin  and  gramicidin  for  power- 
ful antibacterial  action’  — and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.*  ® 


Application:  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam. 
Cinolone  acetonide,  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  posTiBAse. 
References:  1.  Shelmire,  J.B.,  Jr.;  Monographs  on  Therapy  J:164  (Nov.)  1958. • 2.  Nix,  T.E.,Jr.,  and  Derbes,  V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  • 3.  Robinson,  R.C.V.;  Bull.  School  of  Med.,  U.  Maryland ^:54  (July) 
1958.  • 4.  Sternberg,  T.H.:  Newcomer,  V.D.,  and  Reisner,  R.M.;  Monographs  on  Therapy _3:115  (Nov.)  1958.  ■ 5. 
Clark,  R.F.,  and  Hallett,  J.J.:  Monographs  on  Therapy, _3:153  (Nov.)  1958.  • 6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H.:  Monographs  on  Therapy,  3:111  (Nov.)  1958.  • 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  • 8. 
Howell,  C.M.,  Jr.:  North  Carolina  M.J.  1^:449  (Oct.)  1958.  • 9.  Bereston,  E.S.:  South.  M.J.  50:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenatog-S  Lotion~71^  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream.  0.1%— 5 Gm.  and  15  Gm.  tubes.  Kenalog  Lotion.  Q.1%— 15  cc.  plastic  squeeze 
bottles.  Kenalog  Ointment.  0.1%— 5 Gm.  and  15  Gm.  tubes. 


Dermatitis  repens  [with  staph 
and  monilia]  7 weeks  duration 


Infectious  eczematoid  dermatitis 
of  ankle— 5 years  duration 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 


•SPeCTROClN'®.  ‘MTCOSTATIN’®.  *PtA*Tl»*S€'®,  »MTCOLOO* 
AND  ‘KCNALOG'  AAC  SQUIAB  TAAOCMAAKS 
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To  the  relief  of  musculoskeletal  paiu, 

“'^MEDAPRIN' 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions. including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

• ** 

TRADEMARK  TRADEMARK,  REG.  U.S.  PAT.  OFF. — M ETHYLPREON ISOLONE,  UPJOHH 
tRATIO  OF  DESIRED  EFFECTS  TO  UNOESIRED  EFFECTS  I aT  • • 

Upiohn 

Ihe  Upiohn  Company.  Kalamazoo.  Michigan  
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around  the  clock  ulcer  control  with  B.I.D  . dosage 


Just  one  10  mg.  Daricon  tablet  in  the  morning,  and  one  at  night  before  retiring,  keeps 
your  patient  free  from  the  pain  and  discomfort  caused  by  gastrointestinal  spasm,  hyper- 
motility, and  hypersecretion. 

Daricon  is  a remarkably  potent  and  well  tolerated  antisecretory/antimotility  agent.  Its 
naturally  prolonged  action  provides  day  and  night  relief  of  pain  and  symptoms  associated 
with  peptic  ulcer,  functional  bowel  syndrome,  biliary  tract  dysfunctions,  ulcerative  colitis,  and 
other  gastrointestinal  disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 
Dosage:  10  mg.  b.i.d.  (morning  and  evening). 

* 

EVEN  REFRACTORY 
CASES  RESPOND 


jyizer 


Science  for  the  world’s  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


References:  1.  Finkelstein,  M.,  et  al.:  J.  Pharmacol. 
& Exper.  Therap.  125:330  (April)  1959.  2.  McHardy, 
G.,  et  al.:  Postgrad.  Med.,  in  press'.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958.  5.  Leming,  B.:  Clin.  Med. 
6:423  (March)  1959.  ♦Trademark 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIH’. . . 


CORTISPORIN 


brand  OINTMENT 


■ ® Combines  the  anti- 
' inflammatory  effect 

of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Ointment:  Tubes  of  H oz.  and  34  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Provides  comprehensive 
bactericidal  action 
effective  against  virtually 
all  bacteria  likely 
to  be  found  topically. 


NEOSPORIN 

brand  ANTIBIOTIC  OINTMENT 


Ointment;  Tubes  of  34  and  1 oz.  and  tubes  of  34  oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper, 
y rui  S Lotion  : Plastic  squeeze  bottles  of  20  cc. 
n tii  I Powder  : Shaker-top  bottles  of  10  Gm. 


Ointment;  Tubes  of  34  oz.,  1 oz.  and  34  oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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. . . Comprehensive  therapy 
for  all  treatable  secondary 
anemias  ...especially  when 
accompanied  by  STRESS  ! 


HEMATINIC  AND 
HEMAPOIETIC  FACTORS 
COMBINED  WITH  THE 
STRESS  FORMULA 
VITAMINS 


) 


FORMULA 

EACH  TABLET 

PROVIDED  IN 
THREE  TABLETS 

A DAY 

NATIONAL  RESEARCH 
COUNCIL  STRESS 
FORMULA 

RECOMMENDATIONS 

Ferrous  Fumarste 

180  mg. 

180  mg.  Fe 

Vitamin  B-12  with  Intrinsic  Factor 
Concentrate,  Non-Inhibitory 

1/9  USP 
Oral  Unit 

1/3  USP 

Oral  Unit 
(5  meg.  B-12) 

4 meg.  B-12 

Ascorbic  Acid 

100  mg. 

300  mg. 

300  mg. 

Thiamine  Mononitrate  (B-1) 

3.3  mg. 

10  mg. 

10  mg. 

Riboflavin  (B-2) 

3.3  mg. 

10  mg. 

10  mg. 

Pyridoxine  Hydrochloride  (B-6) 

0.67  mg. 

2.0  mg. 

2.0  mg. 

Niacinamide 

33.3  mg. 

100  mg. 

100  mg. 

Calcium  Pantohenate 

6.67  mg. 

20  mg. 

20  mg. 

Folic  Acid 

0.5  mg. 

1.5  mg. 

1.5  mg. 

Copper  (From  Copper  Sulfate) 

3.0  mg. 

9.0  mg. 

Manganese  (From  Mn  Sulfate) 

3.0  mg. 

9.0  mg. 

Cobalt  (From  Cobalt  Sulfate) 

0.05  mg. 

0.15  mg. 

Zinc  (From  Zinc  Sulfate) 

0.3  mg. 

0.9  mg. 

A unique  new- 
type  formula  to 
provide  a broad  new 
concept  in  the 
treatment  of 
anemias,  in 
convalescence,  and 
in  the  prevention 
and  treatment  of 
nutritional 
deficiences  . . . 


DOSAGE 

ADULTS,  one  tablet  three  times  daily 
after  meals.  CHILDREN,  one  to  three  tab- 
lets daily  according  to  age. 


INDICATIONS 

All  treatable  secondary  anemias,  especially  when  accom- 
panied by  stress  conditions,  as  in  anemias  of  pregnancy, 
convalescence,  adolescence,  post  - infection  anemias, 
anemias  following  drug  therapy,  and  in  the  prevention 
and  treatment  of  nutritional  deficiencies. 


PRODUCTS  CO.,  INC. 

PETERSBURG,  VIRGINIA 


SAMPLES  AND  LITERATURE  GLADLY  SENT  UPON  REQUEST 
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"Itch  completely  gone  — dramatic  relief!" 


Chrorac  bronchial  asthma  (male,  62) 


"This  patient,  on  his  o*rn  and  his  wife's  admission, 
is  better,  has  had  more  relief  than  he  has  had  in 
35  years..." 


Jji^^  okAA^  (Ho  ^JLhjyyuJL 


jSliiMMi'iVriff  1 iV~'Wi‘'^^  ii'iTiiiirir  itr  ih'i’-i  -iiri' 


Urticaria  (one  week  after  tetanus  antitoxin) 
--(female,  Z6) 


"After  4 tablets  stat,  reqxxired  no  further  treatment, 
i Good  results,  sense  of  well-being." 


- {ItiMuMk  Q4fW.(cet  (puJ/wAwJk)  (/u^ok,  fe  k)  ‘ 


fEfll6 



♦Actual  quotations  from  physi- 
cians’ reports  in  the  files  of  the 
Schering  Department  of  Profes- 
sional Information. 

Deronil  — t.m.  — brand  of  dexametha- 
sone. 

Supplied~0J5  mg.  tablets.  . , 


^ 3tigxaf^.  ( OcnOiga^: 

[X|[ELIB4T  NATION- 

DBRONIIj 




DOaORS  WRITING  TO  SCHHaNG* 


FROM 

Herpes" Zoster  f female  ^ 55) 


"Results  are  outstanding....  Pain  decreased 
after  first  three  doses.  Zoster  dried  in 
4 days."  (Dosage:  one  tablet  t.i.d.) 


Rheumatoid  arthritis  (male,  63) 

"Full  relief,  resumption  of  work."  (Dosage:  one  C 
tablet  t.i.d,  to  one  tablet  daily)  , <zf^yCn>^ 


tablet  t.i.d,  to  one  tablet  daily) 

Stoo 


BLOOMFIELD,  N.  J. 


C^C-<xa£jafi. 


DARVON^  COMPOUND  potent  • safe  ‘ well  tolerated 

The  clinical  usefulness  of  Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly),  alone 
and  in  combination,  has  been  substantiated  by  more  than  100  investigators  in  the 
treatment  of  over  6,300  patients  in  pain.  A consolidation  of  these  reports  shows  that 
5,663  (89.8  percent)  experienced  "effective  analgesia.” 

Darvon  Compound  combines  in  a single  Pulvule®  the  analgesic  action  of  Darvon 
with  the  antipyretic  and  anti-inflammatory  benefits  of  A.S.A.®  Compound  (acetyl- 
salicylic  acid  and  acetophenetidin  compound,  Lilly).  When  inflammation  is  present, 
Darvon  Compound  reduces  discomfort  to  a greater  extent  than  does  either  analgesic 
given  alone. 

Usual  dosage:  1 or  2 Pulvules  three  or  four  times  daily. 

Also  available:  Darvon,  in  32  and  65-mg.  Pulvules. 

Usual  dosage:  32  mg.  (approximately  1/2  grain)  every  four  hours  or  65  mg.  (1  grain) 
every  six  hours. 

Darvon®  Compound  (dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Guest  Editorial 


Is  the  Tail  Wagging  the  Dog? 

^’T^HE  TREMENDOUS  EMPHASIS  placed  on  research  in  every  branch  of  endeavor 
is  no  where  more  enthusiastically  advocated  than  in  our  medical  schools.  It  should 
be  understood  at  once  that  research  in  medicine  has  brought  most  of  the  amazing 
progress  which  has  been  made  in  the  past  50  years.  This  half  century  has  probably 
seen  developments  more  important  than  the  total  of  the  several  preceding  centuries. 
The  same  applies  to  industry. 

It  is,  therefore,  quite  natural  and  human  to  feel  that  research  can  accomplish  any- 
thing when  enough  money  is  provided.  Enormous  amounts  have  been  allocated  by 
various  federal  agencies,  drug  manufacturers,  foundations  and  philanthropists.  It  is 
not  surprising,  therefore,  that  research  has  risen  to  such  heights  as  to  obscure  the 
clinical  teaching  in  some  of  our  schools.  Indeed  in  many  of  our  medical  societies 
the  amount  of  research  done  and  the  number  of  papers  published  are  considered  more 
important  as  requisites  for  membership  than  the  clinical  ability  of  the  applicant. 

When  a new  professor  is  considered  for  a Clinical  Department  in  our  medical  schools 
his  research  accomplishments  are  thought  more  important  than  his  clinical  ability  and 
experience. 

The  duplication  of  effort  is  out  of  all  reason.  The  federal  agencies  make  grants  for 
the  same  studies  in  many  parts  of  the  country,  the  organizations  interested  in  special 
diseases  collect  large  amounts  for  research  along  specialized  lines  and  when  their 
projects  are  accomplished  some  spread  into  other  fields  already  covered. 

This  editorial  is  not  intended  to  minimize  the  importance  of  research  or  to  under- 
estimate the  results  obtained.  We  should,  however,  keep  clinical  teaching  and  care 
of  patients  in  first  place  in  our  medical  schools  and  not  go  overboard  for  research. 
We  should  avoid  unnecessary  duplication  and  useless  effort,  we  should  realize  that 
an  individual  with  a “grant”  is  not  always  a desirable  acquisition  and  when  we  accept 
money  we  should  use  it  wisely. 

Another  angle  to  this  situation  is  that  medical  schools  have  become  quite  dependent 
on  these  grants,  particularly  from  the  Federal  Government,  for  faculty  salaries  and 
overhead  expense.  If  this  source  of  income  were  cut  off  the  financing  of  many  schools 
would  be  seriously  affected.  This  would  lead  to  federal  subsidization  with  its  inevitable 
control,  thus  increasing  the  danger  of  socialized  medicine. 


Carrington  Williams,  M.D. 


The  Implications  of  the  Medical  History  of 
General  Lee 


A FLEECE-LIKE  FOG  enveloped  the  Ohio 
River  that  early  morning  in  March,  1838,  as 
the  old  paddle  steamer  puffed  leisurely  downstream 
toward  the  iSlississippi,  later  to  be  named  by  Presi- 
dent Lincoln  as  the  “Father  of  Waters”.  Standing 
on  the  bow  with  his  erect  body  silhouetted  against 
the  pearl-gray  sky  was  First  Lieutenant  Robert  E. 
Lee.  An  order  from  the  United  States  Engineer 
Corps  dated  April  6,  1837,  assigned  First  Lieu- 
tenant Robert  E.  Lee  to  work  on  the  channel  of  the 
Mississippi  River  at  St.  Louis.  The  river  was  wash- 
ing out  a new  channel  on  the  Illinois  shore.  The 
cutting  of  this  channel  was  throwing  up  a bar  op- 
posite the  town  of  St.  Louis.  The  outcome  of  this 
river  prank  w'as  all  too  serious  to  the  populace  of 
the  town;  its  commerce  w'as  in  danger  of  complete 
destruction.  This  was  the  problem  to  which  the 
enterprising  engineer,  Lt.  Lee,  was  assigned. 

The  day  that  the  Lees  arrived  in  St.  Louis,  Dr. 
\\  illiam  Beaumont  took  possession  of  the  greater 
portion  of  the  Clarke  premises  and  remained  there 
for  a period  of  eighteen  months  until  October  31, 
1839.  It  is  likely  that  Lee  and  Beaumont  met  here 
for  the  first  time,  for  Beaumont  had  refused  to  live 
in  Jefferson  barracks  at  St.  Louis.  For  the  month 
of  May,  1838,  the  families  of  Clarke,  Lee  and 
Beaumont  found  themselves  together  in  the  Clarke 
mansion.  In  June  the  Clarkes  moved  and  the  Lees 
occupied  the  two  rooms  and  portico  that  had  been 
the  home  of  IMeriwether  Clarke  and  his  wife. 

Here  the  Lees  and  the  Beaumonts  lived  together 
for  one  year  in  complete  harmony.  The  children  play- 
ing together  imagined  themselves  steamboats  puffing 
along  the  ^lississippi,  and  as  Lt.  Lee  commented, 
“They  played  so  hard  I was  fearful  of  the  bursting 
of  their  boilers.”  Frequently  after  a day  of  arduous 
toil  on  the  Mississippi  the  two  families  joined  their 
thoughts  in  music.  Beaumont’s  daughter,  Sarah, 
played  the  piano.  “Major  Hitchcock,  a frequent  vis- 
itor, joined  in  on  the  flute  and  Lee,  not  dreaming  of 

Kr.\ntz,  John  C.,  Jr.,  Ph.D.,  Professor  of  Pharmacology, 
University  of  Maryland. 

Presented  before  the  Section  on  History  of  Medicine, 
Richmond  Academy  of  Medicine,  February  10,  1959. 


JOHN  C.  KR.\NTZ,  Jr.,  Ph.D. 

Baltimore,  Maryland 

secession,  turned  the  pages.”  Lee  became  very  fond 
of  the  congenial  IMrs.  Beaumont  and  later  in  his 
letters  to  his  friends  in  St.  Louis  always  wanted  to 
be  remembered  to  the  wife  of  the  doctor  as  well  as 
to  his  staunch  friend,  the  doctor  himself.  The 
young  engineer  in  these  pleasant  surroundings 
pushed  forward  his  work  on  the  harbor,  which  ac- 
quired for  him  an  enviable  reputation  and  a Cap- 
tain’s commission. 

Prior  to  meeting  Lt.  Lee,  William  Beaumont  had 
performed  the  experiments  which  were  to  immortalize 
him  in  the  field  of  medicine,  and  this  is  how  it 
happened.  The  report  of  the  discharge  of  a gun  was 
not  an  occasion  for  alarm  at  IMackinac;  hunting  was 
a recognized  occupation.  But  on  June  6,  1822,  inad- 
vertently a shot  was  fired,  the  report  of  which  rever- 
berated around  the  world  and  its  echo  was  to  be 
heard  through  more  than  a century  of  oncoming 
time.  Alexis  St.  Martin,  a youth  of  nineteen  years, 
was  shot  while  standing  adjacent  to  the  barrel  of 
a shotgun.  The  whole  discharge,  wadding  and  all, 
entered  his  body  in  the  upper  abdominal  region. 
He  fell,  his  shirt  was  burning — the  prognosis  of  the 
bystanders  was  death.  But  destiny  had  carved  a 
different  course  for  St.  Martin.  Beaumont  was 
called.  In  twenty  minutes  he  was  at  the  side  of  the 
moribund  youth.  His  surgery  was  effective;  his 
tonic  of  muriatic  acid  and  wine  was  alleged  to 
contribute  strength  and  St.  Martin  recovered.  After 
the  cicatrization  of  his  wound  he  w’as  left  with  a 
gastric  fistula,  a human  guinea  pig. 

It  w^as  this  unique  test  object  which  enabled  Beau- 
mont to  study  the  fundamentals  of  the  peptic  diges- 
tion process.  Beaumont,  away  from  any  laboratory 
of  physiology,  an  army  surgeon  on  the  frontier  of 
civilization,  adequately  described  the  basis  of  the 
process  of  protein  digestion  in  the  stomach.  St. 
Martin’s  gastric  juice  secreted  at  Mackinac  was  sent 
to  Franklin  Bache,  grandson  of  Benjamin  Franklin, 
at  Philadelphia.  It  crossed  the  Atlantic  and  reached 
the  great  Swedish  chemist,  Berzelius,  in  Stockholm, 
and  Professor  Dunglison  of  the  University  of  Vir- 
ginia determined  in  it  the  presence  of  hydrochloric 
acid. 
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Lee’s  interesting  friendship  with  Beaumont 
brought  him  personally  in  contact  with  one  of  the 
great  characters  of  American  medicine.  Later  he 
was  to  experience  personal  illness  which  would  bring 
him  into  the  patient-doctor  relationship  with  many 
other  physicians.  On  April  25,  1853,  Dr.  Beaumont 
died.  Thus  death  ended  a friendship  of  fourteen 
years  but  for  Lee  a rapidly  pyramiding  series  of 
events  were  bringing  him  with  meteoric  rapidity  into 
national  prominence.  One  of  these  events  had  med- 
ical significance. 

In  July,  1849,  Lee  was  engaged  personally  in 
the  supervision  of  laying  the  huge  stones  which  were 
to  form  the  underwater  foundation  of  Fort  Carroll 
in  the  Patapsco  River,  the  harbor  of  Baltimore.  He 
experimented  with  the  problem  of  laying  concrete 
under  water.  Late  in  July,  Lee  developed  malarial 
fever  which  became  so  severe  that  he  was  forced  to 
return  to  his  home  in  Arlington.  Although  he  im- 
proved and  was  able  to  return  to  work,  the  illness 
still  dogged  him.  Freeman  records  that  this  was  his 
only  illness  prior  to  1863  of  which  there  is  any 
record. 

Although  the  nature  of  malaria  and  its  transmis- 
sion by  the  anopheles  mosquito  was  not  discovered 
until  the  turn  of  the  century,  it  does  appear  tfiat 
Lee  was  stricken  with  the  plasmodium  vivax.  This 
form  of  malaria  is  characterized  by  exacerbations 
when  the  individual  is  under  stress,  with  concomi- 
tant low'ered  resistance,  and  in  a hot  climate  suitable 
for  the  proliferation  of  the  plasmodium.  This  was 
substantiated  by  the  fact  that  the  disease  returned 
during  the  hard  summer  campaigns  of  Antietam  and 
Gettysburg.  Indeed  it  is  possible  that  the  plas- 
modium vivax  played  a role  in  the  outcome  of  these 
crucial  battles  and  consequently  in  ultimate  loss  of 
war  by  the  Confederacy.  The  records  show  that 
malaria  was  the  most  prevalent  disease  extant  in  the 
armies  under  the  Stars  and  Bars. 

Malaria  is  as  old  as  the  written  pages  of  the 
history  of  mankind.  The  writer  of  the  book  of  Deu- 
teronomy states,  “And  the  Lord  will  smite  thee  with 
a consumption  and  a fever  and  with  an  inflamma- 
tion and  an  extreme  burning.”  Nor  was  the  disease 
new  to  military  history  in  the  Civil  War.  The  vacilla- 
tion of  the  Greeks  before  the  walls  of  Troy  was  not 
due  to  their  lack  of  militar}'  prowess  but  to  the 
malaria  which  was  rampant  in  their  ranks.  The 
soldiers  of  Hannibal,  victims  of  the  ubiquitous 
anopheles,  dropped  like  mists  before  the  sun  in  the 
pestilential  regions  surrounding  Rome.  In  the  York- 
town  campaign,  which  w'as  to  close  the  Revolutionary 


War,  General  Washington  had  a formidable  ally  in 
the  dashing  young  General  Lafayette.  There  was, 
however,  another  ally  of  Washington  and  his  colonial 
troops.  It  was  insidious,  subtle  and  unrelenting. 
Malaria  was  extant  in  ranks  of  the  troops  under 
Cornwallis.  In  World  War  I the  ill-fated  British 
Expeditionary  Force  to  the  Dardenelles  was  to 
encounter  the  omnipresent  anopheles  mosquito. 
Ninety-five  thousand  of  the  115  thousand  troops 
contracted  malaria.  It  was  here  that  the  English 
lost  that  brilliant  scientist,  Moseley,  w'ho  at  27  years 
of  age  had  discovered  the  atomic  numbers  of  the 
atoms  of  the  elements.  This  was  a loss  to  all  man- 
kind. 

Prior  to  World  War  II,  quinine,  the  alkaloid 
isolated  by  Pelletier  and  Caventou  in  1820,  was 
the  principal  antimalarial  drug.  The  Dutch-owned 
island  of  Java  produced  95  per  cent  of  the  world’s 
supply  of  quinine.  When  the  island  fell  into  Japan- 
ese hands  shortly  after  the  attack  on  Pearl  Harbor 
our  ability  to  combat  malaria  and  sustain  troops  in 
the  jungle  could  have  been  thwarted  with  the  loss 
of  this  island.  Atabrine,  a product  of  German  scien- 
tific ingenuity,  was  synthesized  by  American  chem- 
ists and  it  became  our  principal  antimalarial  drug. 
The  successful  campaigns  of  the  Pacific,  North 
Africa  and  Sicily  would  have  been  impossible  with- 
out it. 

Malaria  still  poses  one  of  the  world’s  greatest 
disease  problems.  Approximately  500  million  peo- 
ple, about  one-fifth  of  the  world’s  population,  suf- 
fer with  this  disease.  The  number  of  deaths  each 
year  is  approximately  two  million.  Science  has  met 
the  problem  adequately.  Atabrine  was  followed  by 
chloroquine  and  later  with  Primaquin  and  Dara- 
prim.  These  drugs,  coupled  with  such  insecticides 
as  DDT,  can  eradicate  the  disease.  But  other  prob- 
lems are  posed  by  the  eradication  of  this  disease. 
Where  the  incidence  of  the  disease  is  greatest,  the 
economic  structure  of  the  communities  is  lowest 
and  the  cost  of  medication  and  bulging  population 
pressures  militate  against  the  conquest  of  man’s 
unrelenting  enemy,  malaria. 

The  hard  campaign  of  the  battle  of  Antietam  was 
over.  The  Army  of  Northern  Virginia  was  quartered 
south  of  the  Rappahannock  during  the  dismal  win- 
ter 1862-1863.  In  the  spring  of  1863  Lee  was  eager 
to  take  the  offensive  again  and  carry  the  war  into 
Maryland  and  Pennsylvania.  At  a crucial  point  in 
the  planning  of  his  campaign  against  the  Union 
forces  under  Hooker,  the  fates  conspired  against 
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the  Confederecy  and  Lee  became  ill.  This  was  his 
first  illness  as  Commander  of  the  Army  of  Northern 
Virginia. 

The  General  had  been  suffering  from  insomnia. 
He  contracted  a severe  throat  infection  which  left 
him  with  severe  pains  in  the  arms  and  chest.  Med- 
ical historians  believe  that  these  paroxysms  were 
anginal  in  origin  and  secondary  to  a pericarditis. 
The  severity  of  the  illness  necessitated  his  removal 
from  the  bleak  quarters  and  to  be  placed  under  the 
care  of  Dr.  Lafayette  Guild.  Guild  was  taken  sick 
and  Lee  was  placed  under  the  care  of  Dr.  S.  M. 
Remiss  a distinguished  New  Orleans  physician  who 
was  serving  as  a surgeon  with  the  Confederate  forces. 

Lee  was  in  bed  for  several  days.  He  stated,  “They 
are  tapping  me  all  over  like  an  old  steam  boiler 
before  condemning  it.”  After  a week  his  symptoms 
ameliorated.  He  was  left  with  what  his  medical 
advisers  termed  rheumatic  twinges  and  weakness. 
It  is  probable  the  twinges  were  anginal  in  origin. 
This  illness  partially  incapacitated  him  for  almost 
a month.  Back  in  action  he  faced  the  enemy  at 
Chancellorsville,  where  he  was  to  lose  what  Freeman 
called  “his  right  arm,”  Stonewall  Jackson. 

In  1863  there  were  no  specific  anti-infective  drugs. 
The  incriminating  laryngitis  could  have  been 
thwarted  by  the  sulfonamides,  or  the  antibiotics.  This 
may  have  changed  the  course  of  the  war.  The 
pericarditis,  had  it  developed,  likewise  would  have 
likely  yielded  to  massive  antibiotic  therapy.  Al- 
though the  disease,  angina  pectoris,  with  its  classical 
symptoms  had  been  described  by  Heberden  in  1768, 
no  specific  drugs  were  available.  It  was  not  until 
1867,  four  years  after  Chancellorsville,  that  the 
famous  English  therapist,  Lauder  Brunton,  described 
the  value  of  amyl  nitrite  in  angiospastic  disease  and 
a decade  later  Murrell  used  glyceryl  trinitrate  in 
its  treatment.  Nearly  a century  later  glyceryl  trini- 
trate remains  the  drug  of  choice  in  angina  pectoris. 
Its  prompt  dilatation  of  the  coronary  vessels,  reliev- 
ing the  cardiac  hypoxia,  has  given  it  an  enviable 
position  in  the  therapy  of  angina  which  today  re- 
mains unchallenged. 

The  problem  of  medical  care  in  the  Confederate 
.•\rmy  was  colossal.  To  illustrate; 

The  Confederacy  had  600,000  men  under  arms. 
Of  this  number,  200,000  died  of  wounds  or  disease 
and  it  is  estimated  that  the  entire  600,000  were  at 
one  time  or  another  under  medical  care  for  the 
treatment  of  disease  or  wounds. 

Dr.  William  H.  Taylor  told  of  his  experience  in 
the  treatment  of  the  variety  of  ailments  which  the 


military  surgeon  encountered.  He  carried  a ball  of 
opium  in  one  trouser  pocket  and  a ball  of  blue  mass 
in  the  other.  He  asked  the  question,  “How  are  your 
bowels?”  If  open,  he  gave  opium  and  if  shut  he 
gave  blue  mass. 

2vledical  supplies  were  very  limited.  The  most 
valued  medicament  was  whiskey  and  apple  brandy. 
^Morphine  was  available  in  a limited  amount  only. 
It  sold  for  $28  a dram,  and  quinine  $22.25  an 
ounce.  Chloroform  w'as  the  anesthetic  choice  in  the 
Confederate  .A.rmy.  Surgical  mortality  was  extraor- 
dinarily high  and  abdominal  wounds,  penetrating  a 
viscus,  were  almost  invariably  fatal. 

The  high  watermark  of  the  Confederacy  had  been 
reached  in  charge  of  Pickett’s  brigade  at  Gettys- 
burg. In  the  spring  of  1864,  Grant  carried  the  war 
into  Virginia  to  crush  the  Army  of  Northern  Vir- 
ginia and  take  the  capital  city  of  Richmond.  Grant 
suffered  33,000  casualties  in  the  Battle  of  the  Wilder- 
ness and  Lee's  dauntless  army  lost  20,000  men.  Lee 
concluded  that  Grant  was  poised  to  march  on  Rich- 
mond and  invited  attack  in  order  to  split  the  enemy’s 
forces.  At  this  critical  point  Lee  was  plagued  with 
an  acute  intestinal  ailment.  He  was  forced  to  leave 
his  tent  and  take  treatment  in  a hospital  house.  As 
he  lay  prostrated  by  his  illness  he  would  often 
repeat,  “^^’e  must  strike  them  a blow.”  His  temper 
flared  at  Colonel  Venable  as  he  attempted  to  direct 
the  campaign  from  his  bed.  Lee  partially  regained 
his  strength  and  rode  with  his  old  audacity  with  his 
troops  in  a carriage  to  Cold  Harbor.  Thus  at  a 
critical  period  of  the  Wilderness  campaign  Lee  was 
nearly  incapacitated  for  about  15  days  with  what 
has  been  called  a severe  intestinal  ailment.  General 
Ewell  was  simultaneously  affected  with  the  same 
type  of  illness. 

The  duration  of  the  debilitating  diarrhea  which 
afflicted  General  Lee  appears  to  rule  out  the  pos- 
sibility of  an  acute  type  of  food  poisoning.  Rather 
one  is  disposed  to  consider  that  the  attack  was  one 
of  bacillary  dysentery  or  amebiasis.  With  the  as- 
sumption that  it  was  of  bacterial  origin,  it  is  clear 
that  the  remedies  of  Lee’s  day  would  be  of  little 
avail.  Calamus  root,  tannin-bearing  herbs  and 
opium  to  check  the  diarrhea  were  the  standard  drugs 
of  choice.  The  role  of  bacteria  as  a causative  factor 
in  childbed  fever  had  only  been  discovered  14  years 
prior  to  the  Battle  of  the  Wilderness  by  Ignaz  Sem- 
melweis  in  Vienna. 

.\dvances  in  this  field  have  been  marked.  With 
one  of  the  non-absorbable  sulfonamides  such  as 
sulfaphthaladine,  or  a suitable  antibiotic,  Lee  could 
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have  joined  his  troops  astride  Traveler  in  a few  days. 

One  cannot  rule  out  the  possibility  of  amebiasis. 
The  endameba  histolytica  was  not  identified  by  Koch 
as  the  incriminating  organism  in  this  disease  until 
1883.  Strides  of  great  magnitude  have  also  l^een 
made  in  this  field.  Emetine,  the  alkaloid  of  ipecac, 
has  been  joined  with  the  arsenic-bismuth-bearing 
compound  Milibis  and  the  antibiotic  terramycin.  Any 
of  these  drugs  could  have  thwarted  the  disease  within 
a period  of  3 to  5 days.  It  is  of  interest  that  Na- 
poleon suffered  with  amebiasis,  when  he  was  in  exile 
on  St.  Helena. 

From  the  Wilderness  to  Appomattox,  General  Lee 
appeared  to  suffer  with  no  major  illness.  His  let- 
ters, however,  register  complaints  of  muscle  and 
joint  pains  to  which  he  referred  as  sciatica,  lumbago 
and  rheumatism,  on  various  occasions. 

During  the  first  few  years  of  his  presidency  at 
Washington  College  1865-68,  Lee  appeared  to  be 
in  reasonably  good  health.  However,  his  old  ene- 
mies rheumatism  and  angina  pectoris  were  simply 
lying  in  ambush  waiting  to  strike  their  final  blow. 
In  October,  1869,  Lee  had  driven  some  members  of 
his  family  for  a ride  in  a carriage.  Upon  return 
the  mare  stumbled  and  fell  in  front  of  the  house 
as  if  she  were  dead.  Lee  found  that  the  animal  was 
nearly  choked  by  a tight  collar.  He  rebuked  him- 
self severely  and  in  emotional  distress  caressed  the 
animal.  Later,  symptoms  of  chest  pain  develoj)ed 
along  with  a heavy  cold.  Doctors  diagnosed  his 
malady  as  a return  of  the  pericarditis.  The  illness 
persisted  and  the  General  was  of  the  opinion  that 
his  public  life  was  about  over.  In  March,  1870, 
the  college  gave  him  a leave  of  absence  to  travel 
to  warmer  climates,  which  it  was  believed  would  be 
beneficial  to  his  rheumatic  condition.  This  was  to 
be  the  final  review. 

Lee  was  hailed  with  praise  and  adulation  as  he 
visited  many  of  the  cities  of  the  south.  His  soldiers 
came  from  far  and  near  to  pay  homage  to  their 
peerless  leader.  At  Augusta  a young  boy,  13  years 
of  age,  threaded  his  way  through  a crowd  of  soldiers 
and  looked  on  the  General  with  veneration.  His 
name  was  Woodrow  Wilson.  This  final  parade  of  the 
great  soldier  was  wearing  and  fraught  with  great 
emotion.  In  his  letters  he  complained  about  the 
chest  pain  becoming  unrelenting.  He  now  experi- 
enced the  pain  while  at  rest  in  addition  to  following 
exertion.  Lee  stated  his  “complaint  was  fixed  and 
old.” 

After  returning  to  Lexington,  Lee,  following  the 
advice  of  his  physicians,  set  out  for  Baltimore  to 


consult  Dr.  T.  H.  Buckler,  who  had  gone  to  Paris 
after  the  end  of  the  war  and  had  returned  to  Balti- 
more. Baltimore  was  the  site  of  Lee’s  first  major 
illness,  malaria,  and  it  is  ironical  that  he  should 
have  been  sent  there  to  seek  advice  in  this  last  ill- 
ness. The  journey  was  exhausting  for  Lee.  Buckler 
reported  that  his  heart  and  lungs  were  “working 
well”  although  the  heart  was  somew'hat  “diffuse”. 
Lee  was  told  that  his  principal  difficulty  stemmed 
from  his  rheumatic  “constitution”.  He  was  advised 
to  avoid  exposure  to  cold,  dress  warmly  and  drink 
lemon  juice.  That  this  rheumatic  condition  was  the 
source  of  great  distress  to  the  General  is  evidenced 
by  the  fact  that  in  August,  1870,  he  visited  Hot 
Springs  to  take  the  “broiler”  and  “hot  spout”  treat- 
ment. Furthermore,  his  physician  had  applied  the 
blister  treatment  to  relieve  his  painful  shoulder. 
The  blistering  plaster  of  cantharidies  as  a powerful 
counterirritant  was  considered  standard  medical 
practice  in  Lee’s  time. 

The  late  Dr.  Lewellys  F.  Barker  in  his  study 
of  the  medical  records  of  General  Lee  was  of  the 
opinion  that  Lee  suffered  from  arthritis  in  the  shoul- 
der joints  and  in  the  spine,  in  addition  to  his  anginal 
pain.  In  this  field  of  therapy  it  is  clear  that  real 
advances  have  been  achieved.  The  wonder  drug  of 
the  turn  of  the  century  was  aspirin.  It  remains  so 
today.  It  is  likely  that  Lee  could  have  lived  more 
comfortably  with  less  pain  and  more  freedom  of 
joint  movement  with  a regimen  of  salicylate  therapy. 
Furthermore,  with  the  advent  of  steroid  therapy  in 
the  arthritides  by  Hench  in  1949,  cortisone,  hydro- 
cortisone, and  later  Prednisone  and  Aristocort,  have 
been  made  available  in  the  treatment  of  arthritis. 
Almost  overnight  these  substances  have  magically 
opened  doors  that  led  to  a better  understanding  of 
the  etiology  and  therapy  of  rheumatoid  arthritis.  At 
long  last  the  “Great  Crippler”  with  its  distorted 
biochemical  and  physiologic  balances  is  beginning 
to  reveal  itself  and  yield  to  these  powerful  and  precise 
tools. 

P'or  General  Lee  the  shadows  were  rapidly  length- 
ening and  the  sun  was  fading  beyond  the  western 
horizon.  It  was  September  28,  1870.  Lee’s  schedule 
for  that  day  was  routine  college  administration  and 
a meeting  of  the  vestry  of  Grace  Church  at  4:00  P.M. 
Fight  years  prior  to  this  fateful  day  the  Antietam 
campaign  was  completed  and  Lee  wrote  to  Presi- 
dent Davis,  “History  records  but  few  examples  of 
a greater  amount  of  labor  and  fighting  than  have 
been  done  by  this  army  during  the  present  cam- 
paign.” The  day  was  rainy  and  chilly,  the  meeting 
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room  at  the  church  was  unheated.  Lee  presided  over 
the  vestry  with  a cape  around  him.  Here  Lee  ren- 
dered his  last  sendee,  away  from  the  crackling 
sound  of  musket  fire  at  Antietam,  far  from  the  glory 
of  Chancellorsville;  here  under  the  great  canopy  of 
God  he  subscribed  $55  to  support  the  salary  of 
Doctor  Pendleton,  the  clergyman,  who  was  one  of 
his  former  lieutenants  in  arms.  Returning  home  he 
collapsed  at  the  dinner  table  in  an  attempt  to  offer 
thanks  to  God. 

Lee  probably  suffered  from  a cerebral  thrombosis 
which  was  designated  by  his  physicians  as  a “venous 
congestion”.  He  rallied  to  a state  of  blurred  con- 
sciousness. He  took  his  medicine  faithfully.  The 
doctors  applied  cold  dressings  to  his  head  and  hot 
applications  to  his  feet.  They  cupped  him  and  gave 
him  medicine,  as  Mrs.  Lee  recorded  in  a letter 
to  her  cousin.  He  slept  much  and  talked  very  little. 
On  October  8 he  stated  to  his  physician  slowly  and 
distinctly,  “I  . . . feel  . . . better.”  In  spite  of  the 
hopeful  spirits  of  his  doctors  and  his  former  com- 
rades in  arms,  life  was  ebbing  fast  away  and  he 
sensed  it.  On  October  12  at  9:15  A.^I.,  Grant  was 
likely  sitting  comfortably  in  the  ^^'hite  House  at 
breakfast,  Lee  was  unconscious.  Perhaps  through 
his  ischemic  brain  again  soared  the  thoughts  of 
Malvern  Hill,  or  the  Wilderness  and  the  forward 
movements  of  the  Army  of  Northern  Virginia. 
Clearly  he  exclaimed,  “Strike  the  tent,”  and  the  dis- 
ease process  which  began  at  Chancellorsville  now 
claimed  him  at  Lexington.  It  is  likely  that  the  old 


actor,  arteriosclerosis,  famed  for  his  multiplicity  of 
roles,  came  finally  upon  the  stage  to  end  the  act 
and  draw  the  curtain.  And  Lee  then  had  broken 
the  barrier  of  time  and  now  belonged  to  the  ages: 
magnificent,  majestic  and  dauntless  to  the  end. 

The  implications  of  medical  history  of  General 
Lee  in  the  retrospect  of  almost  a century  point 
clearly  to  two  salient  facts.  First,  in  the  physical 
ailments  with  which  the  General  was  associated  or 
personally  afflicted  tremendous  strides  have  been 
made.  One  might  reiterate — peptic  ulcer  and  his 
association  with  William  Beaumont,  malaria,  sep- 
tic sore  throat,  pericarditis,  angina  pectoris,  and 
arthritis.  And  indeed  our  knowledge  of  the  arterio- 
sclerotic processes  is  at  long  last  being  unravelled. 
Second,  in  the  moral  and  emotional  forces  of  man’s 
life  there  appears  to  be  little  or  no  progress  in  the 
century  which  has  passed  since  the  War  Between 
the  States.  Pride,  rapaciousness,  selfishness  and 
greed,  the  precursors  of  war,  still  are  rampant  among 
the  nations.  The  glory  has  been  removed  from  war, 
but  additional  horror  has  been  substituted  for  it. 
If  Lee  could  return  I feel  that  his  clarion  message 
for  all  mankind  would  be  that  which  echoed  through 
the  Galilean  hills  two  thousand  years  ago,  “Blessed 
are  the  peacemakers  for  they  shall  be  called  the 
children  of  God.” 


29  Smith  Greene  Street 
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New  Ear  Wax  Removal 


new  chemical  preparation  that  softens  impacted 
ear  wax  so  that  it  may  be  easily  removed  was  de- 
scribed in  a current  American  IMedical  Association 
publication.  “The  ease  with  which  this  agent  facili- 
tates the  removal  of  ear  wax  is  in  striking  contrast 
to  the  cumbersome  operative  irrigation  techniques,” 
according  to  the  article  in  the  IMarch  Archives  of 
Otolaryngology. 

The  standard  method  for  removing  ear  wax  is  to 
irrigate  the  ear  with  water  and  then  remove  the  wax 
with  a blunt  instrument.  If  the  wax  has  been  im- 
pacted for  a long  time,  the  outer  layer  of  the  ear 
canal  skin  may  become  attached  to  the  wax.  When 
the  wax  is  removed,  the  skin  is  torn.  A wax-dissolv- 
ing substance  will  prevent  such  injury  to  the  skin. 


The  new  preparation,  with  the  tradenames  Ceru- 
menex  and  Cerulau,  is  put  into  the  ear  a day  or 
two  before  the  wax  is  to  be  removed.  By  that  time, 
the  wax  is  soft  and  loose  and  easy  to  remove. 

The  preparation  was  used  on  230  patients  with 
varying  degrees  of  excessive  and  impacted  wax.  A 
“dramatic”  wax  dissolution  was  observed  in  most 
instances,  wth  complete  removal  in  204  patients 
(88.7  per  cent).  Nineteen  (8.2  per  cent)  had  good 
results  and  seven  (3  per  cent)  poor  results.  No  pa- 
tient showed  an  adverse  reaction  to  the  agent. 

The  report  was  made  by  six  researchers,  headed 
by  Dr.  .Arthur  C.  Reiniger,  chief  of  the  department 
of  otolaryngology  at  the  Stuyvesant  Polyclinic,  New 
Y ork. 
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Charles  Edouard  Brown-Sequard 

His  Richmond  Sojourn 


HARVEY  B.  HAAG,  M.D. 
Richmond,  Virginia 


A BIOGRAPHY  of  Dr.  Charles  Edouard 
^ ^ Brown-Sequard  is  of  special  interest  to  a Rich- 
mond audience  of  physicians  and  people  of  similar 
likes  because  of  the  fact  that  he  was  for  a time, 
short  though  it  was,  a member  of  the  faculty  of  the 
Medical  College  of  Virginia.  In  view  of  this  and 
the  need  and  desirability  of  keeping  our  program 
within  reasonable  time  limits,  the  present  glimpse 
into  the  life  of  this  illustrious  and  restless  spirit  will 
be  largely  concerned  with  his  Richmond  sojourn. 
I might  interject  here  that  many  of  you  will  probably 
recall  that  when  Dr.  Beverley  R.  Tucker  was  pre- 
siding officer  of  the  Historical  Section  of  the  Rich- 
mond Academy  of  Medicine,  his  chairman’s  address, 
given  on  the  night  of  April  13,  1937,  was  entitled: 
“Charles  Edouard  Brown-Sequard — A Sketch”.  The 
essence  of  Dr.  Tucker’s  essay,  presented  in  the 
charming  fashion  in  which  he  alone  could  talk  and 
write,  was  published  in  the  Bulletin  of  the  Rich- 
mond Academy  of  Medicine,  June  1937. 

Brown-Sequard’s  father  was  Charles  Edward 
Brown  of  Philadelphia,  a captain  in  the  merchant 
service  and  his  mother  w'as  Charlotte  Sequard  a lady 
of  pure  French  descent  living  on  the  Isle  de  France 
(later,  the  Island  of  Mauritius)  in  the  Indian  Ocean. 
On  April  8,  1817,  some  three  years  after  the  mar- 
riage of  his  father  and  mother,  Charles  Edouard  was 
born.  Sometime  prior  to  his  birth,  his  father  sailed 
to  India  to  procure  rice  so  direly  needed  on  his 
starvation  menaced  home  island.  While  it  is  known 
that  the  ship  took  on  the  cargo,  it  never  returned  to 
the  Isle  de  France.  Whether  it  was  lost  in  a storm 
or  whether  it  was  taken  by  pirates  in  the  Gulf  of 
Bengal  has  never  been  established.  Thus  it  was 
that  his  child,  Charles  Edouard  Sequard-Brown,  was 
born  a posthumous  child.  Thereafter  his  mother  was 
forced  by  unfavorable  financial  circumstances  to  sup- 
port largely  by  her  owm  labors  both  herself  and  her 
son  for  many  years.  Not  daunted  by  this,  and 
determined  that  young  Charles  Edouard  should  have 

Presented  before  the  annual  meeting  of  the  Section  on 
the  History  of  Medicine,  Richmond  Academy  of  Medicine, 
February  10,  1959. 


the  best  in  education,  she  took  him  to  Paris  for 
advanced  education  when  he  was  about  21. 

So  much  indebted  and  devoted  did  Charles  Edou- 
ard feel  to  his  mother  that  on  her  death,  he  paid 
her  the  compliment  of  reversing  the  usual  order 
of  surnames  and  so,  instead  of  remaining  Charles 
Edouard  Sequard-Brown,  he  became  known  as 
Charles  Edouard  Brown-Sequard. 

After  completing  what  today  we  would  probably 
call  his  pre-medical  education,  Brown-Sequard  en- 
rolled in  the  Medical  School  of  the  University  of 
Paris  from  which  he  graduated  in  1846  upon  pre- 
sentation of  his  thesis  “Researches  and  Experiments 
on  the  Physiology  of  the  Spinal  Cord”.  Although 
he  ventured  into  the  practice  of  medicine,  usually 
as  a neurologist,  frequently  from  time  to  time 
throughout  most  of  his  life,  his  first  love  was  ob- 
viously experimental  medicine.  Incidentally,  these 
excursions  into  medical  practice  seems  to  have  been 
done,  at  least  in  many  instances,  as  a means  of  en- 
abling him  financially  to  carry  on  with  his  researches. 
In  1852  the  political  environment  in  France  appar- 
ently became  unbearably  distasteful  to  him  and  so 
he  immigrated  to  the  United  States.  Sentiment  might 
have  been  one  reason  he  made  his  port  of  entry 
Philadelphia,  his  father’s  native  city.  However  he 
had  not  been  in  Philadelphia  long  before  he  was 
found  lecturing  in  New  York  and  Boston.  It  seems 
that  it  was  in  Boston  where  he  met  Miss  Ellen 
Fletcher,  usually  referred  to  as  a niece  of  Daniel 
Webster,  but  actually  that  celebrity’s  first  wife, 
whom  Brown-Sequard  married  in  1853.  After  his 
stay  in  Richmond  he  returned  to  France  only  to 
return  to  this  countrj’  in  1864  to  accept  the  chair 
of  physiology  and  pathology  of  the  nervous  system 
at  Harvard  Medical  College,  a position  he  held  for 
four  years  when  he  left  again  for  Paris.  This  trav- 
eling pattern  was  to  follow  him  throughout  life; 
it  has  been  estimated  that  he  crossed  the  Atlantic 
Ocean  some  60  times!  In  mid-1878,  at  the  age  of 
61,  he  was  appointed  Professor  of  Medicine  at  the 
College  de  France,  succeeding  his  distinguished  and 
but  recently  deceased  colleague,  Claude  Bernard. 
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He  maintained  his  academic  connections  with  the 
College  de  France  more  or  less  continuously  until 
the  time  of  his  death  on  April  1,  1894,  at  the  age 
of  77,  three  months  after  the  death  of  his  third 
wife. 

Now  with  reference  to  his  stay  in  Richmond.  Al- 
most immediately  after  it  had  been  granted  a charter 
of  its  own  on  February  25,  1854,  the  Board  of 
\’isitors  of  the  iMedical  College  of  Virginia  con- 
firmed the  desirability  of  establishing  a Professor- 
ship of  the  Institutes  of  ^Medicine  and  Medical 
Jurisprudence.  Seven  names  were  proposed  for  this 
position  and  among  these  was  that  of  Brown-Sequard 
who,  as  it  happens,  had  met  many  members  of  the 
local  profession  at  the  1852  meeting  of  the  Ameri- 
can iMedical  Association  in  Richmond.  On  the  sec- 
ond vote  he  was  approved  unanimously.  Dr.  Brown- 
Sequard  learned  of  this  offer  at  a time  when  he  had 
returned  to  the  Isle  de  France  and  it  met  with  a 
responsive  acceptance.  He  was  then  37  years  old. 
With  reference  to  this  development  the  Virginia 
Medical  and  Surgical  Journal  (3:174,  1854)  pub- 
licized as  follows: 

“^^’e  are  glad  to  inform  the  friends  of  the  IMedical 
College  of  Virginia  that  Mr.  Patton,  the  president 
of  the  board  of  visitors,  has  received  a communica- 
tion from  Dr.  Sequard,  declaring  his  intention  to 
assume  the  duties  of  the  Physiological  Chair  in  that 
Institution  at  the  earliest  possible  moment.  He  states 
that  without  some  unforeseen  occurrence,  he  will  be 
in  Richmond  by  the  last  of  November. 

“We  congratulate  the  Virginia  profession  on  this 
valuable  accession  to  their  ranks,  and  think  we  may 
anticipate,  from  the  well  deserved  reputation  of 
Dr.  Sequard,  that  he  will  add  great  strength  to  the 
faculty  of  our  school,  and  materially  aid  in  advanc- 
ing the  cause  of  southern  medical  education.” 

Just  what  the  “Institutes  of  Medicine  and  Med- 
ical Jurisprudence”  was  is  not  clear.  From  the  rec- 
ords of  the  Department  of  Physiology  of  the  ^Medical 
College  of  Virginia,  it  would  appear  that  Dr.  Brown- 
Secjuard  succeeded  Dr.  Carter  Page  Johnson  as  pro- 
fessor of  physiology.  Dr.  Brown-Sequard  in  turn 
being  succeeded  by  Dr.  Levin  S.  Joynes. 

That  everybody  was  not  happy  is  evidenced  by 
the  clamor  raised  by  some  Virginians,  the  objections 
mostly  taking  the  form  of  criticism  against  Dr. 
Brown-Sequard  on  the  basis  that  he  was  a foreigner. 
This  led  the  editor  of  the  Virginia  Medical  and 
Surgical  Journal  to  curtly  retort:  “We  are  striving 
to  build  up  a great  College  in  Virginia,  not  to  make 
fat  offices  to  put  our  friends  in.  ^^’e  look  around 


for  the  best  man  to  fill  a professorship,  and  we  take 
him,  whoever  he  is.” 

Upon  his  arrival  at  the  College,  Dr.  Brown- 
Sequard  was  allotted  space  in  the  old  Egyptian 
Building.  Perhaps  the  most  detailed  description  of 
Dr.  Brown-Sequard’s  association  with  the  College 
is  that  by  Dr.  \Wlliam  H.  Taylor,  himself  an  un- 
usual character,  who  studied  under  Dr.  Browm- 
Sequard.  It  is  part  of  that  fascinating  historical 
paper  “Old  Days  at  the  Old  College”  which  Dr. 
Taylor  read  before  the  Alumni  Association  on  May 
26,  1913  and  which  was  published  in  the  Old  Do- 
minion Journal  of  Medicine  and  Surgery  for  Au- 
gust, 1913. 

Because  of  Dr.  Taylor's  superb  facility  of  descrip- 
tion and  hence  for  your  greater  enjoyment  I would 
like  to  quote,  rather  freely,  from  his  paper.  Accord- 
ing to  Dr.  Taylor:  “By  far  the  most  picturesque 
member  of  our  faculty  was  Dr.  E.  Brown-Sequard, 
and  though  his  transit  across  our  firmament  was 

rapid,  it  was  brilliant  and  highly  spectacular ”. 

“He  was,  in  truth,  one  of  those  not  very  uncommon 
teachers  who,  ver}-  wise  themselves,  yet  do  not  know 
enough  to  understand  how  very  ignorant  their  pupils 
are.  Moreover,  his  ability  to  speak  the  English 
language  fluently  was  far  from  first  rate.  A dis- 
course as  rendered  by  him  was  not  very  unlike  an 
attack  of  spasmodic  asthma,  and  frequently  his 
agony  in  trying  to  make  himself  comprehended  'was, 
if  anything,  greater  than  ours  in  trying  to  com- 
prehend him”.  Later:  “Under  the  economy  which 
governs  this  wear}-  world  it  seems  to  be  an  ine\dtable 
law  of  nature  that  college  faculties  shall  forever  be 
in  some  kind  of  trouble  or  other.  So  it  came  to  pass 
that  Dr.  Brown-Sequard  and  his  colleagues  fell 
asunder.  The  cause  of  this  estrangment  I do  not 
know  with  sufficient  exactness  to  justify  me  in 
stating  it.  He  stayed  with  us  for  only  one  session. 
However  his  departure  may  have  affected  the  faculty, 
it  grieved  the  students  deeply.  Me  regarded  him 
as  a mighty  though  inscrutable  pillar  of  our  college 

“-  - - - I will  say  that  perhaps  the  most 

obvious  trait  of  his  character  was  an  earnest  desire 
for  full  and  accurate  knowledge.  This  he  sought 
to  satisfy  by  the  only  method  which  science  can 
recognize — the  method  of  observation  and  experi- 
ment.” .According  to  Dr.  Tucker,  Dr.  Taylor  had 
told  him  of  the  time  he  had  saved  Dr.  Brovra- 
Sequard's  life.  It  seems  that  Dr.  Brown-Sequard  was 
e.xperimenting  in  the  basement  of  the  College  on 
the  functions  of  the  skin.  One  day,  working  by 
himself,  he  varnished  a portion  of  his  body;  not 
observing  any  peculiar  reaction,  he  continued  until 
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he  varnished  his  whole  body  including  his  face. 
Shortly  thereafter  Dr.  Taylor  discovered  him  lying 
unconscious  on  the  floor  and  quick-mindedly  washed 
Dr.  Brown-Sequard  off  with  alcohol  and  revived 
him.  Dr.  J.  B.  McCaw,  dean  of  our  medical  school 
from  1871  to  1883,  was  also  on  intimate  terms  with 
Dr.  Brown-Sequard  of  whom  he  stated:  “The  en- 
thusiastic nature  of  Brown-Sequard  shows  us  his 
whole  life  and  bearing.  Simple-minded  and  guile- 
less, he  was  truth  itself  as  far  as  he  saw  it.  His 
most  affectionate  nature  made  dear  friends  wherever 
he  was.” 

Dr.  Brown-Sequard  undoubtedly  had  some  serious 
grounds  for  personal  disappointment  with  the  Col- 
lege. No  suitable  installations  for  experimental 
physiology  appears  to  have  been  provided,  thus  he 
was  unable  to  progress  satisfactorily  with  his  re- 
searches. Being  of  the  temperament  and  inclination 
he  was,  he  had  little  liking  to  be  associated  with 
members  of  a faculty  who  did  not  have  as  their  sole 
unremitting  aim  in  life  the  prosecution  of  experi- 
mental research.  As  Olmsted  in  his  excellent  biogra- 
phy says  of  Brown-Sequard  in  this  connection:  “He 
could  have  been  really  happy  nowhere  in  the  United 
States,  either  in  this  pre-civil  war  period,  or  for 
another  quarter  century  until  sufficient  interest  in 
original  investigation  would  be  aroused  to  instigate 
the  founding  of  the  American  Physiological  Society 
in  1887.”  Added  to  these  discontentments  was  his 
great  repulsion  to  the  idea  of  slavery,  a repulsion 
he  used  to  express  with  the  same  frankness  with 
which  he  discussed  scientific  questions.  His  feeling 
about  slavery  must  have  been  conditioned  by  his 
early  life  on  the  Isle  de  France  where  the  Negroes 
made  up  the  large  majority  of  the  population  and 
had  long  been  freed;  likewise  the  equalitarian  prin- 
ciples which  triumphed  in  the  French  Revolution 
were  strong  in  him.  Furthermore  it  was  his  nature 
to  be  on  the  move.  At  any  event  the  minutes  of  the 
Board  of  Visitors  of  the  Medical  College  record  him 
as  having  retired  on  March  30,  1855,  when  acting 
on  their  acceptance  of  his  note  of  resignation.  Dur- 
ing his  stay  in  Richmond  it  is  reported  that  he  ad- 
dressed the  Richmond  medical  profession  twice,  once 
on  experimentally  produced  epilepsy  and  once  on 
galvanism. 


Following  as  he  did,  Magendie  and  Bernard, 
Brown-Sequard  was  the  last  in  a line  of  great  masters 
in  French  experimental  physiology.  It  has  been 
said  of  him  that  he  worked  by  intuition,  his  ])ower 
of  which  was  remarkable;  his  induction  was  singu- 
larly rapid,  apparently  savoring  of  revelation.  He 
was  cjuick  to  grasp  the  implications  in  the  work  of 
others.  His  weaknesses,  more  apparent  in  his  later 
than  in  his  earlier  work,  were  his  lack  of  self-criti- 
cism and  his  tendency  to  exaggerate  the  scope  of  a 
few  favorite  theories.  His  earliest  discovery,  the 
crossing  over  of  sensory  impulses  in  the  spinal  cord 
is  called  classical  in  method  and  representing  a com- 
plete study.  His  studies  on  epilepsy  were  almost  the 
reverse.  Towards  the  end  of  his  career  his  broad 
general  conception  of  the  possibilities  of  organo- 
therapy seems  to  have  arisen  from  an  almost  pro- 
phetic instinct  although  his  experimental  evidence 
carries  little  conviction  with  us  today. 

Dr.  Brown-Sequard,  in  the  words  of  Dr.  Olmsted: 
“-  - - - left  an  indelible  mark  on  physiology  and 
medicine,  and  we  look  back  on  him  as  a brilliant  and 
indefatigable  investigator  and  courageous  human 
being,  who  when  he  thought  that  he  himself  could 
best  serve  as  the  subject  of  an  e.xperiment,  did  not 
hesitate  to  submit  even  his  own  body  to  the  test.” 

In  closing  I would  like  to  thank  IMiss  Thelma 
Hoke  of  the  Medical  College  of  Virginia,  Mrs.  Patty 
R.  Boatwright  of  the  Richmond  Academy  of  Medi- 
cine and  Dr.  Russell  V.  Bowers  for  their  great  help 
in  the  preparation  of  this  paper. 
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Inguinal  Hernia  in  Infants  and  Children 

CARRINGTON  WILLIAMS,  Jr.,  M.D. 
Richmond,  Virginia 


ONE  OF  THE  COMMONEST  pediatric  sur- 
gical conditions  of  congenital  origin  is  inguinal 
hernia.  Surgical  correction  of  this  condition  is  most 
satisfactory,  and  it  is  my  policy  to  advise  operation 
as  soon  as  the  hernia  is  discovered.  In  adults  there 
is  little  disagreement  concerning  this,  although 
trusses  are  still  widely  marketed  and  sold  for  use  at 
all  ages.  There  is  seldom  if  ever  a true  indication 
for  trusses  except  when  the  patient's  general  con- 
dition precludes  any  consideration  of  operation.  It 
is  my  feeling  that  trusses  never  adequately  hold 
hernias  and  actually  cause  harm  by  irritating  the 
skin  and  other  tissues  of  the  area.  This  particularly 
applies  to  small  children  in  whom  the  truss  usually 
fits  poorly  and  does  not  adjust  to  the  rapid  growth 
of  the  child. 

There  is  considerable  misinformation  regarding 
childhood  hernia,  and  even  today  the  policy  of  wait- 
ing for  the  child  to  grow  older  has  many  advocates. 
The  policy  of  waiting  is  not  only  dangerous  to  the 
child,  but  a nuisance  to  the  mother,  who  must  al- 
ways be  concerned  with  restricting  the  child's  activi- 
ties. One  frequently  heard  misconception  is  that 
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children  can  have  direct  as  well  as  indirect  hernias. 
This  is  possibly  due  to  the  fact  that  the  family  phy- 
sician or  pediatrician  classifies  those  in  the  scrotum 
as  indirect  and  those  of  lesser  prominence  as  direct. 
In  actuality,  hernias  in  infants  and  children  are 
the  result  of  failure  of  fusion  of  the  pathway  of  tes- 
ticular descent,  and  in  this  respect  resemble  thyro- 
glossal  duct  cysts,  persistent  branchial  cleft  sinuses 
and  other  similar  conditions.  They  invariably  fol- 
low the  pathway  created  by  descent  of  the  testicle 
into  the  scrotum  and  thus  are  indirect  or  oblique  in 
nature.  (Fig.  1)  Simply  stated,  the  testicle,  in  its 
descent  from  the  genital  ridge  near  the  kidney  to  its 
pennanent  resting  place  in  the  scrotum,  pushes  be- 
fore it  a pouch  of  peritoneum  known  as  the  processus 
vaginalis  and  becomes  fixed  by  the  gubernaculum 
to  the  bottom  of  the  scrotum.  At  about  the  ninth 
month  of  fetal  life,  fusion  of  the  layers  of  the 
processus  vaginalis  is  supposed  to  occur,  while  fail- 
ure of  this  closure  results  in  variations  of  hernias 
and  hydroceles.  (Fig.  2)  There  is  no  muscular  weak- 
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ness  as  there  is  in  direct  hernia  or  as  is  present  in 
umbilical  hernias.  Since  the  patency  of  the  proces- 
sus vaginalis  is  responsible  for  the  hernia,  it  is  un- 
likely that  cure  by  spontaneous  closure  or  by  con- 
tinued use  of  a truss  ever  occurs.  Throughout  its 
course  in  the  inguinal  canal  the  sac  is  narrow  and 
elongated  and  is  subject  to  incarceration  of  its  con- 
tents. In  childhood  the  omentum  is  underdeveloped 
and  short  and  is  seldom  found  in  hernia  sacs.  Or- 
dinarily small  bowel  is  the  organ  most  prone  to 
enter  the  sac,  although  sliding  hernias  of  bladder, 
colon  or  female  adnexae  are  often  seen.  Incarcera- 
tion of  indirect  hernias  in  children  is  common,  being 
the  result  of  distention  of  the  distal  sac  while  the 
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neck  at  the  internal  ring  remains  small.  This  can 
be  explained  to  parents  as  a situation  similar  to 
inflation  of  a toy  balloon  and  pinching  off  of  the 
opening.  In  the  final  analysis,  since  spontaneous 
closure  of  the  patent  processus  vaginalis  (a  peri- 
toneum-lined sac)  is  very  unlikely  and  incarceration 
an  ever-present  threat,  it  is  apparent  that  surgical 
correction  is  necessary  for  cure. 

The  diagnosis  of  childhood  hernia  is  most  often 
made  by  the  child’s  parents  who  report  the  sudden 
appearance  of  a lump  in  the  groin.  Ivlost  often  this 
lump  is  easily  reducible  and  the  diagnosis  is  ob- 
vious, but  occasionally  a persistent  hernia  is  con- 
fused with  hydocele  of  the  cord,  inguinal  adenitis  or 
an  abscess.  It  is  always  best  for  the  surgeon  himself 
to  see  or  feel  a hernia  in  a small  child  but  often 
the  parents’  description  plus  suggestive  findings  are 
the  basis  for  the  diagnosis.  In  the  examination  of 
a small  child,  particularly  an  infant,  it  is  difficult 
to  feel  the  external  ring  through  the  scrotum  as  in 
adults,  and  it  is  necessary  to  use  a different  method 
of  palpation  as  described  by  Gross.  By  rolling  the 
spermatic  cord  from  side  to  side  under  the  index 
finger  against  the  underlying  pubic  bone,  it  is  pos- 
sible to  feel  a definite  thickening  of  the  cord  and 
a “swish”  when  a hernia  is  present.  This  is  due  to 
the  rubbing  together  of  the  opposite  sides  of  the 
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peritoneal  sac,  and  is  referred  to  as  the  “silk  glove 
sign.”  (Fig.  3)  This  is  a reliable  finding  and  in 
contrast  to  the  other  side  is  i)roof  of  the  hernia’s 
presence.  Other  methods  of  demonstration  of  a her- 
nia are  less  reliable,  as  any  one  knows  who  has 
tried  to  make  a small  child  cough  or  strain,  or  has 
pinched  a small  baby  to  make  it  cry.  Diagnosis  of 
inguinal  hernia,  then,  is  made  by  visual  insi)ection, 
by  jialpation  and  by  the  parents’  history,  and  when 
the  diagnosis  is  established  operation  should  be 
advised. 

Incarceration  recjuires  immediate  attention.  In 
males,  small  bowel  is  usually  involved  and  must  be 
freed  Irefore  complete  intestinal  obstruction  with  or 
without  gangrene  occurs.  In  females  the  ovary  fre- 
cpiently  becomes  incarcerated  but  is  usually  not  stran- 
gulated unless  it  is  found  to  be  very  tender  and  pos- 
sibly  discolored  even  through  the  overlying  skin. 
Incarceration  is  common,  possibly  occurring  in  as 
high  as  25%  of  childhood  hernias.  However,  re- 
duction of  incarcerated  hernias  is  often  accomplished 
by  the  physician,  by  the  parent,  or  spontaneously. 
In  probably  about  15%  the  first  indication  of  child- 
hood hernia  occurs  with  sudden  incarceration,  but 
nearly  always  the  hernia  is  reducible  before  or  after 
hospital  admission.  Methods  for  reduction  include 
gentle  taxis,  sedation,  application  of  ice  bags  locally, 
and  maintenance  of  steep  Trendelenburg  position. 
Infants  may  be  held  by  the  feet  with  the  head  down 
in  an  effort  to  reduce  the  incarceration  by  gravity. 
Because  of  the  edema  consequent  to  incarceration,  it 
is  technically  difficult  to  operate  upon  these  hernias, 
especially  when  the  patient  and  the  tissues  are  very 
small,  and  it  is  preferable  to  reduce  the  hernia  and 
operate  electively  when  possible.  When  this  is  not 
possible,  emergency  operation  is  mandatory.  Pre- 
maturity undoubtedly  plays  a part  in  the  occurrence 
of  hernias  and  the  fretfulness  associated  with  feed- 
ing problems  probably  enhances  the  possibility  of 
incarceration  in  infancy. 

One  of  the  most  compelling  reasons  for  early 
ojreration  in  childhood  is  the  likelihood  of  testicular 
(or  ovarian)  damage  in  incarcerated  hernias.  Clat- 
worthy  has  pointed  out  the  tremendous  increase  in 
testicular  atrophy  or  necrosis  when  operation  is 
carried  out  for  incarceration.  This  is  partly  due  to 
interference  with  the  blood  supply  during  incarcera- 
tion but  also  may  result  from  operative  trauma  when 
the  tissues  are  edematous  and  difficult  to  deal  with. 
For  these  reasons  elective  repair  is  strongly  advised 
in  order  to  avoid  the  dangers  of  incarceration. 

Probably  the  most  frequent  cause  for  postpone- 
ment of  operation  in  the  small  child  is  fear  of 
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anesthesia,  and  often  the  family  physician  or  the 
parents  will  elect  to  wait  until  the  child  is  older. 
Actually,  except  in  the  poorly  nourished  premature 
infant,  anesthesia  and  operation  are  no  less  danger- 
ous as  the  child  grows  older.  Anesthesia  should  con- 
sist of  the  simplest  general  anesthetic  available  and 
naturally  should  be  administered  by  an  individual 
skilled  in  the  method  chosen.  In  infants,  general 
anesthesia  with  open  drop  vinyl  and  ethyl  ether  is 
safe  and  adequate.  In  small  children,  rectal  pen- 
tothal  supplemented  by  open  drop  ether  is  entirely 
satisfactory.  In  older  children  intravenous  and  in- 
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halation  methods  may  be  safely  employed.  The 
operation  should  not  be  a lengthy  one,  usually  taking 
about  20  minutes,  and  anesthesia  need  not  be  deep. 
Thus  the  procedure  should  be  a safe  one  from  the 
standpoint  of  surgeon  and  anesthesiologist,  and  only 
in  incarceration  with  concomitant  intestinal  obstruc- 
tion, occasionally  requiring  resection,  does  the  risk 
become  appreciable.  It  is  important  to  note  that 
incarceration  is  most  frequent  in  infants,  particu- 
larly under  the  age  of  6 months,  probably  because 
of  their  frequent  crying,  and  therefore  it  becomes 
more  compelling  to  repair  the  hernia  at  its  first 
appearance  and  avoid  the  hazards  and  complications 
of  incarceration. 


The  method  and  technique  of  operation  are  worthy 
of  some  description.  (Fig.  4)  The  patient  is  gen- 
erally admitted  to  the  hospital  on  the  afternoon  prior 
to  operation,  although  small  infants  may  be  brought 
in  early  on  the  morning  of  operation.  It  is  prefer- 
able to  perform  the  operation  early  in  the  morning, 
to  forestall  restlessness  of  the  patient  and  the  parents. 
Rectal  pentothal  in  the  younger  child  avoids  scenes 
upon  leaving  the  bedside  and  in  the  operating  room, 
and  certainly  aids  in  the  general  ease  of  the  pro- 
cedure. A transverse  incision  in  the  lowest  skin 
crease  gives  adequate  exposure  and  lends  itself 
to  easy  closure  and  a fine  cosmetic  scar.  (This  type 
of  incision  is  also  used  in  adults.)  The  cord  and 
hernia  sac  are  exposed  through  an  incision  splitting 
the  fibers  of  the  external  oblique  aponeurosis.  With- 
out lifting  the  cord  from  its  bed,  the  sac  is  opened 
and  its  contents  reduced  into  the  abdomen.  A vein 
retractor  placed  under  the  internal  oblique  muscle 
exposes  the  neck  of  the  sac.  If  the  sac  is  twisted 
on  itself  several  times,  bowel  will  no  longer  enter 
the  neck  and  the  sac  is  completely  freed.  It  is  trans- 
fixed with  sutures  at  the  internal  ring  and  doubly 
ligated.  The  sac  is  then  excised.  Xo  further  hernia 
repair  is  needed  since  there  is  no  muscle  weakness. 
(This  is  an  important  must,  for  shifting  muscle 
planes  may  predispose  to  later  development  of  direct 
hernia.)  One  of  two  sutures  may  be  used  to  close 
the  cremaster  muscle  fibers  which  were  spread  to 
expose  the  sac.  The  external  oblique  aponeurosis 
is  sutured  and  then  the  fat  and  skin  are  closed. 
Proper  selection  of  sutures  is  important.  The  sac 
is  sutured  with  fine  chromic  catgut,  although  non- 
absorbable material  is  permissible.  ISIuscles  are 
closed  with  silk  or  cotton,  which  is  much  to  be  pre- 
ferred over  catgut.  The  subcutaneous  tissue  is  ap- 
proximated with  fine  plain  catgut,  and  the  skin  with 
a running  subcuticular  suture  of  fine  plain  catgut. 
The  use  of  the  subcuticular  catgut  in  the  skin  is 
desirable  since  it  allows  application  of  a waterproof 
collodion  dressing  and  does  not  require  removal  of 
sutures — a real  fight  in  a small  child.  A small 
dressing  may  be  applied  at  operation  and  removed 
after  a few  hours  when  the  normal  serous  ooze  has 
stopped,  and  the  collodion  can  be  applied  and  the 
dressing  discarded.  Postoperative  care  is  simple, 
and  the  patient  is  discharged  when  he  is  moving  about 
without  undue  pain  and  is  able  to  eat  normally. 
This  may  var}-  from  the  afternoon  of  operation  in 
small  infants  (who  tolerate  the  procedure  best  of 
all)  to  the  first  or  second  post-operative  day  in 
others.  Early  discharge  from  the  hospital  makes  it 
much  easier  for  the  parents.  Activities  of  children 


316 


ViRGixi.x  IMedic.al  ^Monthly 


are  restricted  as  much  as  possible  for  a few  days, 
and  full  activities  are  permissible  in  3 to  4 weeks. 

Following  the  above  routine  of  prompt  operation 
and  early  discharge  accomplislies  several  aims:  first, 
an  operation  which  is  inevitable  is  completed  with 
a minimum  of  interference  with  normal  activities; 
second,  the  dangers  of  incarceration  and  its  compli- 
cations are  avoided;  third,  the  child  is  relieved  of 
a source  of  pain  or  annoyance;  fourth,  the  parents’ 
anxiety  and  attitude  of  protectiveness  are  allayed. 
This  program  brings  universal  satisfaction  and 
gratefulness  on  the  part  of  the  parents,  and  elim- 
inates a difficult  source  of  trouble  for  the  child. 

Results  of  operation  for  hernia  in  infants  and 
children  should  be  uniformly  excellent.  In  a recent 
review  of  over  2000  cases  at  Children’s  Memorial 
Hospital  in  Chicago,  DeBoer  reported  seven  recur- 
rences (0.35%)  and  one  death  (0.05%).  These  cases 
were  all  done  by  the  simple  high  ligation  method. 
The  usual  causes  of  recurrence  are  infection  which 
should  be  very  uncommon,  sliding  hernia,  incarcer- 
ated hernia,  and  poor  tissues  associated  with  pre- 
maturity or  congenital  inadequacy. 

In  the  past  nine  and  a half  years,  we  have  per- 
formed 212  operations  on  208  children  with  inguinal 
hernia.  (Table  1)  The  age  spread  has  been  from 

Table  1 

Inguinal  Hernia  in  Infants  and  Children 
19+9-1959 


Number  of  Patients  208 

Returned  for  2nd  Side 4 

Total  Operations 212 

Male  189— (89%) 

Female  23 — (11%) 

Under  1 year  old 66 — (30%) 

Over  12  years  old 3 — (1.5%) 

Right  Side 133 — (63%) 

Left  Side 62— (29%) 

Bilateral 17— ( 8%) 

Recurrences  0 

Deaths 0 


two  weeks  to  1 5 years  of  age.  There  were  1 7 patients 
with  bilateral  herniae  operated  upon  at  one  stage, 
while  only  four  of  the  remainder  having  unilateral 
operation  have  had  subsequent  operation  on  the  oppo- 
site side.  Sixty-six  patients  (or  30%)  were  less  than 
one  year,  while  only  three  patients  were  over  12 
years  of  age.  There  were  189  males  and  23  females 
(8  to  1),  while  133  were  on  the  right,  62  on  the 
left  and  only  17  bilateral.  Eleven  patients  had  frank 
incarceration,  while  others  presented  with  a history 
of  recent  incarceration.  There  were  57  associated 
hydroceles  which  were  excised  concomitantly.  There 


were  no  deaths  and  no  known  recurrences  in  this 
series,  and  comjdications  were  minimal,  consisting 
of  an  occasional  scrotal  hematoma  or  suture  abscess. 

As  mentioned  before,  the  differential  diagnosis 
involves  hydrocele,  inguinal  adenitis,  inguinal  ab- 
scess and  other  conditions  involving  this  region.  It 
should  not  be  difficult  to  distingui.sh  hernia  from 
these  conditions.  Regarding  hydrocele  in  a child, 
it  should  be  recalled  that  this  condition  is  also  the 
result  of  non-fusion  of  the  processus  vaginalis  and 
is  closely  related  to  hernia.  Usually  in  children, 
hydroceles  are  accompanied  by  a small  indirect  sac 
which  often  communicates  with  the  hydrocele,  giving 
rise  to  the  situation  where  a hydrocele  seems  to  vary 
in  size.  It  is  my  feeling  that  hydroceles  in  children 
should  be  surgically  excised  through  the  inguinal 
approach  because  of  the  common  occurrence  of  a 
small  hernia  above,  and  that  aspiration  of  hydroceles 
in  children  is  of  little  value.  In  the  event  that  a 
hydrocele  or  a long  congenital  type  of  hernia  sur- 
rounds the  testicles,  no  attempt  should  be  made  to 
remove  that  portion  of  the  sac  attached  to  the  tes- 
ticle because  of  the  resulting  bleeding  and  possibility 
of  damaging  the  testicular  blood  sujiply  or  the  vas. 
^^’hen  a small  piece  of  the  sac  is  left  in  the  scrotum 
no  harm  will  occur.  Furthermore,  excision  of  a 
hydocele  is  much  to  be  preferred  in  a child  to  the 
“bottle  operation’’  often  performed  for  adult  hydro- 
cele. 

A final  word  regarding  hernia  on  the  opposite  side 
is  important.  Perhaps  as  many  as  25%  of  patients 
with  unilateral  hernia  have  an  unsuspected  or  later 
discovered  contralateral  hernia.  For  this  reason  some 
surgeons  advocate  exploration  of  the  second  side 
after  repair  of  the  obvious  hernia.  In  my  opinion, 
the  odds  are  at  least  3:1  against  finding  the  second 
hernia  when  one  is  not  suspected,  and  I do  not 
routinely  explore  the  second  side.  A hernia  may 
develop  later  on  the  second  side  but  it  can  always 
be  repaired  then,  and  the  chances  are  greater  that 
it  will  not  develop  than  that  it  will. 

To  summarize  the  discussion,  a few  general  re- 
marks can  be  made.  Inguinal  hernia  is  a common, 
correctable  surgical  condition  of  infancy  and  child- 
hood which  is  due  to  a failure  of  fusion  of  the 
processus  vaginalis,  a remnant  of  the  embryonic 
descent  of  the  testicle  from  its  origin  near  the  kidney 
to  its  permanent  home  in  the  scrotum.  It  is  invari- 
ably indirect  owing  to  its  embryologic  development 
and  is  not  cured  by  trusses  or  watchful  waiting,  in 
contrast  to  umbilical  hernias.  The  diagnosis  is 
usually  made  by  the  parents  and  must  be  distin- 
guished by  the  surgeon  from  its  close  relative,  the 
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hydrocele,  from  inguinal  adenitis  or  abscesses,  and 
from  tumors  of  the  same  region.  The  principal  dan- 
ger from  hernia  in  childhood  is  incarceration,  with 
its  complications  of  strangulation  of  the  bowel,  re- 
quiring resection,  necrosis  of  the  testis  or  ovary,  and 
post-operative  recurrence  due  to  poor  condition  of 
the  tissues  at  operation.  Prompt  operation  at  the 
time  of  discovery’,  regardless  of  the  patient’s  age,  is 
recommended,  there  being  no  material  advantage  to 
be  gained  by  waiting  “until  the  child  grows  older.” 
Operative  repair  is  accomplished  under  general 
anesthesia  by  simple  high  ligation  and  excision  of 
the  sac,  and  discharge  from  the  hospital  is  allowed 


at  the  earliest  practical  time,  usually  the  day  after 
operation.  Results  should  be  uniformly  excellent, 
with  rare  complications  and  recurrences.  Bilateral 
operation  is  indicated  only  when  bilateral  herniae 
can  be  demonstrated  or  are  suspected.  The  author’s 
personal  e.xperience  in  private  practice  is  reviewed. 
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Prolonged  Use  of  Tranquilizer 


The  tranquilizer  chlorpromazine  can  be  given  to 
psychiatric  patients  for  prolonged  periods  in  large 
doses  without  harmful  side  effects,  a new  study  has 
shown.  Shortly  after  the  introduction  of  chlorpro- 
mazine (Thorazine)  several  years  ago,  it  was  realized 
that  the  drug  could  cause  damage  to  the  liver,  blood, 
and  kidneys,  and  that  some  patients  would  require  it 
indefinitely.  A study  of  50  patients  who  took  large 
quantities  of  the  drug  for  two  to  four  years  has 
shown  that  none  developed  side  effects,  even  though 
their  total  dosages  ranged  from  54,000  milligrams 
to  more  than  a million  milligrams. 

“The  dosage  was  large  enough  that  it  is  reasonable 
to  assume  that  any  deleterious  effects  should  be  de- 
tectable,” according  to  Dr.  Frank  J.  Ayd,  Jr.,  chief 
of  psychiatry  at  Franklin  Square  Hospital,  Balti- 
more, who  conducted  the  study.  Dr.  Ayd  reported 
the  study  in  the  March  21st  Journal  of  the  American 
Medical  Association. 

The  study  group  consisted  of  31  women  and  19 
men,  aged  12  to  70  years.  Prior  to  taking  chlorpro- 
mazine they  had  been  seriously  ill  from  one  to  20 
years  and  had  not  responded  to  the  usual  psychiatric 
treatments.  At  the  beginning  of  treatment,  13  were 


hospitalized  and  32  were  at  home.  All  were  totally 
incapacitated  and  none  had  a good  outlook  for  re- 
covery. 

None  of  the  patients  have  recovered  from  their 
basic  illness,  although  all  have  shown  improvement 
in  their  sraptoms.  The  18  originally  hospitalized 
patients  are  now  at  home;  four  are  working  and  seven 
have  resumed  responsibility  for  their  household 
duties.  Of  the  32  unhospitalized  patients,  11  have 
returned  to  work  and  14  are  helping  with  household 
work. 

“It  is  certain  that  without  chlorpromazine  therapy 
most  of  these  patients  would  have  gradually  deteri- 
orated and  would  now  be  hospitalized.  Instead, 
chlorpromazine  therapy  has  enabled  them  to  remain 
outside  of  a hospital,  to  work,  and  to  be  reasonably 
comfortable  in  spite  of  the  persistence  of  their  basic 
illness.” 

None  of  them  suffered  any  serious  side  effects. 
Three  became  sensitive  to  light,  and  two-fifths  of 
the  women  developed  menstrual  irregularities  that 
eventually  cleared.  All  the  patients  gained  weight 
during  the  first  year  of  treatment. 
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Rocky  Mountain  Spotted  Fever 

Rocky  jMountain  spotted  fever  is  so  called  because 
it  was  first  described  in  Idaho  and  Montana,  where 
it  has  probably  existed  since  the  first  settlement  by 
white  men.  It  seems  to  have  been  known  to  the 
Indians  even  before  that  time.  The  disease  is  lim- 
ited to  the  western  hemisphere  but  seems  to  be 
related  to  tick-borne  diseases  occurring  throughout 
the  world.  It  resembles  typhus  in  many  respects  but 
is  a separate  and  distinct  disease. 

This  malady  has  occurred  throughout  the  United 
States,  in  Canada  and  Mexico,  and  also  in  some  of 
the  South  American  countries.  In  1930,  two  strains 
of  virus  established  in  guinea  pigs  from  the  bloods 
of  cases  occurring  in  rural  sections  of  northern  Vir- 
ginia were  studied  intensively  and  were  found  to  be 
immunologically  indistinguishable  from  strains  of 
Rocky  jMountain  spotted  fever  isolated  from  ticks 
in  the  Bitter  Root  Valley  of  Montana.  The  disease 
has  been  reportable  in  Virginia  since  1931  and  has 
been  recognized  in  every  county  in  the  State  except 
Bath,  Bland,  Floyd,  and  Mathews. 

The  only  means  of  natural  transmission  to  man 
or  to  lower  animals  is  through  infected  ticks.  The 
causative  agent,  Rickettsia  rickettsii,  is  found  in  all 
stages  of  the  tick.  These  organisms  live  for  long 
periods  in  certain  ticks  and  are  ])assed  from  one 
generation  to  another  through  the  eggs.  Rabbits, 
field  mice,  and  other  small  wild  animals  maintain 
the  disea.se  in  nature  and  serve  as  reservoirs  for 
infecting  ticks  which  feed  on  them. 

In  Virginia  the  .American  dog  tick,  Dermacenter 
variabilis,  also  known  as  the  wood  tick,  is  probably 
the  only  vector  of  Rocky  ^Mountain  spotted  fever. 
The  adult  males  and  females  are  oval  in  shape, 
approximately  one-half  inch  in  length,  brown  in 
color.  The  females  are  darker  and  have  a larger 
area  of  lines,  hairs,  and  other  markings  just  behind 
the  “head”.  .Adult  ticks  have  four  pairs  of  legs. 
The  adult  ticks  attach  themselves  to  dogs  or  other 
animals,  usually  in  late  spring  and  early  summer. 
They  may  spend  several  weeks  on  the  host.  Females 
become  fully  engorged  after  mating  and  drop  to  the 
the  ground,  where  they  lay  eggs  over  a period  of 


two  or  more  weeks.  The  larvae,  or  seed  ticks,  which 
hatch  from  the  eggs  have  six  legs.  They  remain  on 
the  ground  or  on  low  plants  until  they  are  able 
to  find  a suitable  host,  usually  a field  mouse.  After 
a blood  meal  they  drop  off  and  change  into  nymphs, 
which  resemble  the  adults.  These  forms  also  prefer 
mice  but  they  may  become  engorged  on  larger  ani- 
mals. The  change  into  the  adult  stage  usually  takes 
place  in  the  fall  but  both  nymphs  and  adults  survive 
through  the  winter  in  what  may  be  termed  a state 
of  hibernation.  These  ticks  wait  on  plants  for  an 
animal  to  pass  by  so  that  they  can  attach  themselves; 
consequently,  they  have  limited  opportunity  for  se- 
curing a desirable  host.  Only  a small  portion  finally 
reaches  maturity,  even  though  they  may  live  for 
long  periods  of  time  without  food. 

.A  tick  must  usually  feed  for  six  to  eight  hours 
before  infecting  a person.  This,  together  with  the 
fact  that  only  a relatively  small  number  of  ticks  are 
infected — perhaps  one  in  three  hundred  in  an  area 
where  Rocky  Mountain  spotted  fever  has  been  found 
— limits  the  spread  of  the  disease. 

The  incubation  period  of  Rocky  Mountain  spotted 
fever  is  from  three  to  about  ten  days.  Malaise  ac- 
companied by  chilly  sensations  and  loss  of  appetite 
may  precede  the  onset.  There  is  usually  a chill  at 
the  onset  with  general  pains  referred  to  the  bones, 
muscles,  back,  and  joints,  particularly  the  muscles 
of  the  calf  and  lumbar  regions  and  in  the  large 
joints.  Headache  is  common  as  well  as  a short 
dry  cough.  The  face  is  flushed  and  the  conjunctivae 
are  injected.  .After  the  chill  the  temperature  rises 
rapidly  and  continues  to  rise  to  104  to  105  degrees. 
The  rash  appears  most  often  on  the  third  day  of 
fever.  It  is  first  noted  on  the  flexor  surfaces  of  the 
wrists,  ankles,  and  back  and  then  on  the  forehead, 
arms,  legs,  chest,  and  abdomen.  The  rash  is  first 
in  the  form  of  rose-colored  macules  which  soon  be- 
come deep  red  or  purplish,  increase  in  size  and  often 
become  confluent.  .At  first  they  disappear  on  pres- 
sure but  after  a few  days  persist  on  pressure  and 
become  generally  petechial.  The  rash  begins  to 
disappear  with  the  subsidence  of  fever.  The  maxi- 
mum temperature  persists  throughout  the  second 
week,  there  being  slight  morning  dips,  and  then 
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falls  by  lysis.  Normal  temperature  is  reached  before 
the  end  of  the  third  week. 

In  tA'phus  the  rash  appears  on  the  fifth  or  sixth 
day  after  the  onset  of  fever  and  is  noted  first  on 
the  trunk  and  later  spreads  to  the  extremities.  The 
face,  palms,  and  soles  are  not  involved. 

Diagnosis  is  arrived  at  by  correlation  of  labora- 
tory findings  and  the  clinical  picture.  There  is  no 
single  titer  in  either  the  Weil-Felix  reaction  or  the 
complement-fixation  test  that  is  diagnostic  of  Rocky 
Mountain  spotted  fever.  It  is  very  important  to  ob- 
tain two  specimens  of  blood  from  the  patient,  one 
as  soon  as  the  disease  is  suspected,  the  other  between 
the  twelfth  and  fifteenth  days  after  onset.  A rising 
titer  points  to  rickettsial  infection.  The  complement- 
fixation  test  is  highly  specific  and  may  be  used  to 
differentiate  spotted  fever  from  typhus. 

The  problem  of  treating  Rocky  Mountain  spotted 
fever,  as  well  as  all  other  rickettsial  diseases,  has 
been  essentially  solved  since  the  introduction  of 
antibiotic  drugs,  .\ureomycin,  chloramphenicol,  and 
terramycin  have  proved  to  be  valuable  in  treating 
this  disease.  It  is  best  to  administer  each  dose  of 
the  antibiotic  orally  with  a glassful  of  milk.  The 
antibiotic  should  be  continued  for  one  or  two  days 
after  the  patient  becomes  afebrile. 

PREVENTIVE  MEASURES: 

1 .  Personal  prophylaxis : 

.\void  tick-infested  areas 


Use  tick-proof  clothing  with  constrictions  at 
ankles,  waist,  and  wTists 
Remove  ticks  from  the  person  as  promptly  as 
possible  without  crushing  them  and  with  pro- 
tection to  the  hands.  This  is  also  true  in  re- 
moving them  from  animals. 

2.  Reduce  the  tick  population: 

Clear  land 

Reduce  small  wild  mammal  populations 
Control  stray  dogs 

Remove  ticks  from  livestock  by  dipping 
Use  insecticides  in  selected  areas. 

3.  Vaccination: 

Persons  whose  occupations  take  them  to  the 
woods  for  hours  at  a time  can  be  vaccinated 
against  Rocky  Mountain  spotted  fever.  They 
should  obtain  this  protection  annually  through 
their  physicians. 

CAUTION: 

Do  not  remove  ticks  with  unprotected  hands.  They 
must  be  removed  by  touching  them  with  the  end  of 
a lighted  cigarette  or  the  head  of  a freshly  blo’n-n  out 
match,  or  by  grasping  the  tick  with  a pair  of  forceps 
and  twisting  the  head  and  mouthparts  free.  Do  not 
crush  the  tick  lest  the  infectious  contents  be  spilled 
in  the  wound.  Paint  the  bite  with  an  antiseptic — 
tincture  of  iodine  is  good. 
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- 

April 

1959 

April 

1958 

J an.- 
April 
1959 

Jan.- 

April 

1958 

Brucellosis 

2 

2 

8 

4 

Diphtheria 

1 

2 

3 

11 

Hepatitis 

29 

13 

164 

101 

Measles 

3549 

4589 

8972 

9839 

Meningococcal  Infections 

9 

3 

40 

34 

Meningitis  (Other) 

24 

12 

88 

73 

Poliomvletis 

0 

2 

2 

3 

Rabies  (In  Animals) 

15 

35 

65 

158 

Rocky  Mountain  Spotted  Fever 

0 

1 

2 

1 

Streptococcal  Infections 

1180 

789 

4650 

3177 

Tularemia 

0 

0 

6 

18 

Tvphoid  Fever 

2 

1 

6 

8 
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Mental  Health 


• • • • 


WILLIAM  T.  SANGER,  I'h.D. 


Psychiatric  Services  in  General  Hos- 
pitals 

'I’he  number  of  patients  admitted  to  state  mental 
hospitals  could  be  reduced  by  the  utilization  of 
more  psychiatric  beds  in  general  hospitals  and  also 
by  using  to  maximum  advantage  their  associated 
psychiatric  out-patient  departments.  A big  advance 
in  this  direction  will  call  for  more  well  prepared 
psychiatrists.  They  are  a limiting  factor  both  in 
psychiatric  care  in  general  hospitals  and  in  special- 
ized hospitals. 

There  is  now  developing  concern  for  the  adequate 
preparation  of  the  family  physician  in  psychiatry 
to  provide  better  understanding,  early  diagnosis,  and 
more  effective  follow-up  work  during  the  months 
following  hospitalization  or  out-patient  care.  The 
Commonwealth  Fund,  New  York  City,  some  years 
ago  supported  training  programs  for  general  phy- 
sicians in  psychiatry  and  apparently  thought  well  of 
the  results  obtained.  Recently  the  Federal  Govern- 
ment made  available  large  funds  to  the  National 
Institute  of  Mental  Health  to  start  financing  a pro- 
gram of  psychiatric  training  for  general  practitioners, 
including  the  payment  of  salaries  of  physicians  who 
have  been  in  practice  for  four  or  more  years  and 
give  up  practice  in  order  to  take  psychiatric  train- 
ing. The  American  Psychiatric  Association  also  is 
concerned  with  the  preparation  of  general  physicians 
for  more  ])articipation  in  psychiatric  care.  These 
movements  should  be  applauded. 

An  impressive  committee  of  the  American  Medical 
.Association  not  long  ago  tailored  a new  two  year 
intern  and  residency  program  for  general  practi- 
tioners. It  includes  a segment  in  psychiatry. 

As  of  1958,  in  Virginia,  13  hospitals  listed  191 
regular  psychiatric  beds  with  other  beds  used  for 
psychiatric  as  needed  and  in  addition  26  hospitals, 
now  without  psychiatric  beds  as  such,  planned  a 
total  of  172  in  planned  new  construction.  Thus 
before  too  long  a total  of  39  Virginia  hospitals  will 
make  available  organized  services  for  psychiatric- 
care  with  a complement  of  363  beds.  More  of  such 
Ijeds  likely  will  be  built  or  set  apart  as  more  psychia- 
trists begin  practice  where  there  are  no  beds  now 
available  for  mental  cases. 

Sanger,  William  T.,  Ph.D.,  Chancellor  Medical  College 
of  Virginia. 

.Approved  for  publication  by  Commissioner,  Depart- 
ment of  Mental  Hygiene  and  Hospitals. 


One  has  the  impression,  though  not  well  authen- 
ticated, that  the  adequacy  of  out-patient  facilities 
and  services  is  inferior  to  arrangements  for  bed 
care.  If  true,  what  a pity  when  so  much  can  be 
done  to  keep  psychiatric  patients  out  of  the  hospital 
and  make  early  discharge  possible  by  up-to-date 
clinic  services. 

But  it  should  be  emphasized  that  while  beds  and 
clinics  are  important,  they  really  have  never  cured 
anybody.  It  takes  psychiatrists,  psychiatric  nurses, 
social  workers,  aides,  and  others.  It  is  to  be  hoped 
that  our  own  State  Hospital  system  and  our  two 
medical  schools  will  shortly  develop  a new  master 
plan  for  jointly  preparing  more  personnel  for  cover- 
ing the  full  range  of  services. 

One  handsome,  new  Virginia  general  hospital, 
when  dedicated,  was  unable  to  open  its  32  psychiatric 
beds  because  nurses  were  not  available.  Unless  more 
students  have  experience  in  psychiatric  nursing  while 
in  school,  they  can  hardly  be  expected  in  numbers 
to  enter  this  aspect  of  nursing  later  on. 

One  of  the  obvious  reasons  for  psychiatric  beds 
and  clinics  in  general  hospitals  is  likelihood  of 
greater  proximity  to  the  homes  of  patients.  This 
makes  easier  visiting  patients  by  relatives,  friends, 
and  referring  physicians.  Such  proximity  makes 
possible,  too,  easier  integration  into  the  home  com- 
munity after  hospitalization  or  out-patient  clinic 
services.  Everyone  recognizes  this  as  important. 

Various  plans  and  methods  of  financing  psychiat- 
ric care  outside  of  state  hospital  systems  have  been 
developed  by  a number  of  states.  California  recently 
adopted  a program  under  the  State  Department  of 
Mental  Hygiene  whereby  local  governments  which 
qualify  will  be  reimbursed  for  one-half  the  cost  of 
in-patient  services  which  meet  the  standards  required. 

In  Virginia  our  state  and  local  hospitalization  plan 
under  our  State  Welfare  Department  could  do  the 
same  as  California,  pay  one-half  of  the  cost  of  hos- 
pitalization in  approved  general  hospitals.  In  fact, 
this  is  one  of  the  best  investments  the  State  could 
possibly  make  in  order  to  treat  mental  illnesses 
earlier  and  as  close  to  the  homes  of  patients  as  pos- 
sible. Blue  Cross  and  other  insurance  plans  can 
supplement  or  supplant  State  effort  substantially. 

It  may  not  be  easy  to  educate  the  general  public 
to  support  with  tax  funds  an  expanding  program  of 
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psychiatric  care  in  general  hospitals.  Its  long-range 
advantages  will  have  to  be  explained  over  and  over 
again,  that  emotionally  disturbed  and  very  ill  psy- 
chiatric patients  will  more  readily  enter  general  hos- 
pitals like  any  other  patients,  especially  if  near  at 
hand,  that  such  early  treatment  is  most  advantageous, 
that  hospitalization  near  home  maintains  family  and 
community  ties,  that  earlier  discharge  from  the 
hospital  and  its  clinic  will  usually  result,  and  that 
in  the  long  run  costs,  anxiety,  and  suffering  will  be 
reduced. 


Antibiotics  i 

The  inclusion  of  antibiotics  in  cosmetics  is  op- 
posed in  a report  of  the  American  Medical  Associa- 
tion. There  is  no  evidence  that  “constant  degerming"’ 
of  the  skin,  such  as  would  be  presumed  to  occur  with 
the  use  of  antibiotics  in  cosmetics,  is  necessarily 
always  or  even  frequently  desirable,”  according  to 
the  report  appearing  in  the  April  4th  A.IM.A.  Jour- 
nal. The  report  was  written  by  two  New  York  der- 
matologists, Drs.  Carl  T.  Xelson  and  Marion  B. 
Sulzberger,  for  the  A.^M.A.  Committee  on  Cosmetics. 

Antibiotics  are  now  being  used  in  deodorants  to 
help  kill  bacteria  and  thus  reduce  odor.  They  have 
also  been  suggested  for  inclusion  in  face  creams  and 
in  blemish  lotions,  according  to  Veronica  L.  Conley, 
Ph.D.,  committee  secretary. 

In  a note.  Dr.  Conley  said,  “The  persistent  trend 
toward  the  incorporation  of  pharmacologically  active 
ingredients  into  cosmetics  has  caused  growing  con- 
cern among  the  medical  profession.  . . . ISIedical 
experience  provides  considerable  evidence  of  the 
health  implications  in  the  widespread,  prolonged  or 
indiscriminate  use  of  antibiotics.” 

There  is  essential  agreement  that  antibiotics  gen- 
erally useful  in  the  treatment  of  systemic  infections 


One  of  the  leading  psychiatrists  of  this  continent. 
Dr.  D.  Ewen  Cameron,  Director  Allan  Memorial 
Institute,  Royal  Victoria  Hospital,  ^Montreal,  Can- 
ada, holds  that  10  per  cent  of  general  hospital  beds 
should  be  allocated  to  psychiatry,  with  outstanding 
provision  for  ambulatory  patients  also.  It  will  likely 
take  any  large  Virginia  hospital  years  to  grow  into 
a 10  per  cent  census  of  mentally  ill  patients.  It  is, 
however,  not  difficult  to  note  a positive  trend  in  that 
direction.  Here  is  a good  opportunity  for  supportive 
work. 


Cosmetics 

should  not  be  used  in  cosmetics.  However,  it  has 
been  proposed  that  certain  other  antibiotics  (bac- 
tracin,  neomycin,  polymyxin,  and  tyrothricin)  be  per- 
mitted in  cosmetic  preparations. 

Even  these,  which  are  rarely  used  other  than  on 
the  skin,  carry  certain  dangers.  Some  persons  may 
be  sensitive  to  the  drugs  and  develop  allergic  reac- 
tions from  continued  contact.  In  addition,  little 
information  is  available  about  the  possibly  harmful 
effects  of  the  various  antibiotics  after  absorption 
through  the  skin. 

The  possibility  of  bacteria  becoming  resistant  to 
the  effects  of  the  antibiotics  may  be  increased  through 
prolonged  use  of  the  drugs.  This  would  mean  that 
when  the  drugs  must  be  used  to  treat  a disease  caused 
by  a resistant  strain  of  bacteria,  they  would  be 
ineffective. 

In  conclusion,  the  report  said,  “Except  for  the 
deodorant  action  of  such  agents  in  reducing  axillary 
odors,  their  incorporation  in  cosmetics  has  not  been 
proved  to  be  of  specific  value,  and  their  widespread 
use  in  cosmetics  could  well  represent  an  increased 
risk  to  general  public  health  as  well  as  to  certain 
hypersensitive  individuals.” 
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Pre-Paid  Medical  Care . . . 


Beds — Not  Enough?  Too  Many? 

“The  public  should  exercise  better  control  over 
its  capital  investment  in  hospitals.  . . . The  quality 
of  care  is,  of  course,  in  the  hands  of  physicians 
and  the  professions  concerned  with  hosjutalization. 

. . . But  the  public  is  entitled  to  control  the  expendi- 
tures. . . . Any  community  should  view  with  alarm 
the  expansion  of  hospital  facilities  except  in  response 
to  a recognized  immediate  or  future  need.”  ^ Pub- 
lished in  the  year  1930,  the  foregoing  statement  re- 
ferred to  widespread  activity  in  hospital  construc- 
tion during  the  preceding  decade,  when  communit}’ 
coordination  was  not  taken  seriously.  Times  have 
changed — hospital  planning  now  is,  or  indeed  should 
be,  a primary  concern  not  only  of  local  hospital 
bodies  but  of  authorities  and  organizations  which 
are  in  a position  to  effectuate  State-wide  coordination 
— The  Medical  Society  of  Virginia,  for  example. 

Because  health  care  is  such  a fast-changing  com- 
plex of  activity  in  America,  with  different  develop- 
ments pointing  in  different  directions,  the  future  of 
hospitals  and  of  medical  practice  cannot  be  foreseen. 
We  cannot  rest  assured  that  the  puljlic  will  continue 
to  pay  whatever  is  required  to  maintain  health  care 
on  a voluntary  basis.  On  the  other  hand,  we  need 
not  agree  with  tliose  who  say  that  we  will  all  be 
taken  into  socialized  medicine  in  the  next  few  years. 
It  depends  on  what  doctors,  hospital  people,  and 
others  in  the  health  field  do  in  the  meantime.  The 
doctors  of  each  state,  individually  and — perhaps 
more  effectively — through  their  medical  societies  can 
influence  the  future  of  health  care  by  influencing  the 
future  development  of  hospital  facilities. 

Not  too  many  years  ago  the  hospitals  of  Virginia 
did  a remarkable  job  of  meeting  needs  for  hospital- 
care  despite  what  were  then  j)roperly  recognized  as 
acute  l)ed-shortages.  But  many  beds  have  been  con- 
structed in  the  interim,  and  it  might  be  that  the  era 
of  shortages  has  come  to  an  end.  There  is  reason  to 
believe  that  it  has.  As  a matter  of  fact,  there  is  a 
possibility  that  Virginia  will  have  a costly  surplus 
of  beds  if  too  many  of  those  already  in  sight  are 
put  into  service  too  soon;  careful  state-wide  plan- 

1.  Rorem,  C.  Rufus.  The  Public’s  Investment  in  Hos- 
pitals. University  of  Chicago  Press,  1930,  p.  216. 
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ning  is  needed  if  we  are  not  to  go  from  one  extreme 
to  the  other. 

There  is  a jflethora  of  evidence  that  the  rising 
costs  of  hospitalization  are  making  more  and  more 
people  believe — rightfully  or  wrongfull}’ — that  those 
costs  should  be  placed  under  other  than  voluntary 
regulation.  Because  of  the  constant  over-head  ex- 
penses involved,  each  and  every  hospital  bed  beyond 
absolute  need — be  it  unused  or  misused — unneces- 
sarily adds  about  $7,500  to  Virginia’s  total  annual 
hospital  bill.  Accordingly,  a major  factor  in  holding 
down  future  hospital  costs  will  consist  of  not  build- 
ing more  hospital  facilities  than  are  actually  needed. 

Many  of  the  existing  hospitals  in  Virginia  draw 
their  patients  from  a wide  area.  Therefore,  bed  addi- 
tions by  one  hospital  may  reduce  the  patient  load 
of  a number  of  other  hospitals  throughout  the  area, 
leaving  these  other  hospitals  with  a Hobson’s  choice 
— to  accept  the  expense  of  supporting  beds  in  idle- 
ness, or  to  accept  as  bed-patients  those  whose  con- 
dition does  not  require  or  justify  bed-care.  In  either 
case  the  over-all  hospital  l)ill  for  Virginians  in- 
creases. 

Not  only  hospital  beds  but  also  hospital  services 
should  fit  into  the  state-wide,  coordinated  health- 
care scheme.  The  addition  of  expensive  hospital 
services  when  such  services  are  available  in  adequate 
measure  in  neighboring  hospitals  is  just  as  wasteful 
of  the  health-care  dollars  of  Virginians  as  is  the 
addition  of  unnecessary  beds. 

How  many  existing  beds  are — or  may  be — un- 
necessary? The  fact  that  the  existing  beds  are  kept 
in  use  is  no  criteria  on  which  to  base  an  answer, 
nor  is  the  fact  that  a given  hospital  may  be  unable 
to  admit  all  comers  on  a given  day.  An  apparent 
need  for  more  beds  might  well  be  satisfied  were 
the  hospitals  to  provide  proper  facilities  for  private 
ambulatory  patients;  conversely,  construction  of  such 
facilities  might  well  prove  that  many  existing  beds 
are  unnecessary.  All  too  few  hospitals  in  Virginia 
offer  proper  facilities  to  which  physicians  can  refer 
their  private  ambulatory  patients  for  x-ray  exam- 
inations, laboratory  tests,  and  diagnostic  work-ups. 
These  private  vertical  patients  should,  of  course,  be 
received  in  adequate  waiting  rooms  on  an  appoint- 
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ment  basis,  and  the  doctor  should  be  provided  with 
suitable  space  for  consultations.  We  must  discard 
the  anachronistic  idea  that  out-patient  facilities  are 
for  indigent  patients. 

I'he  various  health-care  activities  of  our  hospitals 
need  to  be  orchestrated  not  only  in  local  communities 
but  also  on  a regional  and  on  a state-wide  basis. 
Wrginia  must,  of  course,  have  enough  hospital  beds, 
but  care  should  be  taken  to  avoid  the  needless  expense 
of  too  many.  In  its  attempt  to  control  its  capital  in- 
vestment in  hospitals,  the  Virginia  public  leans  heav- 
ily upon  the  advice  of  Wrginia  doctors;  accordingly, 
through  our  various  organizations  and  societies,  we 


should  subject  existing  hospital  facilities  and  serv- 
ices to  a thorough-going  and  objective  analysis  in 
order  to  give  truly  astute  advice  to  the  public  we  are 
dedicated  to  serve. 

If  we  consider  that  socalized  medicine  is  not  a 
good  system,  and  is  not  inevitable,  then  we  are 
committed  to  positive  programs  of  study  of  the 
shortcomings  of  our  present  system,  and  positive 
programs  toward  the  alleviation  of  these  shortcom- 
ings. Because  of  the  number  of  dollars  involved, 
and  because  of  the  public’s  obvious  concern,  perhaps 
the  best  place  to  start  is  with  our  hospital  facilities 
and  services. 


Cold  Vaccine  Predicted 


A vaccine  which  will  prevent  from  60  to  70  per 
cent  of  all  common  colds  will  probably  be  available 
within  the  next  24  months,  an  expert  in  cold  research 
has  predicted.  “I  realize  that  I have  stuck  my  neck 
out,”  Dr.  Thomas  G.  Ward,  professor  of  virology  at 
Xotre  Dame  University,  South  Bend,  Ind.,  said. 
However,  he  believes  that  a vaccine  can  be  developed 
against  “an  acceptable  proportion  of  the  common 
colds.” 

In  an  interview,  reported  in  the  April  Today’s 
Health,  published  by  the  American  ^Medical  Associa- 
tion, Dr.  ^^'ard  said  he  does  not  believe  that  common 
colds  will  be  wiped  out,  even  with  an  adecjuate 
vaccine.  “People  are  not  going  to  take  the  vaccine, 
just  as  they  are  not  taking  polio  vaccine  . . he 
said.  “People  are  people  and  we  have  great  difficulty 
in  selling  preventive  medicine.  The  prevention  of 
disease  is  not  as  glamorous  or  as  con.suming  to  the 
individual  as  his  actual  illness.” 

From  75  to  80  per  cent  of  common  colds  are 
caused  by  a group  of  viruses  or  a group  of  ordinari- 
bacteria  of  the  streptococcus  type.  Others  may  be 
allergy-symptom  colds  or  psychosomatic.  Viruses  are 
protein  substances  that  cannot  be  seen,  even  through 


a microscope,  ^^'hile  related  to  the  one-celled  bac- 
teria, viruses  are  not  considered  to  be  living  bodies 
in  themselves;  they  have  the  peculiar  ability  to  live 
only  in  the  presence  of  growing  material.  In  addi- 
tion to  colds,  they  cause  such  diseases  as  measles, 
chickenpox,  poliomyelitis,  and  rabies.  Vaccines  com- 
posed of  dead  or  “tamed”  viruses  may  be  injected 
into  the  body  and  cause  it  to  develop  resistance 
against  invasions  by  the  viruses. 

Dr.  ^^■ard  defined  a common  cold  as  one  wherein 
the  individual  has  a runny  nose  two  days  in  succes- 
sion. This  is  the  nasal  type  cold  which  causes  the 
lining  of  the  nose  to  become  reddened  and  inflamed. 
Xo  fever  is  associated  with  it  and  it  is  the  kind  that 
may  be  spread  easily  to  other  people. 

There  is  no  drug  now  on  the  market  that  could  be 
termed  effective  against  common  cold  viruses.  Colds 
caused  by  bacteria  may  respond  to  antibiotics  and 
allergy-caused  colds  may  respond  to  antihistamines. 

Until  an  effective  cold  vaccine  is  developed,  about 
the  only  way  to  keep  from  catching  cold,  is  to  “fol- 
low the  usual  health  measures  such  as  keeping  warm 
and  dry,  and  well-fed.  If  possible  stay  away  from 
those  who  have  colds.” 
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The  Medical  Society  of  Virginia  . . . . 


Social  Security  and  Your  Delegates  to  AM  A 


The  delegates  of  The  IMedical  Society  of  Virginia  to  the  AIMA  would  like  very 
much  to  know  just  how  the  majority  of  the  members  feel  about  social  security  cover- 
age for  physicians.  It  is  often  difficult  to  know  how  to  vote  on  resolutions  bearing  on 
this  subject. 

It  is  interesting  to  note  that,  in  recent  years,  many  states  have  polled  their  members 
and  found  that  about  half  are  for  coverage  and  half  against.  It  becomes  even  more 
interesting  when  consideration  is  given  the  fact  that  eighty  per  cent  of  the  physicians 
voting  were  not  familiar  with  either  the  Social  Security  Act  or  the  Keogh-Simpson 
bills. 

Your  delegates  hope  that  the  following  articles  will  help  acquaint  the  membership 
with  both  sides  of  the  controversy  and  make  individual  members  better  qualified  to 
render  an  opinion. 


Social  Security  for  Physicians 

When  our  present  system  of  old-age  and  survivors 
insurance  was  begun  in  1937,  its  benefits  were  limited 
by  law  to  wage  earners  in  industry  and  commerce. 
Several  acts  of  Congress,  beginning  in  1950,  have 
broadened  the  act  so  that  now  all  those  who  work 
for  a living  are  covered  e.xcept  physicians  and  a 
very  small  minority  of  ministers  who  have  elected 
not  to  be  included.  Physicians  are  excluded  because 
the  American  ^ledical  Association  has  vigorously 
opposed  their  inclusion.  This  opposition  has  been 
sujiported  by  many  arguments,  namely  that  few  phy- 
sicians retire  completely  from  {iractice,  those  who 
do  have  usually  made  their  own  arrangements  for 
a retirement  income,  the  actuarial  base  is  unsound, 
the  program  is  likely  to  go  bankrupt  without  direct 
subsidy  from  Congress,  and  Social  Security  is  a 
form  of  socialism  and  is  therefore  undesirable. 

To  the  inquiring  observer  the  thesis  that  doctors 
are  so  different  from  persons  in  all  other  occu]:)ations 
in  their  need  for  old  age  insurance,  that  they  reejuire 
special  consideration,  seems  naive  and  hard  to  jus- 
tify logically.  In  several  states  and  local  areas  in 
the  United  States  physicians  have  taken  a second 
look  at  what  inclusion  within  the  Social  Security 
set-up  would  mean  to  them  and  have  voted  in  formal 
and  informal  polls  to  reverse  their  former  stand  and 
to  ask  Congress  to  be  included. 

What  would  happen — in  terms  of  dollars  and 
cents — if  physicians  were  covered?  The  following 
figures  are  presented  in  a simplified  form  and  are 
to  some  extent  approximations.  At  present  a physi- 


cian would  pay  an  annual  self-employment  tax  of 
$180.00.  This  amount  is  scheduled  to  be  increased 
at  3 year  intervals  until  in  1969  the  maximum  of 
$312.00  per  year  is  reached.  The  maximum  that 
a physician  in  the  future  might  contribute  over  a 
period  of  practice  from  age  27  to  72  would  be  ap- 
proximately $14,000.00. 

In  return,  what  may  the  physician  expect  in  terms 
of  protection?  If  he  retires  at  age  65,  he  and  his 
wife  receive  $174.00  per  month  for  life.  If  he  dies 
first,  his  widow  receives  $87.00  per  month.  If  he 
continues  to  practice  after  65,  his  benefits  do  not 
begin  until  the  age  of  72,  but  after  72  he  is  en- 
titled to  his  full  retirement  pay  whether  he  prac- 
tices or  not,  regardless  of  how  high  his  income  from 
practice  may  be.  If  disabled  after  the  age  of  50, 
monthly  benefits  begin  and  extend  through  life. 

Perhaps  the  most  important  single  feature  is  the 
benefit  payable  to  the  family  of  a young  physician 
who  dies  a few  years  after  beginning  practice.  Many 
of  these  men  have  not  had  sufficient  time  to  build 
up  an  estate  or  to  acquire  enough  life  insurance  for 
family  protection.  The  widow  with  children  receives 
a monthly  income  until  the  youngest  child  reaches 
the  age  of  18.  This  monthly  payment  varies  from 
$115.00  per  month  for  a widow  with  one  child  to  a 
maximum  of  $254.00  for  a widow  with  four  or 
more  children.  It  is  readily  seen  that  the  total  bene- 
fits in  such  a case  could  run  into  many  thousands 
of  dollars. 

The  most  damaging  of  the  many  criticisms  leveled 
at  Social  Security  by  the  A.  M.  A.  and  other  critics 
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have  been  those  involving  the  actuarial  soundness 
of  the  program.  This  criticism  is  answered  in  de- 
tail by  the  recent  report  (January  1959)  of  the 
Advisor}'  Council  on  Social  Security  Financing,  a 
body  provided  for  by  the  84th  Congress  and  made 
up  of  representatives  of  employers,  employees,  and 
the  public.  The  roster  of  this  council  is  a distin- 
guished one,  and  includes  among  its  thirteen  mem- 
bers Reinhard  A.  Hohous,  Vice  President  and  Chief 
Actuary  of  the  Metropolitan  Life  Insurance  Com- 
pany, Dr.  Carl  Fischer,  Professor  of  Actuarial  Math- 
ematics and  Insurance  at  the  University  of  Ivlichi- 
gan,  and  Malcolm  Bryan,  President  of  the  Federal 
Reserve  Bank  of  Atlanta.  The  unanimous  conclu- 
sion of  this  group,  after  a year  of  study  is  as  follows: 

“The  Council  is  pleased  to  report  that  according 
to  the  best  cost  estimates  available  the  contribution 
schedule  now  in  the  law  makes  adequate  provision 
for  meeting  the  cost  of  the  benefits  provided.  We 
have  found  that  the  method  of  financing  is  sound 
and  that  no  fundamental  changes  are  required  or 
desirable.” 

Middle  aged  and  older  physicians  may  be  inter- 
ested in  contemplating  the  fact  that  after  paying 
the  self-employment  tax  for  a minimum  of  six  quar- 
ters (1  Yz  years),  they  are  then  eligible  for  the  same 
benefits  as  if  they  had  paid  their  tax  for  twenty 
years.  For  physicians  now  over  60  this  could  prove 
to  be  a high-paying  investment.  Young  physicians, 
on  the  other  hand,  would  do  well  to  read  their  in- 
surance policies  and  retirement  income  contracts  to 
see  how  little  protection,  comparatively,  they  can  buy 
for  S3 12.00  per  year  from  private  companies. 

All  physicians  should  be  reminded  that  for  many 
years  they  have  been  paying  for  Social  Security  for 
others,  directly,  when  they  pay  their  office  assistants, 
and  indirectly  when  they  purchase  almost  any  com- 
modity. Perhaps  the  time  has  come  when  they 
should  do  as  well  for  themselves  as  they  are  doing 
for  others.  W'e  might  well  consider  whether  the  time 
has  come  for  us  to  leave  our  conspicuous  but  not 
too  rewarding  role  of  insisting  that  “They  are  all 
out  of  step  but  Jim”. 

Edwin  A.  H.^rper,  M.D. 

Social  Security — The  Darker  Side 

The  medical  profession  has  never  hesitated  to  take 
a firm  stand  on  matters  having  to  do  with  free  enter- 
prise, individual  initiative  and  all  the  other  prin- 
ciples which  have  made  this  nation  great. 

It  goes  without  saying  that  you  cannot  take  a 
stand  without  sometimes  having  to  fight  to  preserve 


it.  The  profession  has  taken  on  some  pretty  big 
opponents  in  recent  years,  including  Harry  Truman, 
Oscar  Ewing,  and  Amie  Forand,  but  one  of  the  very 
toughest  has  been  its  own  self.  The  issue  involved 
is  whether  physicians  should  be  covered  by  Social 
Security  and  the  fight  is  being  waged  over  such 
things  as  security,  conscience,  integrity  and  logic. 

It  is  difficult  indeed  to  imagine  why  physicians, 
of  all  people,  would  voluntarily  agree  to  accept  even 
a “little  bit”  of  socialism — not  to  even  mention  such 
a “big  chunk”  as  Social  Security.  The  answer,  there- 
fore, must  have  something  to  do  with  security.  Every 
human  being,  upon  reaching  maturity,  quite  natu- 
rally casts  an  eye  to  the  future.  It  is  only  proper 
that  an  individual  should  be  concerned  about  his 
retirement  years  and  the  problem  of  adequately 
caring  for  his  loved  ones  during  that  period.  But, 
it  is  becoming  increasingly  clear  to  those  who  study 
the  matter  carefully,  that  the  answer  is  not  Social 
Security. 

Let  us  take  a little  closer  look  at  this  thing  called 
Social  Security  and  see  what  we  actually  have.  Eirst 
of  all.  Social  Security  is  not  actuarially  sound.  One 
does  not  have  to  be  schooled  in  the  principles  of 
economics  to  visualize  what  will  probably  happen 
when  the  full  impact  of  the  program  is  felt  some 
twenty  or  thirty  years  hence.  In  1952,  retired  OASI 
beneficiaries  were  receiving  an  average  of  $24.00  in 
benefits  for  each  fifty  cents  paid  in  taxes  while  work- 
ing. In  1954  the  ratio  increased  to  $30.00  for  each 
fifty  cents  and  1956  brought  another  sharp  rise. 
OASI  liability  for  current  and  future  benefits  are 
estimated  at  well  in  excess  of  300  billion  dollars. 
That  liability  will  undoubtedly  continue  to  increase 
— especially  since  the  program  is  moving  steadily 
into  the  fields  of  disability  benefits  and  hospital  and 
medical  care. 

It  would  also  seem  that  an  individual  sincerely 
interested  in  security  would  be  much  better  off  under 
a true  insurance  contract.  He  knows  exactly  what 
his  premium  will  be,  the  benefits  to  be  derived  and 
the  duration  of  coverage.  In  other  words,  he  knows 
exactly  what  he  will  be  paying  and  what  his  family 
will  some  day  be  receiving.  This  is  not  true  under 
Social  Security.  The  individual  covered  has  no 
policy,  no  contract — in  fact  no  guarantee  of  anything. 
The  tax  base  and  tax  rate  are  being  raised  steadily 
and,  according  to  laws  already  on  the  books,  will  be 
doubled  between  now  and  1975.  It  should  be  re- 
membered that  these  rates  can  be  further  increased 
any  time  the  Congress  desires.  Benefits  can  also  be 
raised,  lowered  or  eliminated  entirely  depending 
upon  any  number  of  factors.  This  is  certainly  not 
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insurance.  Rather,  it  is  a tax  supported  dole.  IMore 
than  that,  it  is  socialism  in  its  purest  form. 

It  is  frightening  to  realize  that  very  little  (perhaps 
7%)  of  the  estimated  liability  of  the  Social  Security 
program  is  theoretically  backed  Ijy  reserves.  It  is 
generally  acknowledged  that  most  of  the  Social  Se- 
curity tax  monies  have  been  used  to  pay  other  gov- 
ernment expenses  over  the  past  twenty  years.  It 
makes  one  almost  shudder  to  think  what  this  type 
of  deficit  finance  will  lead  to.  'I’he  answer,  of  course, 
is  taxes,  taxes,  and  more  taxes.  The  House  of  Dele- 
gates of  the  AMA  has  held  that  the  profession  can- 
not oppose  the  Forand  and  other  social  legislation 
now  pending  before  the  Congress,  and  then  vote  to 
climb  on  the  “social  bandwagon”  through  the  me- 
dium of  Social  Security.  Such  inconsistency  can 
only  cause  distrust. 

When  all  the  factors  are  taken  into  consideration, 
it  certainly  seems  that  our  future  generations  will 
face  the  highest  social  security  and  income  taxes 
imaginable.  It  is  also  conceivable  that  the  entire 
program  will  collapse  completely.  The  logical  an- 
swer, as  far  as  physicians  are  concerned,  can  be  found 
in  the  Keogh-Simpson  bills.  These  bills  would  per- 


mit a physician  to  set  aside  a certain  percentage  of 
his  income  (tax  free)  for  retirement  purposes.  This 
would  i)ermit  him  to  invest  in  a retirement  program 
tailored  to  his  own  personal  needs.  It  would  also 
encourage  thrift  and  discourage  inflation  and  de- 
pendence upon  the  federal  government. 

Si)ace  does  not  permit  a detailed  comj)arison  of 
Social  Security  and  private  insurance  policies.  How- 
ever, there  is  no  doubt  but  that  a i)hysician  can 
obtain  protection,  tailored  to  his  family’s  needs,  for 
less  than  he  would  have  to  pay  over  the  years  into 
the  Social  Security  program.  It  would  be  well  for 
each  physician  to  sit  down  with  his  personal  insur- 
ance counselor  and  get  a detailed  comparison  between 
private  insurance  plans  and  Social  Security. 

The  subject  of  Social  Security  is  admittedly  com- 
plex, and  involves  countless  different  facts,  figures 
and  viewpoints.  It  is  the  author’s  sincere  hope  that 
every  member  of  The  Medical  Society  of  Virginia 
will  “think  for  himself”  and  not  be  pushed  pell  mell 
down  the  road  to  socialism.  The  price  for  a govern- 
ment handout  may  be  greater  than  you  think.  It 
could  be  more  than  money — it  could  be  freedom! 

W.  Linwood  Ball,  M.D. 


Toy  Balloons  Stop  Gastric  Bleeding 


Toy  balloons  in  the  hands  of  skilled  physicians  are 
now  saving  the  lives  of  persons  suffering  from  mas- 
sive stomach  hemorrhages. 

Writing  in  the  April  4th  issue  of  the  Journal  of 
the  American  Medical  Association,  four  physicians 
from  the  University  of  Minnesota  Medical  School 
at  ^Minneapolis  reported  that  they  have  used  the 
ordinary  dime  store  rubber  balloons  successfully  to 
stop  duodenal  ulcer  bleeding  in  nine  patients  with- 
out recourse  to  surgery. 

The  technique,  based  on  exhaustive  preliminary 
research  with  animals,  is  comparatively  simple.  The 
empty  balloon,  wrapped  about  the  end  of  a long 
tube,  is  passed  into  the  patient’s  stomach  and  in- 
flated. With  the  aid  of  an  intricate  machine,  a cool- 
ing solution,  consisting  of  equal  parts  of  ethyl  al- 
cohol and  ice-cold  water,  is  circulated  through  the 
balloon.  Constant  temperature  and  circulating  vol- 
ume is  controlled  by  the  machine. 

The  cooling,  which  has  been  carried  out  in  anes- 


thetized animals  for  48  hours  and  in  man  up  to  125 
hours,  virtually  stops  gastric  digestion  and,  in  turn, 
also  stops  the  hemorrhaging.  As  soon  as  the  bleed- 
ing appears  to  be  stopped,  the  machine  is  shut  off, 
the  balloon  deflated  and  removed  from  the  stomach, 
and  the  patient  is  carefully  watched  for  a recurrence 
of  sjinptoms. 

The  doctors — Owen  H.  Wangensteen,  Harlan  D. 
Root,  Peter  A.  Salmon,  and  Ward  O.  Griffin,  Jr. — 
said  that  from  their  observations  the  gastric  cooling 
technique  “holds  promising  therapeutic  value  in  the 
management  of  massive  hemorrhages  from  peptic- 
ulcer-linked  conditions  of  the  duodenum  [the  small 
intestine  leading  from  the  stomach],  the  stomach 
and  the  esophagus.” 

Altogether  the  cooling  procedure  has  been  used 
so  far  on  19  patients  with  different  types  of  gastro- 
intestinal bleeding.  The  majority  of  patients  were 
in  shock  despite  blood  transfusions  and  their  con- 
ditions were  too  poor  for  emergency  surgery.  Fifteen 
of  the  19  patients  required  no  further  treatment. 
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The  Medical  Society  of  Virginia 
Membership  Roster 

May  1,  1959 


This  roster  is  published  as  a service  to  the  membership  and  your  editors  hope  you 
will  find  it  a handy  and  ready  reference. 

Although  the  list  has  been  checked  carefully,  the  State  Office  would  appreciate  being 
advised  of  any  omissions  or  errors.  Addresses  shown  are  those  used  by  the  State 
Office  for  mailing  purposes. 


Abernathy,  Robert  A.,  Jr. 
Clinch  V^alley  Clinic 
Richlands,  Va. 

.\brams,  Harry  S. 

503  Brandon  Avenue 
Charlottesville,  Va. 
Abramson,  Alfred 
214  N.  Washington  St. 
Alexandria,  \A. 

Ackart,  Richard  J. 

4010  W est  Broad  St. 
Richmond  21,  \A. 

Adair,  E.  W''. 

1801  Grandin  Rd.,  S.  W'. 
Roanoke,  Va. 

Adams,  Avis  B. 

151  Baker  St. 

Emporia,  Va. 

Adams,  James  B. 

151  Baker  St. 

Emporia,  Va. 

Adams,  John  D. 

P.  O.  Box  193 
Clifton  Eorge,  Va. 
Adams,  John  McLauchlin 
Memorial  Hospital 
Winchester,  Va. 

Adams,  John  Quincy 
4611  Colley  Ave. 
Norfolk,  Va. 

Adams,  S.  W.,  Jr. 

402  Rives  Rd. 
Martinsville,  Va. 

.Adams,  W’alter  P. 

712  Botetourt  St. 

Norfolk  7,  Va. 

Adams,  William  B. 

315  Dundee  Ave. 
Richmond,  Va. 

Adkerson,  W.  C. 

1100  Church  St. 
Lynchburg,  Va. 
.Ailsworth,  R.  D.,  Jr. 
Professional  Bldg. 
Keysville,  Va. 

Albert,  Solomon  N. 

828  S.  WAkefield  St. 
Arlington  4,  Va. 
Alexander,  E.  L. 

Medical  Arts  Bldg. 
Newport  News,  Va. 
Alexander,  H.  C.,  Jr. 

Farmville,  V’a. 

Alexander,  John  E. 

3801  N.  Fairfax  Drive 
Arlington  3,  V'^a. 
.Alexander,  Leon  H. 
Smithfield,  A-^a. 


Alfriend,  Robert  W. 

748  Graydon  Ave. 

Norfolk,  Va. 

.Allan,  J.  Hamilton 
University  of  Va.  Hospital 
Charlottesville,  Va. 

.Allen,  B.  Randolph 
315  Dundee  Ave. 
Richmond  24,  A^a. 

.Allen,  James  C. 

Eastville,  A^a. 

Allen,  J.  R. 

.Marshall,  Va. 

Allen,  AV.  Glenn,  Jr. 

411  Ridge  Rd. 

Richmond  26,  A^a. 

Allison,  R.  C. 

Emporia,  A’^a. 

.Alrich,  E.  Meredith 
Univ.  Va.  Hospital 
Charlottesville,  Va. 

.Altizer,  E.  Ray 
109  Hardy  Ave. 

Norfolk,  Va. 

Ambrose,  E.  P. 

1004  AA^alker  Dr. 

Radford,  A^a. 

.Ames,  Edward  T. 

iMontross,  A^a. 

Amiss,  F.  Thos. 

Luray,  A-^a. 

Amole,  Charles  A^. 

623  AV.  Blvd.  Dr. 
Alexandria,  A'a. 

.Amory,  Guy  C. 

Hilton  Village 
Newport  News,  A'^a. 
.Amory,  Otis  T. 

7207  River  Dr. 

Newport  News,  A^a. 
.Anderson,  Charles  W'. 

303  Medical  Arts  Bldg. 
Norfolk  10,  A^a. 

.Anderson,  Dewey  Loring 
309  Pine  St. 

Monroe,  La. 

Anderson,  Daniel  N. 

203  A\^ainwright  Bldg. 
Norfolk,  Va. 

Anderson,  James  W. 
lAIedical  Arts  Bldg. 
Norfolk,  Va. 

.Anderson,  J.  Powell 
1309  Ridge  Circle 
AVaynesboro,  A^a. 
Anderson,  Paul  V. 

P.  O.  Box  1514 
Richmond,  A^a. 


.Anderson,  Robert  H. 

312  S.  W'ashington  St. 
.Alexandria,  A^a. 

.Anderson,  Samuel  A.,  Jr. 

1832  Monument  Ave. 

Richmond  20,  A^a. 

.Anderson,  Thomas  H. 

Lawrenceville,  A'^a. 

.Anderson,  AAA  Clayton,  Jr. 

212  W'.  Boscawen  St. 
\A'inchester,  Va. 

.Anderson,  AAfilliam  Morris 
1200  E.  Broad  St. 

Richmond,  Va. 

.Anderson,  \A'oodland  WTrd,  Jr. 
3015  AATst  Avenue 
Newport  News,  Va. 

.Andes,  George  Calvert 
Hostetter  Bldg. 

Harrisonburg,  A^a. 

.Andrew,  Theodore  C. 

103  Aledical  Arts  Bldg. 
Hopewell,  Va. 

Andrews,  James  C. 

801  E.  High  St. 

Charlottesville,  A^a. 

.Andrews,  Katherine  P.  AlcG. 

Rt.  #1,  ‘AA^oodlands” 
Charlottesville,  A^a. 

.Andrews,  Mallory  S. 

205  Aledical  Arts  Bldg. 

Norfolk,  A^a. 

.Andrews,  .Mason  Cooke 
605  Medical  Arts  Bldg. 

Norfolk,  A^a. 

Andrews,  AVilliam  C. 

605  Medical  Arts  Bldg. 

Norfolk,  Va. 

.Angell,  Franklin  L. 

1701  Grandin  Rd.,  S.  W. 
Roanoke  15,  Va. 

Apperly,  Frank  L. 

Sleepy  Hollow  Rd.  & River  Rd. 
Richmond,  Va. 

Apperson,  L.  H. 

3306  Semmes  Ave. 

Richmond  25,  Va. 

.Apperson,  AA'^illiam  E. 

905  Pine  Ridge  Rd. 

Richmond,  A'a. 

.Archer,  Edward  R. 

927  E.  Liberty  St. 

Norfolk  6,  Va. 

Archer,  H.  L. 

400  Locust  Ave. 

Charlottesville,  Va. 
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Archer,  Vincent  \V. 

Box  H25  University  Station 
Charlottesville,  Va. 

Archer,  W.  C. 

Waynesboro,  Va. 

Arey,  Donald  L. 

116  S.  Ridge  St. 

Danville,  Va. 

Armentrout,  C.  S. 

468  Ott  St. 

Harrisonburg,  Va. 
Armstrong,  Allan  L. 

4001  Tampa  Bay  Blvd. 
Tampa  7,  Fla. 

Arnett,  E.  W.,  Jr. 

875  Alain  St. 

Danville,  Va. 

Arnold,  Gayle  G. 

3603  Grove  Ave. 

Richmond,  Va. 

Arnold,  George  B. 

202  Young  Bldg. 

Lynchburg,  Va. 

Arnold,  S.  Raymond 
Box  627 
Amherst,  Va. 

Arrington,  George  E.,  Jr. 

810  W.  Franklin  St. 
Richmond,  Va. 

Arrington,  Thomas  M. 

1001  W.  Franklin  St. 
Richmond,  Va. 

Ashburn,  H.  G. 

1301  Ohio  St. 

South  Norfolk,  Va. 

Ashby,  Evan  H.,  Jr. 

P.  O.  Box  218 
Remington,  Va. 

Atkins,  Samuel  W.,  Jr. 

990  Main  St. 

Danville,  Va. 

Atuk,  Nuzhet  O. 

1626  Rose  Hill  Drive 
Charlottesville,  Va. 

Austin,  Harry  P. 

Box  113 
Pearisburg,  Va. 

Austin,  Jean  J. 

R.  F.  D.  #4 
Alexandria,  Va. 

Axelson,  Gordon  J. 

43  W.  Church  St. 
Martinsville,  Va. 

Ayres,  Frances 
722  E.  Broad  St. 

Falls  Church,  Va. 

Babb,  E.  A4. 

Ivor,  Va. 

Bachman,  J.  S. 

Bristol,  Tenn. 

Bagby,  E.  Lynwood 
Pearisburg,  Va. 

Bagby,  Richard  Albert 
2625  Edgwood  Rd. 

Tampa,  Fla. 

Baggs,  W.  J.,  Jr. 

91  29th  St. 

Newport  News,  Va. 
Baginsky,  Rolf  G. 

94  Ridge  Rd. 

Waban  68,  Mass. 

Bagley,  C.  E. 

230  N.  Highland  St. 
Arlington,  Va. 

Bailey,  Albert  A. 

Tabb,  Va. 


Bailey,  Benjamin  H. 

Nelson  St. 

Yorktown,  Va. 

Bailey,  Harloe 
Rural  Retreat,  Va. 

Bailey,  J.  Paul 
Veterans  Adm.  Hospital 
Kecoughtan,  Va. 

Bailey,  J.  H. 

209  I\ledical  Arts  Bldg. 

Roanoke.  Va. 

Bailey,  L.  P. 

Nathalie,  Va. 

Bailey,  Robert  L.,  Jr. 

1001  W.  Franklin  St. 

Richmond  20,  Va. 

Bailey,  W.  O. 

Leesburg,  Va. 

Bailey,  William  Otis,  Jr. 

2015  R St.,  N.  W. 

Washington,  D.  C. 

Bailie,  Allston  G. 

805  Professional  Bldg. 

Richmond,  Va. 

Bain,  James  B. 

1203  Quaker  Lane 
Alexandria,  Va. 

Baird,  Charles  L. 

Southside  Community  Hospital 
Farmville,  Va. 

Baker,  James  P.,  Jr. 

Greenbrier  Clinic 
White  Sulphur  Springs,  W.  Va. 
Baker,  Wallace  E. 

215  N.  Washington  St. 
Alexandria,  Va. 

Ball,  W.  Linwood 
714  N.  Blvd. 

Richmond  21,  Va. 

Ballard,  Howard  H. 

Pocahontas,  Va. 

Ballou,  N.  Talley 

1200  Prince  Edward  St. 
Fredericksburg,  \'a. 

Bane,  Earle  McKenzie 
Lawrenceville,  Va. 

Bangel,  William  M. 

305  Blair  Ave. 

Newport  News,  Va. 

Baptist,  H.  L. 

917  21st  St. 

Newport  News,  Va. 

Barbe,  Robert  F. 

7 Moore  St. 

Bristol,  Va. 

Barham,  Edward  A.,  Jr. 

1800  Elm  Ave. 

Portsmouth,  Va. 

Barker,  Allen 
603  Medical  Arts  Bldg. 

Roanoke  11,  Va. 

Barksdale,  E.  E. 

1780  Massachusetts  Ave.,  N.  AV. 
W^ashington,  D.  C. 

Barnes,  Lee  A. 

321  Hall  St. 

Franklin,  Va. 

Barnes,  Webster  P. 

1000  W.  Grace  St. 

Richmond,  Va. 

Barnett,  Charles  P. 

1410  Royston  St. 

Fredericksburg,  Va. 

Barnett,  T.  Neill 
707  Medical  Arts  Bldg. 
Richmond  19,  Va. 


Barney,  A\’illiam  11. 

Medical  Center 
l.ynchburg,  Va. 

Barnhart,  Ruth 
301  Medical  Arts  Bldg. 

Roanoke,  V'a. 

Barr,  William  Clayton 
1000  W.  Franklin  St. 

Richmond,  Va. 

Barrett,  Francis  1*',. 

2820  Westgate  Dr. 

Richmond  25,  Va. 

Barrett,  Joseph  E. 

Eastern  State  Hospital 
Williamsburg,  Va. 

Barrow,  F.  P. 

109  West  Rd. 

Portsmouth,  Va. 

Barsanti,  Ardwin  H. 

1015  Terrace  St. 

Falls  Church,  Va. 

Barsanti,  Ronald  G. 

308  Tapawingo  Rd. 

Vienna,  Va. 

Bartkowski,  Joseph  E. 

Wilson  Blvd.  & Kenmore  St. 
Arlington  1,  Va. 

Bartley,  Homer 
216  Boxley  Bldg. 

Roanoke  11,  \'a. 

Barton,  William  B. 

Stonega,  Va. 

Bartsch,  Peter 
Clinch  Valley  Clinic 
Richlands,  Va. 

Bass,  Thomas  R. 

Jeffersonville  Hospital 
Tazewell,  Va. 

Basso,  Rudolph  V. 

1056  N.  Broad  St. 

Fairborn,  Ohio 
Bastien,  Henry  L. 

3801  N.  Fairfax  Dr. 

Arlington,  Va. 

Bates,  Harry  Clark,  Jr. 

3801  N.  Fairfax  Dr. 

Arlington,  Va. 

Bates,  Robley  D.,  Jr. 

103  Professional  Bldg. 

Richmond  19,  \^a. 

Batte,  W.  H. 

N.  & W.  Ry  Co.,  P.  O.  Box  3357 
Norfolk  14,  Va. 

Bauer,  William 
200  Southern  Office  Bldg. 
Norfolk,  Va. 

Baugh,  Emerson  D.,  Jr. 

Fifth  Ave. 

Kenbridge,  Va. 

Baum,  Jerome  N. 

400  Four  Mile  Rd. 

Alexandria,  Va. 

Baylor,  Richard  N. 

7003  Vi  Three  Chopt  Rd. 
Richmond,  Va. 

Baynard,  Melvin  G. 

211  N.  Main  St. 

Emporia,  Va. 

Beachley,  Ralph  G. 

1800  N.  Edison  St. 

Arlington,  Va. 

Beale,  Jefferson  Davis,  Jr. 

192  S.  Main  St. 

Danville,  Va. 

Bear,  Joseph  W.,  Jr. 

P.  O.  Box  566 
Roanoke  14,  Va. 
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Bcath,  Thomas 

1810  .Monument  Ave. 
Richmond,  \’a. 

Beaton,  James  D. 

Medical  Arts  Bldg. 

Danville,  \’a. 

Beatty,  Harry  B. 

5555  Columbia  Pike 
Arlington,  \'a. 

Beaven,  Charles 
87  29th  St. 

Newport  News,  \^a. 

Beazley,  Wyatt  S.,  Jr. 

3400  Park  Ave. 

Richmond.  V'a. 

Beazlie,  Frank  S.,  Jr. 

311  Main  St. 

Newport  News,  \’a. 

Beck,  Regena 
1809  Park  Ave. 

Richmond,  \"a. 

Beckner,  W.  F. 

713-14  West  Virginia  Bldg. 
Huntington,  W.  V’^a. 

Beckwith,  Julian  R. 

University  of  \'irginia  Hospital 
Charlottesville,  \’a. 

Beckwith,  R.  P.,  Jr. 

Rt.  11,  Bo.x  398-B,  Hey  Rd. 
Richmond.  Va. 

Bedinger,  Robert  W. 

1000  W.  Grace  St. 

Richmond,  Va. 

Bcdsaul,  F.  Clyde 
Floyd,  Va. 

Beecroft,  .M.  B. 

319  64th  St. 

Newport  News,  \’^a. 

Beeken,  S.  J. 

Christiansburg,  Va. 

Beeler,  R.  V. 

1880  Arlington 
Sarasota,  Florida 
Beinstein,  Joseph 
3801  N.  Fairfax  Dr. 

.\rlinerton,  Va. 

Bell,  B.  I. 

\\’illiamsburg,  \"a. 

Bell,  Ba.xter  I.,  Jr. 

Cary  St. 

W'illiamsburg,  Va. 

Bell,  C.  Cooper,  Jr. 

710  Keats  Rd. 

Richmond  29,  Va. 

Bell,  H.  O. 

Essex  Co.  Isolation  Hospital 
Belleville,  N.  J. 

Bell,  Houston  L. 

711  S.  Jefferson  St. 

Roanoke,  \^a. 

Bell,  Leslie  .M. 

137  W.  Boscawen  St. 
Winchester,  \’a. 

Bell,  Richard  P.,  Jr. 

119  Oakenwold  Terrace 
Staunton,  Va. 

Bell,  Robert  A. 

1220  N.  Hudson  St. 

.Arlington,  Va. 

Bell,  Thomas  G. 

211  W.  Frederick  St. 

Staunton,  Va. 

Belter,  Lester  F. 

5403  Toddsbury  Rd. 

Richmond,  Va. 


Bene,  Eugene 
Box  106 
Centreville,  \’a. 

Benham,  William  D. 

1209  N.  Quantico  Street 
Arlington  5,  \"irginia 
Benko,  Ernest  J. 

Norton,  Va. 

Bennett,  Bradford  Sherwood 
214  West  Boscawen  St. 
Winchester,  Va. 

Bennett,  R.  A. 

815  Church  St. 

Lynchburg,  Va. 

Bennett,  S.  O. 

207  \Vainwright  Bldg. 

Norfolk  10,  Va. 

Benthall,  Rack  E. 

226  N.  Columbus  St. 

Alexandria,  Va. 

Bentley,  Jack  K. 

Dante,  Va. 

Berblinger,  Klaus  W. 

The  Langley  Porter  Neuropsychi- 
atric Institute 

Parnassus  and  First  Avenues 
San  Francisco  22,  Calif. 

Berger,  Clift  P. 

Clearview  Manner,  Rt.  1 
.McLean,  Va. 

Berger,  James  S. 

413  M'ainwright  Bldg. 

Norfolk,  Va. 

Berkeley,  G.  R. 

Great  Neck  Pt. 

London  Bridge,  Va. 

Berlin,  E.  S. 

227  .Midtown  Bldg. 

Norfolk  5,  Va. 

Berlin,  Irving 
305  Blair  Ave. 

Newport  News,  Va. 

Berlin,  Lewis 
6103  Granby  St. 

Norfolk,  Va. 

Bernart,  M’illiam  F. 

Nassawadox,  Va. 

Bernharr,  WTsley  C. 

Columbia  Pike  (Box  163) 
Annandale,  Va. 

Berry,  Bradley  D. 

Grundy  Hospital 
Grundy,  Va. 

Berry,  William  J. 

4310  Perlita  St.,  Apt.  A 
N ew  Orleans  22,  La. 

Bertholf,  .Max  Erwin 
3604  ^^’illiamson  Rd.,  N.M'. 
Roanoke,  Va. 

Bickers,  Mhlliam 
412  .Medical  Arts  Bldg. 

Richmond,  Va. 

Bickford,  James  V. 

1204  Colonial  Ave. 

Norfolk,  Va. 

Bieren,  Roland  Essig 
6416  Arlington  Blvd. 

Ealls  Church,  Va. 

Bilisoly,  Frank  N. 

1115  Colonial  Ave. 

Norfolk,  Va. 

Binder,  Monte  L. 

Aledical  Arts  Bldg. 

Newport  News,  Va. 

Birch,  John  B. 

P.  O.  Box  346 
Abingdon,  Va. 


Birdsong,  Gordon  G. 

Box  306 
Franklin,  Va. 

Birdsong,  McLemore 
University  Hospital 
Charlottesville,  Va. 

Bisese,  Albert  J. 

112  E.  Little  Creek  Rd. 
Norfolk,  Va. 

Bishop,  J.  M. 

511  Aledical  Arts  Bldg. 
Roanoke,  Va. 

Bishop,  W'm.  B. 

Lawrenceville,  Va. 

Black,  James  B.,  Jr. 

1001  \y.  Eranklin  St. 
Richmond  20,  Va. 

Blackman,  Raymond  Scrivener 
Blue  Ridge  Sanatorium 
Charlottesville,  V^a. 
Blackwell,  R.  B. 

Health  Dept. 

210-26th  St. 

Newport  News,  Va. 

Blades,  James  F. 

810  Av.  Franklin  St. 
Richmond  20,  Va. 

Blair,  Wm.  F. 

739  W.  Princess  Anne  Rd. 
Norfolk,  Va. 

Blalock,  Joseph  R. 

Drawer  670 
Marion,  Va. 

Bland,  Harvey  G. 

91  29th  St. 

Newport  News,  Va. 

Bland,  Milton  H. 

1 204  Colonial  Ave. 

Norfolk  10,  \^a. 

Blankinship,  Rex 

1307  Westbrook  Ave. 
Richmond,  Va. 

Blanton,  Frank  iM. 

828  \\’.  Franklin  St. 
Richmond  20,  \'a. 

Blanton,  Wyndham  B. 

828  W.  Franklin  St. 
Richmond,  Va. 

Blanton,  W.  B.,  Jr. 

828  \Ak  Franklin  St. 
Richmond,  \^a. 

BlLss,  Reba  Noelle  Gwyneth 
3601  Granby  St. 

Norfolk,  \^a. 

Bliss,  Theodore 
3601  Granby  St. 

Norfolk,  Va. 

Bloom,  Nathan 

1006  W.  Franklin  St. 
Richmond,  \"a. 

Boatwright,  Charles  L. 

110  S.  Main  St. 

Blacksburg,  \'a. 

Boatwright,  D.  C. 

Box  442 
.Marion,  Va. 

Bobbitt,  Oliver  Beirne,  Jr. 
University  Hospital 
Charlottesville,  Va. 

Bocknek,  M.  iMendel 
6318  \\hllston  Dr. 

Falls  Church,  Va. 

Bocock,  Edgar  A. 

Doctors  Hospital 
1815  I Street,  N.Mk 
Washington,  D.  C. 
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Bocock,  James  Harry 
1446  Chesapeake  Ave. 

South  Norfolk,  Va. 

Bohrer,  Charles  A. 

1234  Rebecca  Dr. 

Alexandria,  Va. 

Boland,  Micajah,  (MC)  U.S.N. 

“Old  Comfort” 

London  Bridge,  Va. 

Bond,  A.  H. 

Norton,  Va. 

Bond,  W.  R. 

Rt.  2 

Midlothian,  Va. 

Bondurant,  C.  H. 

P.  O.  Box  76 

Newton  Baker  Vet.  Adm.  Centre 
Martinsburg,  VV.  Va. 

Bondurant,  Robert  Frederick 
2702  Wycliffe  Ave.,  S.W. 
Roanoke,  Va. 

Booker,  Armistead  P. 

1106  W.  Main  St. 

Charlottesville,  Va. 

Booker,  C.  L. 

Lottsburg,  Va. 

Booker,  D.  Coleman 
Medical  Bldg. 

207  E.  Cawson  St. 

Hopewell,  Va. 

Booker,  J.  Motley 
Lottsburg,  Va. 

Booker,  R.  E. 

Lottsburg,  Va. 

Boone,  Henry 
110  Maycox  Ave. 

Norfolk,  Va. 

Booth,  Orin  Watts 
87  29th  St. 

Newport  News,  Va. 

Borland,  David  S. 

5203  Monument  Ave. 

Richmond,  Va. 

Bosher,  Lewis  H.,  Jr. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Bostic,  S.  C. 

Coronado  Pines 
Oklawaha,  Fla. 

Bosworth,  E.  W.,  II 
106  Adyers  St. 

Lexington,  Va. 

Botts,  George  W. 

Norton,  Va. 

Botts,  William  N. 

Botts  Bldg. 

Big  Stone  Gap,  Va. 

Bourne,  George  S. 

Adedical  Arts  Bldg. 

Roanoke  11,  Va. 

Bourne,  H.  R. 

Adasonic  Temple 
Danville,  Va. 

Bouton,  Stephen  Miles,  Jr. 
Lynchburg  General  Hospital 
Lynchburg,  Va. 

Bowden,  Paul  W. 

304  Clovelly  Rd. 

Richmond,  Va. 

Bowen,  Courtney  C. 

Clinch  Valley  Clinic 
Richlands,  Va. 

Bower,  Richard  E. 

Richlands,  Va. 

Bowers,  Russell  V. 

3601  Mechanicsville  Pike 
Richmond,  Va. 


Bowles,  R.  B. 

Mathews,  Va. 

Boyce,  Stanley  C. 

Appomattox,  Va. 

Boyd,  John  O.,  Jr. 

117  McClanahan  St,,  S.W. 
Roanoke  14,  Va. 

Boyd,  Robert  S. 

4 South  Stewart  St. 
Winchester,  Va. 

Boyd,  William  E. 

110  Adaycox  Ave. 

Norfolk,  Va. 

Boyle,  Ad.  L. 

Adedical  Arts  Bldg. 
Richmond,  Va. 

Bracey,  Altamont  H. 

South  Hill,  \^a. 

Bracey,  L.  H. 

South  Hill,  Va. 

Bradford,  Kenneth 
Box  688 
Staunton,  Va. 

Bradley,  Chester  D. 

2914  West  Ave. 

Newport  News,  Va. 
Bradley,  Robert  AVilloughbee 
Powhatan,  Va. 

Branch,  David  AVare 
920  S.  Jefferson  St. 
Roanoke,  Va. 

Brann,  Wm.  C. 

South  Boston,  Va. 

Brawner,  Luther  C. 
Professional  Bldg.,  605 
Richmond  19,  Va. 

Braxton,  H.  H. 

Chase  City,  Va. 

Bray,  Charles  B.,  Jr. 

1240  Third  St.,  S.  W. 
Roanoke  16,  Va. 

Bray,  Maurice  Miller 
Lakeview  Clinic 
Suffolk,  Va. 

Bray,  Sidney  E. 

Masonic  Temple  Bldg. 
Newport  News,  Va. 

Bray,  W.  E. 

25  University  Circle 
Charlottesville,  Va. 

Bray,  William  E.,  Jr. 

1016-6th  Ave. 

Huntington,  W.  Va. 
Bregman,  Robert  L. 

3515  Adt.  Vernon  Ave. 
Alexandria,  Va. 

Breit,  Harvey  J. 

607  Court  St. 

Portsmouth,  Va. 

Brennan,  Walter  J.,  Jr. 

706  Duke  St. 

Alexandria,  Va. 

Brent,  Meade  S. 

Heathsville,  Va. 

Brick,  Harry 

1817  Monument  Ave. 
Richmond  20,  Va. 

Brickhouse,  A.  T. 

Hopewell,  Va. 

Brinkley,  Arthur  S. 

5104  Cary  Street  Road 
Richmond,  Va. 

Brittain,  R. 

Tazewell,  Va. 

Broaddus,  C.  A. 

Newtown,  Va. 


Brobst,  Henry  T. 

2037  Crystal  Spring  Ave.,  S.AA’. 
Roanoke,  Va. 

Brock,  M.  F. 

810  Medical  Arts  Bldg. 

Norfolk,  Va. 

Brockmeyer,  M.  H. 

131  5th  St. 

Pulaski,  Va. 

Broders,  A.  C. 

Scott  & White  Clinic 
Temple,  Tex. 

Brooks,  G.  Kirby,  Jr. 

1614  Monument  Ave. 

Richmond,  Va. 

Brooks,  James  W. 

1200  F,.  Broad  St. 

Richmond,  Va. 

Broome,  L.  R. 

Catawba  Sanatorium,  Va. 

Brown,  Alexander  G.,  Ill 
1135  W.  Franklin  St. 

Richmond,  Va. 

Brown,  Charles  Pugh 
930  Redgate  Ave. 

Norfolk,  Va. 

Brown,  Esther  Clark 
Professional  Bldg. 

Salem,  Va. 

Brown,  Hugh  B.,  Jr. 

Draper,  Va. 

Brown,  James  G. 

121  N.  Washington  St. 

Alexandria,  Va. 

Brown,  Lee  B. 

University  of  Va.  Hospital 
Charlottesville,  Va. 

Brown,  Ralph 

901  Charlton  Ave. 

Charlottesville,  Va. 

Brown,  Raymond  Sidney 
Gloucester,  Va. 

Brown,  William  A.,  Jr. 

317  Western  Branch  Blvd. 
Portsmouth,  Va. 

Browne,  R.  AV. 

914  Tulip  St. 

Johnson  City,  Tenn. 

Brownley,  Harvey  C. 

1108  Allied  Arts  Bldg. 

Lynchburg,  Va. 

Brubaker,  Herman  W. 

5501  Williamson  Rd.,  N.AA'. 
Roanoke,  A^a. 

Bruce,  James  C. 

1219  Adagnolia  St. 

Greensboro,  N.  C. 

Bruce,  J.  Garnett,  Jr. 

Gordonsville,  Va. 

Brummer,  Donald  L. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Brush,  Edward  V. 

22  W.  AVashington  St. 

Lexington,  Va. 

Bryant,  J.  Adarion 

N.  Y.  Univ.  Post-Grad.  Med.  Sch. 
477  Eirst  Ave. 

New  York  16,  N.  Y. 

Bryant,  John  E.,  Jr. 

P.  O.  Box  44 
Franklin.  Va. 

Bryce,  Edwin  C.,  II 
5406  New  Kent  Rd. 

Richmond  19,  Va. 

Bryce,  William  F. 

4920  New  Kent  Road 
Richmond,  Va. 
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Buchanan,  F.  T. 

\Voodland  Dr. 

Bristol,  Va. 

Buchanan,  John  C. 

Clintwood,  \’a. 

Buchanan,  Josephine  Jordan 
5806  Franklin  Ave. 

Falls  Church.  \’a. 

Buck,  Frank  Neville,  Jr. 

212  Langhorne  Rd. 
Lynchburg,  Va. 
Buckingham,  E.  W. 

Medical  Arts  Bldg. 
Newport  News,  Va. 

Budd,  Samuel  ^\’althall,  Jr. 
526  N.  Blvd. 

Richmond,  \’a. 
Buenaventura,  Frank 
1017  Duke  St. 

Alexandria,  \"a. 

BufTey,  \Valter  H. 

3604  .Monument  Ave. 
Richmond  21,  Va. 

Buis,  L.  James 
801  Professional  Bldg. 
Richmond,  Va. 

Bullock,  Henry  A.,  Jr. 

2005  Stuart  Ave. 
Richmond,  V^a. 

Bullock,  John  B. 

2019  .Monument  Ave. 
Richmond,  \"a. 

Bunce,  John  D. 

3003  Gallows  Rd. 

Falls  Church,  \^a. 

Bundy,  Paul  J. 

iMountain  City,  Tenn. 
Bundy,  Walter  E.,  Jr. 

6823  Kensington  Ave. 
Richmond,  Va. 

Bunts,  Robert  Carl 

Wterans  Adm.  Hospital 
Richmond  19,  \'a. 

Burch,  W.  T. 

105  N.  Alfred  St. 
.-Mexandria,  \'a. 

Burgwyn,  Collinson  P.  E. 

7 .Marshall  St. 

Petersburg,  \’a. 

Burk,  Lloyd  ByTon,  Jr. 

3801  N.  Fairfax  I)r. 
Arlington,  Va. 

Burke,  A.  A. 

203  .Medical  Arts  Bldg. 
Norfolk,  Va. 

Burke,  James  Otey 
c/o  A.  H.  Robins  Co.,  Inc. 
1407  Cummings  Dr. 
Richmond,  \’a. 

Burke,  .Melvin  H. 

1957  Bayview  Blvd. 
Norfolk,  V'^a. 

Burnette,  O.  Kyle 
Culpeper,  Va. 

Burton,  C.  T. 

609  Medical  Arts  Bldg. 
Roanoke,  \^a. 

Burton,  Edwin  W. 

307  E.  Market  St. 
Charlottesville,  Va. 

Butler,  W'ilbert  E. 

339  Boush  St. 

Norfolk,  Va. 

Butler.  W.  M'.  S.,  Ir. 

1234  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 

Butler,  William  W.  S..  Ill 
1234  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 


Butterworth,  John  F.,  Ill 
501  E.  Franklin  St. 
Richmond,  Va. 

Butterworth,  R.  D. 

307  Professional  Bldg. 
Richmond  19,  Va. 

Buttery,  Christopher  M.  G. 
Franklin  St. 

Rocky'  .Mount,  X’a. 

Butzner,  William  W.,  Jr. 
1204  Princess  Anne  St. 
Fredericksburg,  Va. 

Bu.xton,  Ernest  P.,  Jr. 

5006  Cary'  St.  Rd. 
Richmond,  \^a. 

Buxton,  Russel  von  Lehn 
Mary  Immaculate  Hospital 
Newport  News,  Va. 

Buxton,  W.  D. 

University  of  Va.  Hospital 
Charlottesville,  Va. 

Byerly',  Baxter  H. 

990  Main  St. 

Danville,  Va. 

By'ers,  F.  L. 

Professional  Bldg. 
Harrisonburg,  Va. 

By'rd,  Allen  L. 

139  S.  .Main  St. 

Danville,  Va. 

Byrd,  Charles  W. 

VA  Hospital 
Richmond  19,  Va. 

Byrd,  G.  Bentley 
327  W.  Bute  St. 

Norfolk,  Va. 

Byrd,  John  A. 

No  current  address 
Byrd,  M'illiam  Edward 
327  M'est  Bute  St. 

Norfolk  10,  Va. 

Byrne,  Robert  E. 

1511  North  Quincy  St. 
Arlington  7,  Va. 

Cabaniss,  J.  Lawson 

1632  Center  Hill  Dr.,  S.^^^ 
Roanoke,  Va. 

Cadden,  John  F. 

Front  Roy'al,  Va. 

Cain,  George  E. 

St.  Paul,  \’a. 

Caine,  Thomas  P.,  Jr. 

1030  Warwick  Rd. 
Newport  News,  \’a. 

Cake,  Charles  P. 

4200  N.  24th  St. 

Arlington,  Va. 

Caldronev,  Thomas 
87-29th'  St. 

Newport  News,  \’a. 
Caldwell,  George  AI. 

509  W.  Main  St. 
Christiansburg,  Va. 

Calisch,  L.  H. 

745  Alain  St. 

Danville,  \^a. 

Call,  John  D. 

1805  Alonument  Ave. 
Richmond  20,  \^a. 

Call,  Alanfred 
R.  F.  D.  8 
Richmond,  Va. 

Callahan,  Neil 

315  Aledical  Arts  Bldg. 
Norfolk  7,  Va. 

Calvert,  G.  Edward 
9-Aledical  Center 
Ly'nchburg,  Va. 


Camp,  James  L.,  Ill 
P.O.  Box  3816,  Univ.  Station 
Charlottesville,  Va. 

Camp,  Joseph  W. 

Dunbar,  Va. 

Camp,  Paul  D. 

Professional  Bldg. 

Richmond,  Va. 

Campbell,  Clarence 
Sparta,  Va. 

Campbell,  Glenn  C. 

Box  357 
Staunton,  Va. 

Campbell,  R.  D. 

Saltville,  Va. 

Campbell,  Robert  AI. 

415  Kay  Rd. 

Portsmouth,  V’^a. 

Canada,  Col.  Charles  C. 

The  Surgeon 

M’hite  Sands  .Missile  Range 
New  Alexico 
Candler,  Paul  K. 

Warrenton,  Va. 

Canter,  Noland  AI.,  Jr. 

301  Professional  IJldg. 
Harrisonburg,  Va. 

Cantin,  Ira  AI. 

Aledical  Arts  Bldg.  Annex 
Norfolk,  Va. 

Caplan,  Julius 
605  Professional  Bldg. 

Portsmouth,  Va. 

Capozzella,  Henry  F. 

3515  N.  Valley  St. 

Arlin^on  7,  Va. 

Caravati,  Charles  AI. 

208  Gun  Club  Road 
Richmond  21,  A^a. 

Cardwell,  Charles  P.,  Ill 
5802  Pollard  Dr. 

Richmond  26.  A’^a. 

Carey,  Sheldon  D. 

209  East  Alain  St. 

Salem,  Va. 

Carleton,  B.  L. 

326  65th  St. 

Newport  News,  Va. 

Carmichael,  Gordon  G. 

920  S.  Jefferson  St. 

Roanoke,  A'^a. 

Carmichael,  Aliriam  W. 

1202  Palmyra  Ave. 

Richmond,  A^a. 

Carmines,  F.  Ashton 
311  Alain  St. 

Newport  News,  A^a. 

Carney',  J.  AV. 

315  59th  St. 

Newport  News,  Va. 

Carpenter,  Ernest  Betts 
401  Aledical  Arts  Bldg. 

Richmond  19,  A^a. 

Carpenter,  Col.  George  R..  Al.C. 
Aledical  Section,  HQ  First  Army 
Governors  Island 
New  A’ork  4,  N.  A". 

Carpenter,  James  H. 

211  N.  Patrick  St. 

Alexandria,  A^a. 

Carr,  E.  S. 

Narrows,  Va. 

Carr,  George  H.,  Jr. 

Professional  Bldg. 

Portsmouth,  Va. 

Carroll,  Frank  A. 

1705  Fern  St. 

Alexandria,  Va. 
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Carroll,  George  J. 

Louise  Obici  Mem.  Hospital 
Suffolk,  Va. 

Carson,  A.  L.,  Jr. 

7103  Lakewood  Dr. 

Richmond,  Va. 

Carter,  Burr  N.,  II 
4 S.  W'ilton  Rd. 

Richmond,  \'^a. 

Carter,  C.  T. 

Box  129 
Danville,  Va. 

Carter,  Edward  Kent 
Route  4 

Kingsport,  Tenn. 

Carter,  F.  Bayard 
Duke  University 
Durham,  N.  C. 

Carter,  Garland  H. 

Boydton,  Va. 

Carter,  G.  Norffeet 
Boydton,  Va. 

Carter,  G.  Benjamin 
1805  Monument  Ave. 
Richmond,  Va. 

Carter,  Samuel  Henley 
Verona,  Va. 

Carter,  Shirley 
West  Point,  Va. 

Carter,  W.  Smoot 
214  W.  Boscawen  St. 
Winchester,  Va. 

Cary,  S.  Beverly 

303  Medical  Arts  Bldg. 
Roanoke,  Va. 

Casey,  Carlton  J. 

711  Richmond  Road 
Williamsburg,  Va. 

Casolaro,  Joseph  D. 

4105  Forest  Lane 
Falls  Church,  Va. 

Cassidy,  Robert  L. 

Medical  Arts  Building 
Culpeper,  Va. 

Cate,  L.  Huntley 
Brightwood,  Va. 

Catlett,  John  B. 

1000  W.  Grace  St. 

Richmond,  Va. 

Catron,  Stuart  H.,  Jr. 

Johnston  Memorial  Clinic 
Abingdon,  Va. 

Caudill,  E.  L. 

Elizabethton,  Tenn. 

Caudill,  W.  C. 

Pearisburg,  Va. 

Caulkins,  C.  W'hitney,  Jr. 

220  Rosser  Ave. 

Waynesboro,  Va. 

Cauthorne,  Robert  T. 

5405  Patterson  Ave. 

Richmond,  Va. 

Cave,  William  B. 

Box  66 
Madison,  Va. 

Cavedo,  \V.  Fitzgerald 
101  N.  Blvd. 

Richmond,  Va. 

Cawley,  Edward  P. 

Rugby  Circle 
Charlottesville,  Va. 

Cawood,  Chas.  D. 

Middlesborough  Hosp.  & Clinic 
Middlesborough,  Ky. 

Cecil,  Wm.  B.,  Jr. 

Pearisburg,  Va. 

Chairsell,  J.  F. 

3825  N.  Pershing  Dr. 

Arlington  3,  Va. 


Chalkley,  Thomas  S. 

5120  Cary  St.  Rd. 
Richmond,  Va. 

Chamberlain,  Richard  R. 

1234  Franklin  Rd. 

Roanoke,  Va. 

Chapin,  W.  F'. 

5021  Riverside  Dr. 
Richmond,  Va. 

Chapman,  Douglas  G. 

324  Clovelly  Rd. 

Richmond  21,  Va. 

Chapman,  William  H. 

707  Gittings  St. 

Suffolk,  Va. 

Chappell,  G.  E. 

Halifax,  Va. 

Charlton,  James  P. 

1603  Atlantic  Ave. 

\drginia  Beach,  Va. 

Chelf,  Hugh  T. 

Culpeper,  Va. 

Cherry,  Kenneth  J. 

1805  Monument  Ave. 
Richmond  20,  Va. 
Chewning,  C.  C. 

103  Tuckahoe  Blvd. 
Richmond  21,  Va. 

Childrey,  Edgar,  Jr. 

605  Professional  Bldg. 
Richmond,  Va. 

Chiles,  Daniel  Duncan 
St.  Albans  Sanatorium 
Radford,  Va. 

Chinn,  Joseph  W. 

Tappahannock,  Va. 
Chitwood,  E.  M. 

Wytheville,  Va. 

Chitwood,  Edmund  AL,  Jr. 
Pulaski  Hospital 
Pulaski,  Va. 

Chitwood,  James  L. 

73  3rd  St.,  N.  W. 

Pulaski,  Va. 

Chitwood,  Sarah  Roberts 
640  Prospect  Ave. 

Pulaski,  Va. 

Chitwood,  Walter  R. 

Wytheville,  Va. 

Choate,  V.  O. 

Galax,  Va. 

Choi,  C.  C. 

703  Belleview  Blvd. 
Alexandria,  Va. 

Christian,  William  H.,  Jr. 

East  End  Shops 
N.  & AV.  Rwy.  Co. 
Roanoke,  Va. 

Christie,  Roy  E. 

N.  & W.  Rwy.,  G.  O.  Bldg. 
Roanoke,  Va. 

Christie,  Thomas 
Aliners  Alemorial  Hospital 
Beckley,  W.  A^a. 

Chucker,  George  N. 

C.  & O.  Hospital 
Clifton  Forge,  V^a. 

Cimmino,  Christian  Virgil 
Mary  Washington  Hospital 
Fredericksburg,  Va. 
Claiborne,  Herbert  A.,  Jr. 

1954  Lewis  Alountain  Rd. 
Charlottesville,  Va. 
Clapsaddle,  Gene  E. 

109  Lee  St. 

Vinton,  Va. 

Clare,  John  L. 

990  Alain  St. 

Danville,  Va. 


Clark,  Hugh 
Winchester,  Va. 

Clark,  John  Robert 

Henr>'  County  Aleilical  Center 
21  Starling  Ave. 

Martinsville,  Va. 

Clark,  Louise  Leland 
Chester,  Va. 

Clarke,  T.  H. 

Christiansburg,  Va. 

Clary,  Beverley  B. 

Medical  Arts  Bldg. 

Richmond,  Va. 

Claterbaugh,  Raymond  L. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 

Claytor,  Frank  W. 

413  Gainsboro  Rd.,  N.  W. 
Roanoke,  Va. 

Claytor,  John  B.,  Jr. 

413  Gainesboro  Rtl.,  N.Wl 
Roanoke,  Va. 

Clement,  Hugh  W. 

Coeburn,  Va. 

Clements,  Francis  J. 

702  3rd  Ave. 

Farmville,  Va. 

Clements,  Kenneth  AL 
238  Warwick  Rd. 

Newport  News,  \"a. 

Cline,  Robert  F. 

126  N.  Braddock  St. 

Winchester,  Va. 

Clore,  Jesse  Newton,  Jr. 

1000  W’.  Grace  St. 

Richmond,  Va. 

Coates,  Joseph 
Bolen  Bldg. 

Galax,  Va. 

Coates,  Thomas  Felix,  Jr. 

6506  Ridgeway  Rd. 

Richmond,  Va. 

Cocke,  John  Alexander 
300  Wainwright  Bldg. 

Norfolk,  Va. 

Cofer,  A^emon  L. 

1124  Bolling  Ave. 

Norfolk  8,  Va. 

Coffey,  Everett  L. 

P.  O.  Box  297 
Buchanan,  Va. 

Cohen,  Alvin 
51  S.  Alarket  St. 

Petersburg,  A^a. 

Cohen,  N.  Norman 
1609  Aberdeen  Rd. 

Hampton,  A^a. 

Cole,  E)ean  B. 

801  Professional  Bldg. 

Richmond,  Va. 

Cole,  Elizabeth  C. 
c/o  American  Friends  Service  Com. 
P.  O.  Barpali 
Orissa,  India 
Cole,  John  E. 

Fredericksburg,  A^a. 

Coleman,  Ashby 
P.  O.  Box  632 
Altavista,  Va. 

Coleman,  Claude  C.,  Jr. 

Univ.  of  Virginia  Hospital 
Charlottesville,  Va. 

Coleman,  Custis  L. 

116  E.  Franklin  St. 

Richmond  19,  A^a. 

Coleman,  Frank  P. 

5115  Cary  St.  Rd. 

Richmond,  A^a. 
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Coleman,  H.  R.,  Jr. 

P.  O.  Box  908 
Lexington,  \’a. 

Coleman,  ^^’illiam  P. 

314  Charlotte  St. 

Lynchburg,  \'a. 

Colley,  James  T. 

Rocky  Mount,  Va. 

Collier,  John  E. 

1716  Park  Ave. 

Richmond  20,  Va. 

Collins,  Jos.  D. 

Medical  Arts  Bldg. 

Portsmouth,  \’a. 

Collins,  W.  F. 

314  Peoples  Federal  Bldg. 
Roanoke,  Va. 

Conduff,  Chas.  E. 

1619  Buena  Vista  Blvd.,  S.E. 
Roanoke,  Va. 

Conley,  L.  iM. 

Houston  Hospital 
Houston,  Miss. 

Coogan,  E.  Anthony 
Annandale,  \’a. 

Cook,  Sarah 

3103  N.  10th  St. 

Arlington  1,  Va. 

Cook,  W’illiam  A.,  Jr. 

4-Medical  Center 
Lynchburg,  Va. 

Cooley,  C.  C. 

912  iMedical  Arts  Bldg. 

Norfolk,  Va. 

Cooper,  Claude  E. 

Annandale,  Va. 

Cooper,  George,  Jr. 

Box  3413,  University  Station 
Charlottesville,  Va. 

Cooper,  Kenneth 
723  Church  St. 

Lynchburg,  Va. 

Cooper,  Robert  R.,  Jr. 

8480  Mona  Ave. 

Norfolk,  Va. 

Cope,  Jerome  A. 

13  N.  Hudson  St. 

Arlington,  Va. 

Copley,  \V.  Henry 

1210  W’estover  Hills  Blvd. 
Richmond  25,  Va. 

Coppola,  A.  R. 

2814  West  Ave. 

Newport  News,  \^a. 

Corbell,  Robert  L.,  Jr. 

303  Norman  Road— Green  Acres 
Portsmouth,  Va. 

Corcoran,  David  B. 

Lakeview  Clinic 
Suffolk,  Va. 

Coren,  Sidney  W. 

7822  Granby  St. 

Norfolk,  Va. 

Corpening,  Cora  Z. 

Virginia  Beach,  Va. 

Corson,  Harold  F. 

4854  Rock  Spring  Rd. 

Arlington,  Va. 

Cosby,  Wm.  L. 

Painter,  Va. 

Couch,  S.  C. 

Cleveland,  Va. 

Coughlan,  Stuart  G. 

19  Terry  Court 
Staunton,  Va. 

Coulter,  J.  C. 

126  N.  7th  Street 
Mayfield,  Ky. 


Counts,  WTliam  R. 

WTlch,  W.  Va. 

Courtney,  C.  B. 

4814  fduntington  Ave. 

Newport  News,  Va. 

Cover,  Elizabeth  M. 

Dew  Bldg. 

Covington,  Va. 

Cover,  Jesse  R. 

204  E.  Main  St. 

Fairfax,  Va. 

Cover,  \\hlliam  A. 

Tazewell,  Va. 

Cowling,  Lawrence  S. 

5115  Huntington,  Av'e. 

Newport  News,  Va. 

Cox,  Harry  D. 

113  Fauquier  St. 

Portsmouth,  Va. 

Cox,  J.  Glenn 
Box  67 
Hillsville,  Va. 

Cox,  Joseph  E. 

VA  Center 
Shreveport,  La. 

Cox,  L.  Philip 
510  George  St. 

Fredericksburg,  \'a. 

Cox,  Robert  H.,  Jr. 

Aledical  Center 
Lynchburg,  Va. 

Cox,  R.  M. 

Professional  Bldg. 

Portsmouth,  Va. 

Cox,  V^irgil  J. 

Galax,  Va. 

Cox,  V’illiam  Henry 
2020  Alonument  Ave. 

Richmond  20,  Va. 

Cracovaner,  David  J. 

Newport  News  Shipbuilding  & Dry 
Dock  Co. 

Newport  News,  Va. 

Craddock,  George  B. 

Courtland  Bldg.,  7th  & Court  St. 
Lynchburg,  Va. 

Craddock,  William  Edmund 
R.  F.  D.  #2 
Charlottesville,  Va. 

Crafford,  M.  AV. 

Lee  Hall,  Va. 

Craig,  W.  H. 

1308  Porter  St. 

Richmond,  Va. 

Crank,  Gilbert  O. 

925  W.  Sunset  Blvd. 

Los  Angeles  12,  Calif. 

Craun,  Catherine  E. 

282  Cantrell  Ave. 

Harrisonburg,  Va. 

Craun,  Galen  G. 

605-10  The  Natl.  Bank  Bldg. 
Harrisonburg,  Va. 

Crawford,  F.  R. 

Farmville,  Va. 

Crawford,  Hugh  H. 

812  .Medical  Arts  Bldg. 

Norfolk,  Va. 

Crawford,  John  C. 

2022  Atlantic  Ave. 

Virginia  Beach,  V'a. 

Crawford,  John  G. 

Box  563 
Staunton,  Va. 

Crawford,  Robert  C. 

1224  Franklin  Rd.,  S.  W. 

Roanoke,  Va. 


Crawford,  Wm.  B.,  Jr. 

Woodstock,  Va. 

Credle,  William  Swindell 
Doctor’s  Bldg. 

Bristol,  Tenn. 

Creecy,  A.  A. 

311  Main  St. 

Newport  News,  Ya. 

Creef,  James  W. 

1301  Ohio  St. 

S.  Norfolk  6,  Va. 

Creger,  J.  Dean 
St.  Paul,  Va. 

Crider,  Donald  B. 

20  N.  .Market  St. 

Staunton,  \’a. 

Crigler,  F.  J. 

1702  Bruce  Avenue 
Charlottesville,  Va. 

Crispell,  Kenneth  R. 

New  York  Medical  College 
New  York,  N.  Y. 

Critzer,  Ben  L. 

1100  Hamilton  Ave. 

Portsmouth,  A'^a. 

Crockett,  Chas.  L.,  Jr. 

920  S.  Jefferson  St. 

Roanoke  16,  Va. 

Cross,  R.  H. 

Concord  Depot,  Va. 

Crowder,  .Alargaret  E. 

246  Halifax  St. 

Petersburg,  A"a. 

Crowder,  R.  Vincent,  Jr. 

620  Court  St. 

Lynchburg,  Va. 

Crowgey,  Junius  E. 

South  Boston,  A^a. 

Crumpler,  L.  O. 

Box  229 
Danville,  Va. 

Cruser,  Fred  S. 

9 N.  College  Rd. 

Salem,  Va. 

Crutchfield,  AA’.  Gayle 
University  Hospital 
Charlottesville,  Va. 

Culbertson,  F'.ugene  C. 

Pennington  Gap,  A’^a. 
Culbertson,  Jos.  D. 

Coeburn,  A^a. 

Culbertson,  L.  R. 

1780  Massachusetts  Ave.,  N.  W. 
AA^ashington,  D.  C. 

Cumbia,  Jesse  AA'. 

801  E.  High  St. 

Charlottesville,  Va. 

Cunningham,  Dorris  A. 

Clinch  A^alley  Clinic  Hospital 
Richlands,  A^a. 

Cunningham,  Robert  Sydney 
1102  AA'.  43rd  St. 

Richmond,  Va. 

Curtis,  AA'ard  Cleveland 
Rt.  #2-Box  153 
Falmouth,  Va. 

Curwen,  Geoffrey  W. 

Fieldale,  Va. 

Cury,  Dahar,  Jr. 

2665  E.  AValnut  St. 

Huntington  Park,  Calif. 

Custer,  .Alonford  D. 

4 S.  Stuart  St. 

AA'inchester,  Va. 

Dailey,  Martel  J. 

Reedville,  Va. 
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Daily,  F.  Willson 
2928  Avenham  Ave.,  S.  W. 
Roanoke,  Va. 

Dalton,  Garrett 
Radford,  Va. 

Dalton,  James  B.,  Jr. 

401  Medical  Arts  Bldg. 
Richmond,  Va. 

Damron,  Joseph  M. 

202  N.  Washington  St. 
Winchester,  Va. 

Damron,  W.  D. 

Richlands,  Va. 

Dandridge,  Wm.  R. 

1500  Amherst  St. 
Charlottesville,  Va. 

Daner,  William  Etzler 

1107  E.  Durwood  Crescent 
Richmond,  Va. 

Daniel,  Donald  S. 
Johnston-Willis  Hospital 
Richmond,  Va. 

Daniel,  Frank  D. 

202  E.  High  St. 
Charlottesville,  Va. 

Daniel,  H.  S. 

Louisa,  Va. 

Daniel,  T.  H. 

930  Locust  Ave. 
Charlottesville,  Va. 

Darden,  Oscar  B.,  Jr. 

104  N.  Bridge  St. 

Bedford,  Va. 

Daughtrey,  W.  F.,  Jr. 

Courtland,  Va. 

Daves,  John  T. 

504  G St. 

Brunswick,  Ga. 

Davis,  A.  C. 

920  S.  Jefferson  St. 

Roanoke  16,  Va. 

Davis,  Arthur  A. 

New  Medical  Bldg. 

1726  Eye  Street,  N.  W. 
Washington,  D.  C. 

Davis,  Charles  Emmett,  Jr. 

705  Medical  Arts  Bldg. 
Norfolk,  Va. 

Davis,  C.  Fallon 
3101  Willow  Rd.,  N.  W. 
Roanoke,  Va. 

Davis,  Edward  G.,  Jr. 

1020  Ridge  Top  Road 
Richmond  26,  Va. 

Davis,  E.  D.,  Jr. 

Crozet,  Va. 

Davis,  Fred  F. 

2516  Wycliffe  Ave.,  S.  W. 
Roanoke,  Va. 

Davis,  Hal 

720  Cassell  Lane,  S.  W. 
Roanoke,  Va. 

Davis,  Henry  C. 

510  Coal  & Coke  Bldg. 
Bluefield,  W.  Va. 

Davis,  Henry  E. 

Box  693 

Williamsburg,  Va. 

Davis,  Hiram  W. 

9 N.  12th  St. 

Richmond,  Va. 

Davis,  James  L. 

Medical  Bldg. 

Waynesboro,  Va. 

Davis,  John  Wyatt,  Jr. 

701  Euclid  Ave. 

Lynchburg,  Va. 


Davis,  Leonard  L.,  Jr. 

18  Early  Dr. 

Portsmouth,  Va. 

Davis,  Paul 
Lewis-Gale  Hospital 
Roanoke,  Va. 

Davis,  T.  Dewey 
Professional  Bldg. 

Richmond,  Va. 

Davis,  T.  N.,  Jr. 

725  Church  St. 

Lynchburg,  Va. 

Davis,  William  L. 

89  29th  St. 

Newport  News,  Va. 

Dawson,  A.  Ray 
iMcGuire  VA  Hospital 
Richmond  19,  Va. 

Dawson,  Challis  H. 

Box  122 
Suffolk,  Va. 

Day,  Edward  C. 

458  Leesburg  Pike 
Falls  Church,  Va. 

Decker,  Barry 

Medical  College  of  \^a. 
Richmond,  Va. 

Decker,  Henry  C. 

205  Professional  Bldg. 
Richmond,  Va. 

Decker,  Henry  W. 

203  Professional  Bldg. 
Richmond,  Va. 

DeCormis,  J.  L. 

Accomac,  Va. 

DeHart,  R.  M. 

511  \Valker  St. 

Radford,  Va. 

Delaney,  Adrian  J. 

121  N.  Washington  St. 
Alexandria,  Va. 

Delaney,  Martin  D.,  Jr. 

329  N.  Washington  St. 
Alexandria,  Va. 

Delaney,  William  Morgan 
329  N.  Washington  St. 
Alexandria,  Va. 

Delap,  Lyle  E. 

c/o  Celanese  Corp.  of  America 
Box  1000 
Narrows,  Va. 

DeLaura,  Frank  Anthony 
9229  Granby  St. 

Norfolk,  Va. 

De  Laura,  S.  C. 

107  Louisiana  Drive 
Norfolk  5,  Va. 

Dellinger,  James  Lyle 
418  Culpeper  St. 

Warrenton,  Va. 

Dellinger,  John  H. 

Norton,  Va. 

Delmonico,  Peter  Alexander 
43  Cross  St. 

Belmont  78,  Mass. 

Delp,  \\^  Fredric 
Pulaski,  Va. 

DeMilia,  Alfred  F. 

Free  Union,  Va. 

Demiray,  Adel 
213-5th  Ave. 

Galax,  Va. 

DeNiord,  Richard  N. 

Courtland  Building 
Lynchburg,  Va. 

Denoon,  Harry  L.,  Jr. 
Nassawadox,  Va. 


Denton,  Patricia  R. 

5218  Wythe  Ave. 
Richmond,  Va. 

Denton,  Theodore  G. 
5218  Wythe  Ave. 
Richmond  26,  Va. 
Derrickson,  Charles  R. 
1057  W.  Broad  St. 

Falls  Church,  Va. 
Detwiler,  Robert  H. 

3120  North  13th  St. 
Arlington,  Va. 

Devine,  C.  J. 

Lochaven 
Norfolk,  \"a. 

Devine,  Chas.  J.,  Jr. 
Wainwright  Bldg. 
Norfolk,  Va. 

Devine,  J.  W. 

610  Church  St. 
Lynchburg,  Va. 

Devine,  J.  W.,  Jr. 

610  Church  St. 
Lynchburg,  Va. 
Devine,  Patrick  C. 

809  Wainwright  Bldg. 
Norfolk,  Va. 

De  Vocht,  Ludovic  J. 

121  N.  Washington  St. 
Alexandria,  Va. 

Dewalt,  C.  W.,  Jr. 

P.  O.  Box  803 
Virginia  Beach,  Va. 
Dewey,  Michael  George 
229  N.  Second  St. 
Buckroe  Beach,  Va. 
Deyerle,  Henry  Price 
312  S.  Main  St. 
Harrisonburg,  Va. 
Deyerle,  William  M. 
2222  Alonument  Ave. 
Richmond  20,  Va. 
Diamant,  Hermann 
1308  N.  Illinois  St. 
Arlington,  Va. 
Dickerson,  T.  Henry 
1004  Cherokee  Road 
Martinsville,  Va. 
Dickinson,  Clara  K. 

Box  1172 
Radford,  Va. 

Diehl,  Jas.  E. 

1627  Hanover  Ave. 
Richmond,  Va. 

Dillard,  iMalcomb  P. 

1318  Crestmoor  Drive 
Roanoke,  Va. 

Dillard,  Powell  G. 

510  Church  St. 
Lynchburg,  Va. 

Dillard,  Powell  G.,  Jr. 
715  Church  St. 
Lynchburg,  Va. 
Dingledine,  William  S. 
604  N.  Boulevard 
Richmond  20,  Va. 
DiSario,  Anthony 
3124  N.  10th  St. 
Arlington,  Va. 

Divers,  D.  S. 

Box  568 
Pulaski,  Va. 

Dix,  W.  K. 

611  Medical  Arts  Bldg. 
Richmond,  Va. 

Dixon,  Cecil  B. 

South  Boston,  Va. 
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Dixon,  Ernest  AI. 

Aled.  Dept.— 

American  Cyanamid  Co. 

Bound  Brook,  X.  J. 

Doboy,  Joseph  G. 

University  of  A’irginia  Hospital 
Charlottesville,  Va. 

Dodd,  W.  T. 

Chase  City,  Va. 

Dodson,  Austin  1.,  Jr. 

409  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Dolan,  William  D. 

■Arlington  Hospital 
Arlington,  Va. 

Donelson,  Martin,  Jr. 

1035  Alain  St. 

Danville,  Va. 

Dormire,  Herman  F. 

Virginia  Beach,  Va. 

Dorsey,  Charles  W. 

809  West  Stuart  Drive 
Galax,  A’a. 

Dorsey,  Helen 
150  Clyde  Sr. 

Hampton,  A’a. 

Doss,  Julian  B. 

1821  Greenwood  Rd.,  S.  \VA 
Roanoke  15,  A’a. 

Dougan,  Hubert  Taylor 
2905  Alonument  Ave. 

Richmond,  Va. 

Dougherty,  Clyde  H. 

P.  O.  Box  657 
Hopewell,  Va. 

Doughty,  Jas.  C. 

Onancock,  Va. 

Dovell,  Early  B. 

Unionville,  Va. 

Downey,  Fred  C. 

Edinburg,  Va. 

Draper,  S.  C. 

135  4th  Ave. 

Wytheville,  Va. 

Drash,  E.  C. 

University  Hospital 
Charlottesville,  Va. 

Dratler,  S. 

300  S.  5th  Ave. 

Portsmouth,  Va. 

Drewry,  David  B. 

718  AA'.  Adams  St. 

Petersburg,  Va. 

Drewry,  P.  H. 

1200  East  Broad  St. 

Richmond  19,  A^a. 

Driebe,  AA'illiam  T. 

5141  N.  33rd  St. 

Arlington,  A^a. 

Driscoll,  AA’illiam  D.  R. 

South  Boston,  Va. 

Driver,  Samuel  F. 

3604  AA’illiamson  Rd.,  N.  W. 
Roanoke,  Va. 

Drum,  Elam  A. 

3119  Edgewood  Ave. 

Richmond,  A^a. 

Dudley,  J.  N. 

4800  Gibson  Blvd.,  S.  E. 
Albuquerque,  N.  M. 

Dumville,  David  AI. 

5315  Riverside  Dr. 

Richmond  25,  Va. 

Duncan,  Charles  R. 

7th  & Randolph  Sts. 

Radford,  Va. 

Duncan,  George  A. 

343  Wainwright  Bldg. 

Norfolk  10,  Va. 


Dunman,  L.  E. 

Bo.x  56 

Pearisburg,  A^a. 

Dunn,  Robert  G.,  Jr. 

510  Pinecrest  Dr. 

Albany,  Ga. 

Dunne,  James  J. 

2927  Northumberland  Ave. 
Richmond,  Va. 

Durm,  Thomas  1. 

4709  Old  Suffolk  Blvd. 
Portsmouth,  Va. 

Dyches,  Garland 
Dillwyn,  Va. 

Early,  Joseph  Howard,  Jr. 

Hillsville,  Va. 

Early,  Julian  Q. 

217  Shirley  Dr. 

Bristol,  Tenn. 

Earnhardt,  H.  Lee 
2301  Fall  Hill  Ave. 
Fredericksburg,  Va. 

Easley,  Charles  A.,  Jr. 

Alasonic  Temple 
Danville,  Va. 

Eason,  Robert  R. 

Box  367 

Buena  Vista,  A'^a. 

Easterling,  John  G. 

207  E.  Cawson  St. 

Hopewell,  A^a. 

Eastham,  John  P. 

601  Aledical  Arts  Bldg. 
Richmond  19,  Va. 

Eastlack,  AV.  L. 

South  Boston,  A^a. 

Eastwood,  Douglas  AV. 

Old  Farm  Rd. 

Bellair  R.  R. 

Charlottesville,  Va. 

Eberly,  Byron  'T. 

302  Clinnvood  Dr.,  AVestwood 
Portsmouth,  Va. 

Echols,  A.  C. 

Pur  cell  ville,  Va. 

Echols,  Porter  B. 

Allied  Arts  Bldg. 

Lynchburg,  Va. 

Eckert,  AA'illiam  G. 

427  E.  Charlotte  St. 

Norfolk,  A’a. 

Eckles,  Beverley  F. 

1030  AA^.  Franklin  St. 
Richmond,  Va. 

Eddy,  AVilliam  Nelson 
216-226  Jones  Bldg. 

Suffolk,  'A^a. 

Edmonds,  Albert  Alerritt 
3602  .Alonument  Ave. 
Richmond  20,  Va. 

Edmonds,  J.  Fred 
Accomac,  A^a. 

Edmunds,  Elizabeth  H. 

618  Church  St. 

Lynchburg,  Va. 

Edmunds,  Meade 
Medical  Arts  Bldg. 

Petersburg,  Va. 

Edwards,  Arthur  J. 

407/4  State  St. 

Bristol,  Va. 

Edwards,  Thomas  S. 

1565  Univ.  Ave. 
Charlottesville,  Va. 

Eggleston,  E.  C. 

1200  Bainbridge  St. 

Richmond,  Va. 


Eggleston,  John  R. 

139  S.  Alain 
Danville,  Va. 

Egleston,  DuBose 
560  Oak  Ave. 

AA’aynesboro,  A’a. 

Ehrenworth,  Adolphe  Alax 
Petersburg  General  Hospital 
Petersburg,  Va. 

Eisenberg,  Stuart  J. 

1001  AV.  Franklin 
Richmond,  A'a. 

Eley,  Clayton  AV. 

300  AVainwright  Bldg. 

Norfolk,  Va. 

Eller,  Joseph  J. 

Box  407 
Alarion,  Va. 

Ellett,  Rufus  P.,  Jr. 

2037  Crystal  Spring  Ave.,  S.AV. 
Roanoke,  A’a. 

Elliott,  Grant  R. 

912  Forest  Ave. 

Richmond,  Va. 

Elliott,  James  AV. 

Lebanon,  V’a. 

Elliott,  AV.  C. 

Lebanon,  Va. 

Ellis,  John  C. 

No  current  address 
Ellis,  William  J. 

425  AV.  Locust  St. 

Covington,  Va. 

Ellison,  R.  C. 

P.  O.  Box  359 
Fredericksburg,  Va. 

Elsasser,  George  Frederick,  Jr. 

229  AVest  Bute  St. 

Norfolk  10,  A’a. 

Ely,  Thomas  S. 

Jonesville,  Va. 

Emlaw,  Maynard  R. 

102  Locke  Lane 
Richmond,  A’a. 

Emmett,  J.  AI. 

Clifton  Forge,  Va. 

Ende,  Milton 
121  S.  Market  St. 

Petersburg,  V’a. 

Engh,  O.  Anderson 
3214  Old  Dominion  Blvd. 
Alexandria,  Va. 

Enos,  AA’illiam  F. 

Box  307-Rt.  #2 
Fairfax,  A’a. 

Enslin,  Jessie  Alarsh 
118  S.  Ridge  St. 

Danville,  Va. 

Enthoven,  Dirk 
481  Fir  Avenue 
Buena  A’ista,  A’a. 

Escalante,  Guido  R. 

9229  Granby  St. 

Norfolk,  A’a. 

Eshleman,  Alerle  AV. 

Park  View 
Harrisonburg,  Va. 

Eskridge,  AA’alter  A. 

Parksley,  Va. 

Etheridge,  Herbert  R. 

501  Stockley  Gardens 
Norfolk,  A’a. 

Evans,  Cecil  F.,  Jr. 

7 Ivy  Farms  Rd. 

Newport  X’ews,  A’a. 

Evans,  Eugene  AI.,  Jr. 

990  Alain  St. 

Danville,  A’a. 
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Evans,  Sandidge 
23  Discovery'  Rd. 

Hampton,  Va. 

Evans,  W.  Hughes 
201  Paxton  Rd. 

Richmond  26,  Va. 

Ewart,  George  E. 

8720  Chippenham  Rd. 
Richmond,  Va. 

Ewell,  Nathaniel  McGregor,  Jr. 
1508  Irish  St. 

South  Boston,  Va. 

Ewing,  Nathaniel  Clay^ton 
Box  95 

Jonesville,  Va. 

Exley^,  Mark 

515  Medical  Arts  Bldg. 
Norfolk  10,  Va. 

Fagan,  Esther  G. 

Health  Dept. 

Covington,  \^a. 

Fairly^,  John  L.,  Jr. 

3827  Caulder  St. 

Richmond,  Va. 

Falk,  Leo  J.,  Jr. 

801  E.  High  St. 
Charlottesville,  Va. 

Farano,  Louis 
4615  Colonial  Ave. 

Norfolk,  Va. 

Farber,  Herman  W. 

109  S.  Market  St. 

Petersburg,  Va. 

Paris,  Marion  D.  M. 

P.  O.  Box  9 
Leesburg,  Va. 

Farnsworth,  David  I. 

4709  Kensington  Ave. 
Richmond  26,  Va. 

Farrow,  C.  C. 

8413  Norristown  Dr. 

Norfolk,  Va. 

Faudree,  Leslie  Allen 
Bassett,  Va. 

Faulconer,  Robert  J. 

DePaul  Hospital 
Norfolk  8,  Va. 

Faulkner,  Donald  Terrell 
1115  Colonial  Ave. 

Norfolk,  Va. 

Fauteux,  Louis  Z.,  Jr. 

704  N.  Glebe  Rd. 

Arlington,  \^a. 

Faville,  M.  R. 

2529  Wycliff  Ave.,  S.W. 
Roanoke,  Va. 

Feagans,  R.  E. 

Fairfax,  Va. 

Fear,  Douglass  D. 

403  Medical  Arts  Bldg. 
Roanoke,  Va. 

Fears,  Belle  DeCormis 
Accomac,  Va. 

Fears,  L.  O.,  Jr. 

62  S.  Marshall  St. 

Front  Royal,  Va. 

Feddeman,  F.  A. 

22  Washington  St. 

Lexington,  Va. 

Feller,  Alto  E. 

1880  Westview  Rd. 
Charlottesville,  Va. 

Felton,  Harold  W. 

Deltaville,  Va. 

Ferguson,  Homer  E. 

215  Medical  Arts  Bldg. 
Richmond  19,  Va. 


Feriozi,  Dan 
2222  N.  Buchanan  St. 

Arlington,  Va. 

Fernandez,  F.  L. 

701  Page  St. 

Williamsburg,  Va. 

Ferrell,  H.  Haskins,  Jr. 

312  S.  Washington  St. 

Alexandria,  Va. 

Ferry,  Allen  M. 

Anderson  Clinic 

S.  25th  & Army-Navy  Dr. 

Arlington,  Va. 

Field,  Burton  E. 

1904  Wakefield  Rd. 

Richmond  25,  Va. 

Fifer,  Carson  L. 

114  N.  Washington  St. 
Alexandria,  Va. 

Finch,  A.  Tyree 
Box  143 
Farmville,  Va. 

Finstone,  Alvin  W. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 

Fink,  H.  William 
Midtown  Shopping  Center  Bldg. 
112  E.  Sewells  Point  Rd. 

Norfolk  5,  Va. 

Finne,  Chas.  O. 

Thos.  K.  McKee  Hospital 
Saltville,  Va. 

Finney,  Cecil  Glen 
Culpeper,  Va. 

Finnigan,  Charles  A. 

301  E.  Market  St. 

Charlottesville,  Va. 

Fischer,  Ernst 

Medical  College  of  Virginia 
Richmond  19,  Va. 

Fisher,  Gerald  J. 

3823  N.  Pershing  Dr. 

Arlington,  Va. 

Fisher,  Hugh  P.,  Jr. 

4923  Broad  Rock  Rd. 

Richmond,  Va. 

Fisher,  Marian  White 
3 W.  Williamsburg  Rd. 

Sandston,  Va. 

Fisher,  Richard  H. 

Lewis-Gale  Hospital 
Roanoke,  Va. 

Fitch,  Willard  Milton 
104  Professional  Bldg. 

Richmond  19,  Va. 

Fitchett,  Claiborne  W. 

803  Graydon  Ave. 

Norfolk  7,  Va. 

Fitchett,  M.  S. 

803  Graydon  Ave. 

Norfolk,  Va. 

Fitzgerald,  J.  O. 

2422  Stuart  Ave. 

Richmond,  Va. 

Fitzgerald,  Walter  Cleveland 
990  Main  St. 

Danville,  Va. 

Fitz-Hugh,  G.  S. 

104  East  Market  St. 
Charlottesville,  Va. 

Fitzpatrick,  H.  D. 

1024  Calhoun  St. 

Radford,  Va. 

Fitzsimons,  John  Simon 
7359  Monticello  Blvd. 

Springfield,  Va. 

Flanagan,  E.  L. 

215  Medical  Arts  Bldg. 
Richmond,  Va. 


Flanagan,  William  Latane 
Box  367 

Christiansburg,  Va. 
Flegenheimer,  VVm. 

Guinea,  Va. 

Fleming,  Robert  1. 

Amonate,  Va. 

Fleshman,  D.  L. 

Pence  Springs,  W.  Va. 
Fletcher,  Donald  F.,  Jr. 

Horsey,  Va. 

Fletcher,  F.  P. 

2319  E.  Broad  St. 
Richmond,  Va. 

Fletcher,  Herman  S. 

2602  E.  Broad  St. 
Richmond,  Va. 

Fletcher,  William  P. 

Covington,  \^a. 

Fleury,  George  J.,  Jr. 

Rt.  #3,  Box  318 
.McLean,  \’^a. 

Flora,  Ernest  F. 

Boones  Mill,  Va. 

Floyd,  Elliott  D. 

Driver  Bldg. 

Norfolk  10,  Va. 

Flynn,  R.  H. 

Box  216,  Station  A 
Radford,  Va. 

Folk,  J.  Frank 
Warrenton,  Va. 

Forbes,  Sarah  Elizabeth 
192  \\’arwick  Rd. 
Newport  News,  V^a. 

Ford,  Charles  Phillip,  Jr. 
1726  Floyd  Ave. 
Richmond,  Va. 

Ford,  Z.  W.,  Jr. 

236  Warwick  Rd. 
Newport  News,  Va. 
Forrest,  David  C. 

1805  Monument  Ave. 
Richmond,  Va. 

Foster,  Glen  G. 

210  W.  Center  St. 

Galax,  Va. 

Foster,  Harry  C.,  Jr. 

21  Starling  Ave. 
Martinsville,  Va. 

Foster,  James  S.,  Jr. 

Box  506 
Oceana,  Va. 

Foster,  John 
DePaul  Hospital 
Norfolk,  Va. 

Foster,  M.  D. 

Stanardsville,  Va. 

Foster,  M.  W.,  Jr. 

414  W.  Franklin  St. 
Richmond  20,  Va. 

Foster,  Wm.  L. 

2701  Melrose  Ave.,  N.  W. 
Roanoke,  Va. 

Foust,  G.  T. 

Venice,  Fla. 

Foust,  Jim 

406  Metropolitan  Bldg. 
Denver,  Colo. 

Fowlkes,  Richard  W. 

701  Professional  Bldg. 
Richmond,  Va. 

Fox,  Charles  G.,  Jr. 

131  10th  St. 

Pulaski,  Va. 

Fox,  Clifford  H. 

808  Fendall  Terrace 
Charlottesville,  Va. 
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Fox,  J.  Francke 
Box  660 

Bluefield,  \’a. 

Fox,  Kurt  J. 

Fairfield,  \'a. 

Fox,  Lester  I. 

67  Ingalls  Rd. 

Ft.  .Monroe,  Va. 

Fox,  P.  R. 

817  Spring  Garden  Dr. 
Bluefield,  M’.  \’a. 
Francis,  G.  Hamilton 
1024  E.  Liberty  St. 
Norfolk  6.  \’a. 

Frank,  Robert  J. 

2906  M'est  Ave. 
Newport  News,  \’^a. 
Frankel,  Chas.  J. 

U ni versity  H ospital 
Charlonesville,  Va. 
Franklin,  John 

521  W’ainwright  Bldg. 
Norfolk  10,  ^’a. 

Fraser.  Hugh  R. 

Smithfield,  Va. 

Frazer,  \\'illiam  Penn 
Purcellville.  \’^a. 

Freda,  Franklin  Daniel 
.1513-.\  Kecoughtan  Rd. 
Hampton.  \'a. 

Freed,  Charles  C. 

Box  618 

M'aynesboro,  \'a. 
Freeman.  Clarence  D. 

1100  Hamilton  Ave. 
Portsmouth.  \’a. 
Freeman.  John  R. 

218  .Monroe  Ave. 

Cape  Charles,  Va. 
Freeman,  K.  S. 

Kenbridge,  \’a. 

French,  John  D. 

209  Cleveland  Ave. 
.Martinsville,  \^a. 

Freund,  Jack 
4111  Hanover  .\ve. 
Richmond,  \"a. 

Frieden,  H.  .M. 

808  Medical  .\rts  Bldg. 
Norfolk  10,  Va. 
Friedenberg,  .M.  D. 

Lee  .Medical  Bldg. 
Richmond  20,  Va. 
Friedman,  .A.sher  A. 

319  M'ainwright  Bldg. 
Norfolk,  Va. 

Friedman,  Louis 

318  .Medical  Arts  Bldg. 
Norfolk,  Va. 

Frierson.  John  H. 

Box  585 
Halifax.  \’a. 

Frischkorn,  Hunter  B.,  Jr. 
1000  W.  Franklin  St. 
Richmond.  Va. 

Fryer,  Lois  Fox 
Hartford  Hospital 
Hartford,  Conn. 

Fuller.  C.  1. 

1011  Spruce  St. 

Norton,  \'a. 

Fuller,  \V.  Allen 
1523  Wilborn  Ave. 
South  Boston,  Va. 
Fullerton,  James  W. 

Tazewell,  Va. 

Fultz,  George  S.,  Jr. 

212  \\\  Franklin  St. 
Richmond  20,  Va. 


Funkhouser,  J.  B. 

#2  Albemarle  Ave. 
Richmond,  Va. 

Furr,  John  H. 

1400  Colonial  Ave. 

Norfolk,  \'a. 

Gabriel,  Daniel  E. 

Pennington  Gap,  \’a. 
Gabriel,  Gerhard 
Memorial  Hospital 
Abinsdon,  \'a. 

Gaddy,  Clifford  G. 

990  .Main  St. 

Danville,  \’a. 

Gahagan,  Robert  B. 

521  ^^’ainwright  Bldg. 
Norfolk,  \’a. 

Galbraith,  L.  M. 

510  M'ainwright  Bldg. 
Norfolk,  \'a. 

Gale,  James  C. 

1902  Greenwood  Rd.,  S.  W. 
Roanoke,  \’a. 

Gallagher,  .Martin  E. 

746  Graydon  Ave. 

Norfolk,  \'a. 

Gallant,  J.  Arthur 
203  M’.  Franklin  St. 
Richmond  20,  Va. 

Galston,  Herbert  H. 

928  M’.  Franklin  St. 
Richmond,  \'a. 

Galvin,  Louise  Fry 
214  S.  Blvd. 

Richmond,  \'a. 

Gamble,  James  H. 

Lovingston,  \'a. 

Gammon,  A\’illiam  M. 

621  Lawrence  Ave. 

Bristol,  \'a. 

Gant,  James  Q. 

1726  .)!  St.,  N.  M^ 
M’ashington  6,  D.  C. 

Garcia,  .\lberto  J. 

478  Leesburg  Pike 
Falls  Church.  Va. 

Garcin.  R.  D. 

2618  E.  Broad  St. 

Richmond,  \'a. 

Garcin,  R.  D.,  Jr. 

1001  M'.  Franklin  St. 
Richmond  20,  Va. 

Gardner,  Henry  L.,  Jr. 

Franklin,  \’a. 

Gardner,  John  E. 

203  .Medical  Arts  Bldg. 
Roanoke,  11,  Va. 

Gardner,  Shockley  DeM'itt 
R.F.D.  #5.  Curies  Neck  Rd. 
Richmond,  ^ a. 

Gardner,  S.  P. 

Gate  City,  Va. 

Garner,  David  S. 

Box  2421 
Roanoke,  Va. 

Garnett,  A.  Randolph 
840  Redgate  Ave. 

Norfolk,  \’^a. 

Garnett,  Richard  M’ingfield,  Jr. 
University  Hospital 
Charlottesville,  \'a. 

Garrett,  .Marshall  T. 

320  W.  .Main  St. 
Charlottesville,  \"a. 

Garrett,  M'illiam  Y. 

915  MTstern  Branch  Blvd. 
Portsmouth,  Va. 


Garriss,  Henry  T. 

2928  North  Ave. 
Richmond,  Va. 

Garst,  Lula  M'oods 
Catawba  Sanatorium,  \'a. 
Gates,  Earle  C. 

Box  47 
Chester,  \’a. 

Gatewood,  E.  T. 
Professional  Bldg. 
Richmond,  Va. 
Gatewood.  M’m.  Lawrence 
1635  Monument  Ave. 
Richmond  20,  Va. 
Gathright,  Arthur  B.,  Jr. 
Prospect  Hill 
Hanover,  Va. 

Gatling,  Robert  R. 

3511  .Mud  Lick  Rd. 
Roanoke,  Va. 

Gav,  \\'.  T. 

Box  126 
Suffolk,  \"a. 

Gayle,  John  Ferguson 
171  Armstrong  Dr. 
Hampton,  Va. 

Gayle,  Robert  Finley,  111 
414  M’.  Franklin  St. 
Richmond,  Va. 

Gaylord,  Charles  F. 

518  M'.  Frederick  St. 
Staunton,  Va. 

Gazala,  Joseph  R. 

1001  M’.  Franklin  St. 
Richmond,  Va. 

Gearing.  Frank  M^. 

M'oodstock,  Va. 

Gearing,  Frank  M'.,  Jr. 

1416  S.  .Main  St. 
Harrisonburg,  \'a. 
Gemmill,  Thos.  L. 

Box  447 
Radford,  Va. 

Gianoulis,  James  T. 

613  ^^’est  Grace  St. 
Richmond  19,  Va. 

Gibbs,  M'm.  F. 

1102  Colonial  Ave. 
Norfolk  7,  Va. 

Gibson,  James 
-Middleburg,  \*a. 

Giesen,  Andrew  F. 

Radford,  Va. 

Giesen,  John  J. 

Carson  Bldg. 

Radford,  Va. 

Giesen,  John  M’illiam 
225  First  St.,  M'est 
Radford,  Va. 

Gilbert,  James  B. 

312  S.  M’ashington  St. 
.\lexandria,  Va. 

Gililland,  Norman  A. 

706  Duke  St. 

Alexandria,  Va. 

Gill.  E.  G. 

Box  1789 
Roanoke,  Va. 

Gill,  Eleming  M'^. 

2924  Chamberlayne  .^ve. 
Richmond,  ^’a. 

Gill,  James  T. 

2924  Chamberlayne  Ave. 
Richmond,  Va. 

Gill,  John  Russell 
.Mathews,  Va. 

Gill,  M^  M'allace 
20  Tempsford  Lane 
Richmond,  Va. 
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Gillespie,  Albert  R. 

Box  1075 
Staunton,  Va. 

Gillespie,  Barnes 
99  Post  St. 

Hilton  Village 
Newport  News,  Va. 
Gillespie,  Frederick  D. 

Rt.  #1 

North  Tazewell,  Va. 
Gillespie,  Robert  F. 

Lebanon,  Va. 

Gillespie,  William  W. 

Rt.  #3,  Box  88 
Bluefield,  W.  Va. 
Gilligan,  John  H. 

1007  N.  Highland  St. 
Arlington,  Va. 

Gillinson,  Stuart 
3 109  Terrett  Court 
Alexandria,  Va. 

Gilman,  J.  Stewart 
2618  Grove  Ave. 
Richmond,  Va. 

Gilmer,  Giles  Quarles 
Lebanon,  Va. 

Gilmer,  William  P. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 
Given,  Frederick  T.,  Jr. 

327  W.  Bute  St. 

Norfolk,  Va. 

Givens,  F.  S. 

P.  O.  Box  2174 
Roanoke,  Va. 

Gladstone,  Jos.  E. 

Exmore,  Va. 

Glasser,  R.  D. 

718  Medical  Arts  Bldg. 
Norfolk,  Va. 

Glendy,  R.  Earle 
2037  Crystal  Spring  Ave., 
Roanoke,  Va. 

Glick,  John  T.,  Jr. 

Box  177 
Broadway,  Va. 

Glick,  Joseph  L. 

302  Alpine  Rd. 

Staunton,  Va. 

Glynn,  M.  C.,  Jr. 

86  Deep  Creek  Blvd. 
Portsmouth,  Va. 

Goldin,  Alilton 
1314  Lincoln  St. 
Portsmouth,  Va. 

Goldman,  Harold  L. 

1901  E.  Little  Creek  Rd. 
Norfolk  3,  Va. 

Goldman,  I.  H. 

4117  Wythe  Ave. 
Richmond,  Va. 

Goldman,  Milton  S. 

1012  Colley  Ave. 

Norfolk  7,  Va. 
Goldsmith,  William  M. 

2612  Kecoughtan  Rd. 
Hampton,  Va. 

Gondor,  Leslie  P. 

3728  King  St. 

Alexandria,  Va. 

Gondos,  Zoltan 
3260  Wilson  Blvd. 
Arlington,  Va. 

Gonzales,  Romulo  F. 

Box  348 
Petersburg,  Va. 

Gooch,  Garrett  G.,  Ill 
Lewis  Gale  Hospital 
Roanoke,  Va. 


Gooch,  James  A. 

706  Duke  St. 

Alexandria,  Va. 

Goode,  H.  W.,  Jr. 

Kilmarnock,  Va. 

Goodman,  Harold 
104  Berrington  St. 
Richmond,  Va. 

Goodman,  Harold  M. 

1519  Westwood  Ave. 
Richmond,  Va. 
Goodykoontz,  C.  H.,  Jr. 

Bishop,  Va. 

Gordge,  M'illiam  N. 

1201  3rd  St.,  S.M'. 

Roanoke,  \^a. 

Gordon,  Faith  F. 

3001  Fifth  Ave. 

Richmond,  Va. 

Gorman,  James  R. 

15  Medical  Center 
Lynchburg,  Va. 

Gorman,  John  B. 

95  N.  Princeton  Circle 
Lynchburg,  \^a. 

Gorsuch,  Thomas  L. 

813  West  Main  St. 
Waynesboro,  Va. 

Gossels,  Conrad  L. 

2808  S.  Randolph  St. 
Shirlington,  Arlington,  Va. 
Gouldin,  T.  Winston 
175  A.  View  Ave. 

Norfolk,  Va. 

Graham,  A.  Stephens 
1805  Monument  Ave 
Richmond,  Va. 

Graham,  Ota  Treville,  Jr. 

714  North  Boulevard 
Richmond,  Va. 

Graham,  Samuel  A.,  Jr. 

S.W.  601  Nansemond  St 

Portsmouth,  Va. 

Graham,  Sam  D. 

124  N.  Lewis  St. 

Staunton,  Va. 

Graham,  W.  Randolph 
201  W.  Franklin  St. 
Richmond,  Va. 

Gravatt,  A.  B.,  Jr. 

Kilmarnock,  Va. 

Graves,  A.  W.,  V' 

Lacey  Spring,  Va. 

Graves,  K.  D. 

631  First  Street,  S.  W. 
Roanoke,  Va. 

Gray,  Edwin  Herman 
Hazelton  Laboratories 
Box  333 

Falls  Church,  Va. 

Gray,  Mary  Case 
Fdwardsburg,  Mich. 
Graybeal,  A.  B. 

Marion,  Va. 

Graybeal,  H.  C. 

106  Alleghany  St. 
Christiansburg,  Va. 

Graziani,  John  G. 

140-A  Main  St. 

Farmville,  Va. 

Greear,  James  N.,  Jr. 

975  Ryland  St. 

Reno,  Nev. 

Green,  James  L. 

6508  Old  Suffolk  Blvd. 
Portsmouth,  Va. 

Green,  J.  M. 

Ferrum,  Va. 


Green,  Robert  C.,  Jr. 

117  \\'.  Boscawen  St. 
Winchester,  Va. 

Green,  Thomas  W. 

Suite  2-H,  Doctors  Bldg. 
Bristol,  Tenn. 

Green,  William  T. 

Nassawadox,  Va. 
Greenberg,  David  J. 

1805  Monument  Ave. 
Richmond,  Va. 

Greenberg,  H.  L. 

Sylacauga  Hosp. 

Sylacauga,  Ala. 

Greene,  Wm.  B. 

133  Harrison  St. 
Petersburg,  Va. 

Greene,  William  E.,  Jr. 

1029  Anderson  St. 

Norfolk  4,  Va. 

Greenspon,  Emanuel 
305  Blair  Ave. 

Newport  News,  Va. 
Greenwald,  Michael 
701-3  Washington  St. 
Portsmouth,  Va. 

Greeyer,  Donald  Leroy 
Chilhowie,  Va. 

Greeyer,  William  N. 

Chilhowie,  Va. 

Gregoriou,  Panos  G. 
Dickenson  Clinic 
Clintwood,  \^a. 

Gregory,  Fleta  A. 

90  Deep  Creek  Blvd. 
Portsmouth,  Va. 

Gregory,  Warren  C. 

1 14  W.  Boscawen  St. 
Winchester,  Va. 

Greiner,  A.  B. 

Rural  Retreat,  Va. 

Grether,  Eugene  R. 

310  S.  Washington  St. 
Alexandria,  Va. 

Grier,  George  S. 

84  30th  St. 

Newport  News,  Va. 

Griffin,  Hugh 
321-3  Dominion  Bank  Bldsr 
Bristol,  Va. 

Griffith,  C.  Y. 

iMount  Holly',  \"a. 

Grigg,  Wm.  F.,  Jr. 

811  W.  Franklin  St. 
Richmond  20,  Va. 

Griggs,  W.  L.,  Jr. 

Box  156 
Gate  City,  Va. 

Grigsby',  B.  C. 

308  A loo  re  St. 

Bristol,  Va. 

Grigsby,  William  C.,  Jr. 
Doctor’s  Bldg. 

Bristol,  Tenn.-Va. 

Grimes,  James  E. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Grinds,  J.  R. 

Professional  Bldg. 
Richmond  19,  Va. 

Grinnan,  R.  Bry'an,  Jr. 

339  Boush  St. 

Norfolk,  Va. 

Grinnan,  William  C. 

1100  W.  Franklin  St. 
Richmond  20,  Va. 

Grizzard,  J.  J. 

Branchville,  Va. 
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Grizzard,  William  S. 

724  S.  Adams  St. 

Petersburg,  V a. 

Groseclose,  A.  .\I. 

90 j Medical  Arts  Bldg. 

Roanoke,  Va. 

Groseclose,  Eugene  S. 

805  Allied  Arts  Bldg. 
Lynchburg,  Va. 

Gross,  Frederick  .M. 

Box  163 
McLean,  Va. 

Gross,  Jerome  S. 

6306  Gara  Rd. 

Norfolk,  Va. 

Grossmann,  William 
109  S.  Market  St. 

Petersburg,  Va. 

Grove,  Pembroke  Thomson 
114  W.  Boscawen  St. 
Winchester,  Va. 

Grubbs,  E.  L. 

Front  Royal,  Va. 

Grubbs,  R.  H. 

Christiansburg,  \"a. 

Gruver,  Robert  H. 

6504  W'^illiamsburg  Blvd. 
Arlington,  Va. 

Gryte,  Clifford  F. 

Box  822 

Huron,  S.  Dak. 

Guerrant,  John  L. 

University  Hospital 
Charlottesville,  Va. 

Guerry,  DuPont,  III 
2015  Monument  Ave. 

Richmond  20,  \^a. 

Guiang,  Sixto,  Jr. 

Dickenson  Clinic 
Clintwood,  Va. 

Guillaudeu,  Robert  L. 

102  W.  Jefferson  St. 

Falls  Church,  Va. 

Guillette,  James  Louis 
21  Elm  St. 

Worcester,  Mass. 

Guss,  John  H. 

25  N.  Central  Ave. 

Staunton,  Va. 

Gwathmey,  Owen 
Professional  Bldg. 

Richmond,  V’a. 

Haag,  Harvey  B. 

Medical  College  of  Va. 
Richmond,  Va. 

Haas,  Theron  H. 

212  6th  St. 

Radford,  Va. 

Habel,  J.  M.,  Jr. 

Lakeview  Clinic 
Suffolk,  Va. 

Haddock,  Edward  E. 

1133  W^.  Franklin  St. 

Richmond  20,  Va. 

Haden,  Chas.  W. 

Evington,  Va. 

Haden,  E.  J. 

Arvonia,  Va. 

Haden,  Halcott  T. 

\^A  Hospital 
Kecoughtan,  Va. 

Hagan,  Hugh  J. 

315  King  George  Ave.,  S.  W. 
Roanoke,  Va. 

Hagan,  Hugh  J.,  Jr. 

315  King  George  Ave.,  S.  W. 
Roanoke,  Va. 


Hagan,  Robert  C. 

315  King  George  Ave.,  S.W. 
Roanoke,  Va. 

Hagenbuck,  Clark  H. 

1846  Avon  Rd.,  S.  W. 
Roanoke,  15,  Va. 

Haggerty,  Thomas  E. 

411  E.  Broad  St. 

Falls  Church,  Va. 

Hagood,  J.  D. 

Clover,  Va. 

Hagood,  Warren  C. 

Clover,  \'a. 

Hagood,  W.  J.,  Jr. 

Clover,  \’a. 

Hag>%  J.  H. 

Bo.x  104 
Abingdon,  \^a. 

Hakala,  Edwin 
2222  .Monument  Ave. 
Richmond,  \"a. 

Hall.  Allan 
1414  S.  Barton  St. 

Arlington  4,  \"a. 

Hall,  Glenn  C.,  Jr. 

Randolph  St. 

Radford,  \^a. 

Hall,  Gordon  D. 

3823  Brook  Road 
Richmond  22,  Va. 

Hall,  James  K.,  Jr. 

W'estbrook  Sanatorium 
Richmond,  Va. 

Hall,  S.  C.,  Jr. 

139  S.  .Main 
Danville,  Va. 

Hallay,  Leo  I. 

Ft.  Blackmore,  Va. 

Halmai,  Zoltan 
217  \’erne  Ave. 

Portsmouth,  Va. 

Halter,  Paul  Edmund 
2316  Valley  Dr. 

Alexandria,  Va. 

Ham,  Tibor 
Glyndon  St. 

Vienna,  Va. 

Hamilton,  John  R. 

Nassawadox,  Va. 

Hamlett,  Luther  J. 

408  Shenandoah  Bldg. 
Roanoke,  \*a. 

Hamlin,  Fred  E. 

Box  2276 
Roanoke,  Va. 

Hammer,  H.  H. 

Chatham,  Va. 

Hammond,  H.  G. 

Martinsville,  Va. 

Hamner,  Jas.  L. 

Mannboro,  Va. 

Hamner,  John  D.,  Jr. 

Blanton  Bldg. 

Richmond  19,  \'a. 

Hampton,  Florine  K. 

90  Deep  Creek  Blvd. 
Portsmouth,  Va. 

Hancock,  Ira  L. 

Creeds,  Va. 

Hand,  George  P.,  Jr. 

209  W.  Ocean  \'iew  Ave. 
Norfolk  3,  Va. 

Handy,  Frank  E. 

309  Wise  St. 

Appalachia,  Va. 

Handy,  S.  O. 

1019  Church  St. 

Lynchburg,  \'^a. 


Hankins,  G.  G. 

Box  25 

Newport  News,  Va. 

Hankins,  George  S. 

Medical  Arts  Bldg. 

Newport  News,  Va. 

Hanna,  Michael  I. 

333  Main  St. 

Covington,  Va. 

Hannan,  Charles  E. 

3801  Ss.  Fairfax  Dr. 

Arlington,  \"a. 

Hardy,  W^  G. 

Bo.x  44 
Bedford,  Va. 

Hargrave,  W.  W^. 

Charlotte  C.  H.,  Va. 
Hargrove,  Brooks  L.,  Jr. 

5814  Afton  Parkway 
Portsmouth,  Va. 

Hargrove,  Roy  B.,  Jr. 

800  Oak  St. 

Farmville,  Va. 

Hargroves,  A.  W.,  Jr. 
Portsmouth  General  Hospital 
Portsmouth,  Va. 

Harkrader,  Chas.  J. 

2F,  Doctor’s  Bldg. 

Bristol,  Tenn. 

Harley,  Mary 

1310  Park  PI.,  Univ.  Station 
Charlottesville,  Va. 

Harman,  W’dliam  E. 

409  Industrial  Loan  Bldg. 
Staunton,  Va. 

Harmon,  Derwin  K. 

711  S.  Jefferson  St. 

Roanoke,  \'a. 

Harper,  Edgar  C. 

8554  Old  Spring  Rd. 
Richmond,  ^^a. 

Harper,  Edwin  A. 

1900  Tate  Springs  Road 
Lynchburg,  Va. 

Harper,  F.  G. 

Kings  Daughters  Hospital 
Staunton,  Va. 

Harrell,  C.  Lydon 
1400  Graydon  Ave. 

Norfolk,  \"a. 

Harrell,  D.  L.,  Jr. 

3522  Campbell  Ave. 
Lynchburg,  Va. 

Harrell,  Gordon  Fletcher 
812  Medical  Arts  Bldg. 
Norfolk  10,  Va. 

Harrington,  Eileen  S. 

Palomar  .Memorial  Hospital 
Escondido,  Calif. 

Harrington,  R.  H. 

Bank  of  iMarion  Bldg. 

Marion,  Va. 

Harris,  A.  Epes,  Jr. 

Professional  Bldg. 

Blackstone,  Va. 

Harris,  Campbell 
101  Bryan  Blvd. 

Ft.  Lauderdale,  Fla. 

Harris,  Campbell,  Jr. 

503  .Marilea  Road 
Richmond,  Va. 

Harris,  Edward  D. 

1003  Hazel  Court 
Norfolk  6,  Va. 

Harris,  I.  D. 

817  Davis  Whitney  Bldg. 
Detroit  26,  Mich. 
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Harris,  Jack  H. 

1536  Leaview  Ave.,  Willoughby 
Norfolk  3,  Va. 

Harris,  John  L.,  Jr. 

1216A  South  Jefferson  St. 
Roanoke,  Va. 

Harris,  Malcolm  H. 

West  Point,  Va. 

Harris,  Rogers  N. 

Port  Royal,  Va. 

Harris,  Ronald  B. 

3713  Three  Chopt  Lane,  S.W. 
Roanoke,  Va. 

Harris,  William  H. 

1000  West  Grace  St. 

Richmond  20,  Va. 

Harris,  W.  L. 

1112  Matoaka  St. 

Norfolk,  Va. 

Harrison,  A.  B. 

415  Franklin  St. 

Franklin,  Va. 

Harrison,  Carrington 
306  W.  Cork  St. 

Winchester,  Va. 

Harrison,  Guy  R. 

Professional  Bldg. 

Richmond,  Va. 

Harrison,  Harry 
712  Botetourt  St. 

Norfolk,  Va. 

Harrison,  J.  M. 

1200  E.  Broad  St. 

Richmond,  Va. 

Harrison,  Wm.  V. 

212  Fairway  Dr. 

Ormond  Beach,  Fla. 

Harshbarger,  J.  C. 

401  News  Record  Bldg. 
Harrisonburg,  Va. 

Hart,  Andrew  D. 

Box  3696,  University  Station 
Charlottesville,  Va. 

Hart,  J.  A. 

311  W.  31st  St. 

Baltimore,  Md. 

Hart,  Kirby  T.,  Jr. 

109  S.  Market  St. 

Petersburg,  Va. 

Hartley,  G.  S. 

Clifton  Forge,  Va. 

Hartley,  James  P. 

6434  Brandon  Ave. 

Springfield,  Va. 

Hartwell,  H.  R. 

Radford,  Va. 

Harwood,  Charles  P. 

1647  W.  Grace  St. 

Richmond,  Va. 

Harwood,  Garland  M. 

1647  W.  Grace  St. 

Richmond,  Va. 

Haslup,  Allen  L. 

Norfolk  General  Hospital 
Norfolk,  Va. 

Hatcher,  William  F. 

920  S.  Jefferson  St. 

Roanoke,  Va. 

Hatfield,  C.  C. 

Saltville,  Va. 

Hatfield,  Margaret 
c/o  Dr.  Norman  Beatty  Mem. 
Hosp. 

Westville,  Ind. 

Hatten,  John  Q. 

3015  West  Ave. 

Newport  News,  Va. 


Hauser,  Walter  A. 

P.  O.  Box  271 
Petersburg,  Va. 

Hawkins,  Josias  Henry 
902  Kimberly  Circle 
Richmond,  Va. 

Hawkins,  Richard  F. 

Aledical  Center 
Lynchburg,  Va. 

Hawkins,  R.  P.,  Jr. 

Box  405 

Clifton  Forge,  Va. 

Hawthorne,  Allen  T. 

110  N.  Braddock  St. 
Winchester,  Va. 

Hayden,  G.  Douglas 
331  Oak  Lane 
Richmond,  Va. 

Haynes,  B.  W.,  Jr. 

1200  East  Broad  St. 

Richmond  19,  Va. 
Haynesworth,  J.  E.,  Jr. 

206  Courtland  Bldg. 
Lynchburg,  Va. 

Hay  ter,  Harry  M. 

Johnston  Mem.  Hosp. 
Abingdon,  Va. 

Hazel,  John  T. 

919  N.  Kenmore  St. 

Arlington,  Va. 

Healy,  Merritt  W. 

940  W.  Princess  Anne  Rd. 
Norfolk,  Va. 

Heath,  Frederick  C. 

111  Lee  Ave. 

Takoma  Park  12,  Md. 

Heatwole,  Eugene  W. 

301  Masonic  Temple  Bldg. 
Newport  News,  Va. 

Hebei,  Herbert  Dale 
510  S.  Lucas  Ave. 

Los  Angeles  17,  Calif. 

Heda,  Tibor 
8 Marshall  St. 

Petersburg,  Va. 

Hedges,  H.  S. 

104  E.  Market  St. 
Charlottesville,  Va. 

Hedrick,  Thomas  B. 

P.  O.  Box  148 
Buena  Vista,  Va. 

Hefner,  Charles  A. 

2037  Crystal  Spring  Ave.,  S.W. 
Roanoke,  Va. 

Helbert,  Hollen  Garber 
307  National  Bank  Bldg. 
Harrisonburg,  Va. 

Helenbolt,  Kenneth  S. 

Medical  Arts  Bldg. 

Norfolk,  Va. 

Hellebrandt,  Frances  A. 

R.  F.  D.  #3,  Cable  Lane 
Athens,  Ohio 
Helu,  Nicholas 
406  N.  Royal  Ave. 

Front  Royal,  Va. 

Helvestine,  Frank 
303  Medical  Arts  Bldg. 

Roanoke  11,  Va. 

Henderson,  Chas.  H. 

Norton,  Va. 

Henderson,  Edmund  M. 

Nassawadox,  Va. 

Henderson,  Tillou,  Jr. 

Clinch  Valley  Clinic 
Richlands,  Va. 


Henderson,  W.  C. 
Northampton-Accomac  Mem. 
Hospital 

Nassawadox,  Va. 

Hendrix,  Paul  C. 

140  E.  Spring  St. 

Wytheville,  Va. 

Henry,  Reginald  B.,  Jr. 

1350  W.  Princess  Anne  Rd. 
Norfolk,  Va. 

Hensley,  Donald  T. 

612  Gibson  Circle,  S.W. 
Vienna,  Va. 

Henson,  B.  C. 

Louisa,  Va. 

Herring,  A.  L.,  Jr. 

401  W.  Grace  St. 

Richmond,  Va. 

Herring,  Russell  E.,  Jr. 

Hilltop  Road 
Crozet,  Va. 

Herrington,  M.  S. 

912  Campostella  Rd. 

Norfolk  6,  Va. 

Hertzler,  Chas.  W. 

Bcrgton,  Va. 

Hesdorffer,  Meredith  B. 

6 Whittle  Rd. 

Martinsville,  Va. 

Hess,  Ralpli  W. 

Box  1183 
Grundy,  Va. 

Heyder,  Dietrich  W. 

1362  Westmoreland  Ave. 
Norfolk,  Va. 

Hickam,  C.  W. 

Box  638 
Pulaski,  Va. 

Hickson,  Edward  Watts 
Rustburg,  Va. 

Hiden,  Martin  B. 

P.  O.  Box  467 
Warrenton,  Va. 

Higgins,  William  Harrison,  Jr. 
3540  Floyd  Ave. 

Richmond  21,  Va. 

Hightower,  Robert  B. 

201  N.  Washington  St. 
Alexandria,  Va. 

Hileman,  S.  P. 

Millboro,  Va. 

Hill,  Douglass  O. 

141  W.  Boscawen  St. 
Winchester,  Va. 

Hill,  F'dizabeth  H. 

Fairfax  Medical  Center 
Fairfax,  Va. 

Hill,  J.  Edward 
409  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Hill,  John  H. 

400  W.  14th  St. 

Norfolk  7,  Va. 

Hill,  Kathryn  D. 

Cavalier  Dr.  & Holly  Rd. 
Virginia  Beach,  Va. 

Hill,  Lucy  Scott 
1001  W.  Franklin  St. 

Richmond  20,  Va. 

Hill,  N.  N.,  Jr. 

1301  Colonial  Ave. 

Norfolk,  Va. 

Hill,  Paul  S. 

738  Mason  St. 

Harrisonburg,  Va. 

Hill,  William  R. 

401  W.  Grace  St. 

Richmond  20,  Va. 
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Hinchman,  F.  Ernest 
2600  Hanover  Ave. 
Richmond,  \’a. 

Hines,  Ben  H. 

Keokee,  \ a. 

Hinton,  James  Karr 
South  Boston,  \’a. 

Hirsch,  Kurt 
Franklin,  Va. 

Hirsley,  Erwin  Leopold 
51-43  Ellington 
A\’estern  Springs,  111. 

Hite,  Oscar  L. 

Professional  Bldg. 

Richmond,  Va. 

Hitrec,  \\’illiam  S. 

87  Glenwood  Rd. 

Tenafly,  X.  J. 

Hladys,  Jacob  J. 

928  W.  Franklin  St. 
Richmond,  Va. 

Hoback,  William  W. 

Clinch  \^alley  Clinic 
Richlands,  Va. 

Hobbs,  Frank  I. 

506  Church  St. 

Lvnchburg,  \’a. 

Hobbs,  L.  Floyd 
Hunting  Towers,  West  16 
Alexandria,  Va. 

Hoch-Ligeti,  Cornelia 
1614  Greenleaf  Lane 
Charlottesville,  Va. 

Hodges,  A.  B. 

1115  Colonial  Ave. 

Norfolk,  Va. 

Hodges,  Emory  F.,  Jr. 

Hunting  Towers,  Center  631 
Alexandria,  Va. 

Hodges,  Fred  M. 

1000  \y.  Franklin  St. 
Richmond,  \’a. 

Hoene,  Rudolf 
125  Earle 
Elkins,  W.  Va. 

Hoff,  Ebbe  Curtis 
.Medical  College  of  Va. 
Richmond,  Va. 

Hoffler,  Oswald  W. 

651  E.  Olney  Rd. 

Norfolk  10,  Va. 

Hoffman,  .Martin  A. 

6823  Kensington  Ave. 
Richmond,  Va. 

Hoffman,  Robert  Arnold 

1001  \y.  Franklin  St. 
Richmond,  \'a. 

Hoge,  Joseph  H. 

51  M’illiamsburg  Rd. 
Sandston,  Va. 

Hoge,  Randolph  H. 

1200  East  Broad  St. 
Richmond,  Va. 

Hogg,  Paul 
87  29th  St.^ 

Newport  News,  Va. 

Holden.  Howard  T. 

3 E.  Beverley  St. 

Staunton,  Va. 

Holderby,  C.  E. 

404  Warwick  Rd. 

Newport  News,  \’a. 
Holladav,  Beverly  L. 

Box  117 
Suffolk,  Va. 

Holland,  Walter  R. 

1630  Belfield  Place 
Lynchburg,  Va. 


Hollander,  Vincent  P. 

Universit>'  Hospital 
Charlottesville,  \’a. 

Hollifield,  Guy  F. 

University  Hospital 
Charlottesville,  \'^a. 

Hollins,  George  G.,  Jr. 

343  Wainwright  Bldg. 

Norfolk  10,  Va. 

Holloway,  J.  Minor 
N.  W.  Corner  Hanover  & Charles 
Sts. 

Fredericksburg,  \’a. 

Hollowell,  John  W. 

412  Washington  St. 

Portsmouth,  \’a. 

Holmes,  E.  .M.,  Jr. 

American  Embassy 
New  Delhi.  India 
Holmes,  I.  Earl 
701  Rosser  Ave. 

Waynesboro,  \"a. 

Holsinger,  H.  B. 

Peoples  Natl.  Bank  Bldg. 
Farmville,  \’a. 

Holsinger,  J.  R. 

126  West  .Main  St. 

Luray,  Va. 

Holt,  .Mark  E.  Jr. 

103  Apollo  St. 

Petersburg,  Va. 

Holt,  William  C. 

Box  176 

Angleton,  Texas 

Honeycutt,  Grover  Cleveland,  Jr. 

Gate  Cit\%  \"a. 

Hood.  .M.  H. 

Professional  Bldg. 

Portsmouth,  \"a. 

Hood,  Robert  C. 

3260  M'ilson  Blvd. 

Arlington,  \’a. 

Hooker,  George  W^. 

806  .Medical  Arts  Bldg. 

Roanoke,  Va. 

Hooker,  R.  C. 

3115  Hull  Sr. 

Richmond,  Va. 

Hooker,  R.  C.,  Jr. 

3115  Hull  St. 

Richmond,  Va. 

Hooten,  William  Samuel 
212  Langhorne  Rd. 

Lynchburg,  Va. 

Hoover,  Herbert  C. 

Petersburg  General  Hospital 
Petersburg,  Va. 

Hoover,  .M.  J.,  Jr. 

Poplar  Grove 
New  Kent,  Va. 

Hoover,  .Mary  Lou 
Fishersville,  Va. 

Hoover,  Roy  .M. 

707  .Medical  Arts  Bldg. 

Roanoke,  Va. 

Hoover,  MTliam  B. 

1516  Colonial  Ave. 

Norfolk,  Va. 

Hopewell,  E.  L. 

Strasburg,  Va. 

Hopkins,  F.  Reed 
304  Young  Bldg. 

Lynchburg,  Va. 

Hopkins,  Julius  Herman 
201  .Medical  Arts  Bldg. 

Petersburg,  Va. 

Horgan,  Edmund 
141  \y.  Boscawen  St. 

Manchester,  Va. 


Home,  Francis  G. 

816  Dorsetshire  Terrace 
Hampton,  Va. 

Horne,  .Melvin  L. 

400  M’^arwick  Rd. 
Newport  News,  Va. 
Hornthal,  Henry  A. 

2100  .Mass  Ave.,  N.  M’. 
M’ashington,  D.  C. 
Horsley,  Guy  W'. 

617  W.  Grace  St. 
Richmond,  Va. 
Hortenstine,  John  C. 

110  Lee  St. 

M'inchester,  Va. 

Horton,  Albert  G. 

1062  Brandon  Ave. 
Norfolk,  Va. 

Horton,  Charles  E. 

611  .Medical  Arts  Bldg. 
Norfolk,  Va. 

Horton,  Howard  .M. 

Box  47 

\\*arrenton,  N.  C. 
Hosfield,  ^\'illiam  H. 

West  Point,  \"a. 

Hoskins,  Horace  D. 

1500  Rivermont  Ave. 
Lynchburg,  Va. 

Hoskins,  John  H. 

1113  Church  St. 
Lynchburg,  Va. 

Hotchkiss,  M'm.  J. 

Broadway,  Va. 

Hotchkiss,  M"m.  S. 

815  .Medical  Arts  Bldg. 
Norfolk,  Va. 

Houck,  Joseph  M'. 

■Medical  Center 
Lynchburg,  Va. 

Houff,  Louis  A. 

Farrar  Bldg. 

Clifton  Forge,  \"a. 
Hougie,  Cecil 

118  -Mimosa  Drive 
Charlottesville,  \"a. 
Houser,  A.  A. 

16  N.  22nd  St. 

Richmond,  \'a. 

Houser,  Aubrey  A.,  Jr. 

710  .Medical  Arts  Bldg. 
Richmond,  Va. 

Howard,  K.  M'^. 

921  A Street 
Portsmouth,  Va. 

Howard,  L.  M.,  Jr. 

.Medical  Center 
Lynchburg,  \T. 

Howard.  Robert  L. 

3853  M'ilson  Blvd. 
Arlington  3,  Va. 

Howze,  Chas.  P. 

919  Rugby  Rd. 
Charlottesville,  \"a. 
Howze,  H.  H. 

Box  158 
Norton,  Va. 

Hoyle,  John  D. 

312  S.  M'ashington  St. 
Alexandria,  Va. 

Hubert.  Juergen 
8322  M'est  M’eybum  Rd. 
Richmond  25,  Va. 
Huddle,  S.  W. 

Box  193 

Rural  Retreat,  Va. 
Hudgens,  Robert  O. 

6823  Kensington  Ave. 
Richmond,  Va. 
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Hudson,  Charles  Albert 
121  N.  Washington  St. 
Alexandria,  Va. 

Hudson,  Gwen  S. 

4209  Hillcrest  Rd. 
Rkhmond  24,  Va. 

Huff,  John  M. 

5910  Upper  Brandon  PI. 
Norfolk,  Va. 

Huff,  W.  Banks 
508  8th  St.,  S.  W. 
Roanoke,  Va. 

Huffman,  Jacob  S. 

Dayton,  Va. 

Huffman,  O.  L. 

Marshall,  Va. 

Huffstetler,  Wm.  H.,  Jr. 
2901  West  Ave. 
Newport  News,  V'a. 
Hughes,  C.  B. 

Wytheville,  Va. 

Hughes,  Grey  Carlton 
26  Wine  St. 

Hampton,  Va. 

Hughes,  Alarjorie  H. 

6931  27th  Rd.,  N. 
Arlington  13,  Va. 
Hughes,  Richard 

19  N.  Washington  St. 
Winchester,  Va. 

Hughes,  Robert  C. 

223  Claiborne  Ave. 
Rocky  Mount,  Va. 
Hughes,  Samuel  Edwin,  Jr 
4499  Achushnet  Ave. 
New  Bedford,  Mass. 
Hughes,  William  C. 

223  Claiborne  Ave. 
Rocky  Mount,  Va. 
Hulcher,  Julius  Charles 
1001  W.  Franklin  St. 
Richmond,  Va. 

Hulley,  L.  W.,  Jr. 

1108  W.  Franklin  St. 
Richmond,  Va. 

Hume,  David  M. 

1200  E.  Broad  St. 
Richmond,  Va. 
Humphries,  M.  K. 

104  E.  Market  St. 
Charlottesville,  Va. 
Humphries,  Thomas  J. 

303  Washington  Ave.,  S. 
Roanoke,  Va. 
Humphries,  William  C. 
Box  511 

Front  Royal,  Va. 
Hundley,  John  T.  T. 
c/o  City  Health  Dept. 
Lynchburg,  Va. 
Hundley,  Joseph  L. 
Professional  Bldg. 
Orlando,  Fla. 

Hunnicutt,  Thomas 
303  Afedical  Arts  Bldg. 
Newport  News,  Va. 
Hunt,  B.  E. 

39  S.  King  St. 

Hampton,  Va. 

Hunt,  Charles  F. 

801  E.  High  St. 
Charlottesville,  Va. 

Hunt,  Patricia 
417  Riverside  Dr. 

New  York  25,  N.  Y. 
Hunt,  R.  Brooks 
1805  Monument  Ave. 
Richmond,  Va. 


Hunt,  Robert  C. 

Ill  Penn  Ave. 

Falls  Church,  Va. 

Hunter,  Thomas  H. 

“Big  Oaks” 

Cismont,  Va. 

Hupp,  Cecil  Guy 
Mt.  Jackson,  V a. 

Hurt,  George  S. 

1201  Franklin  Rd.,  S.  W. 
Roanoke  16,  Va. 

Hurt,  George  W. 

1201  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 

Hurt,  Holcombe  H. 
Doctors  Bldg. 

212  Langhorne  Rd. 
Lynchburg,  Va. 

Hurt,  Ira 

Medical  Arts  Bldg. 
Roanoke  11,  Va. 

Hurt,  John  O. 

Alasonic  Bldg. 

Vinton,  \^a. 

Hutcheson,  J.  AI. 
Professional  Bldg. 
Richmond,  Va. 
Hutcheson,  James  Af.,  Jr. 
808  Professional  Bldg. 
Richmond,  Va. 
Hutcheson,  Robert  S.,  Jr. 
1224  Franklin  Rd. 
Roanoke,  Va. 

Hutchinson,  J.  R.  B. 

3157  N.  19th  St. 
Arlington,  Va. 

Hutt,  James  Brooke,  Jr. 
Medico-Dental  Bldg. 
Warrenton,  Va. 

Iden,  C.  H. 

Box  26 

Berryville,  Va. 

Iden,  Robert  W. 

418  Culpeper  St. 
Warrenton,  \^a. 

Iden,  Thomas  C. 

115  Swan  Ave. 

Berryville,  Va. 

Imburg,  Lt.  Cdr.  Jerome, 
U.  S.  Naval  Hospital 
Quantico,  Va. 

W Ingram,  Lewis  Karl 

1023  Spruce  St. 

Norton,  Va. 

Inguagiato,  Gerard  J. 

102  W.  Jefferson  St. 
Falls  Church,  Va. 

Inloes,  Benjamin  H.,  Jr. 

171  Armstrong  Dr. 
Hampton,  Va. 

Irby,  E.  Claiborne 
5404  Queensbury  Rd. 
Richmond,  Va. 

Irby,  J.  H. 

21  Starling  A\'e. 
Martinsville,  Va. 

Irby,  Robert 

1200  E.  Broad  St. 
Richmond,  Va. 

Irons,  Robert  P. 

Rockbridge  Prof.  Bldg. 
Lexington,  \^a. 

Irvin,  Charles  AI. 

2125  Jefferson  St. 
Roanoke,  Va. 

Irvin,  Emory  Roy 
VPI  Infirmary 
Blacksburg,  Va. 


Irvin,  W.  P. 

1309  Bill  St. 

Norfolk,  Va. 

Irving,  E.  Palmore 
134  S.  Sycamore  St. 
Petersburg,  Va. 

Jacklin,  Lawrence  A. 

511  West  Broad  St. 

Falls  Church,  Va. 

Jackson,  Harold  AI. 

Leesburg,  Va. 

Jackson,  Hunter  S. 

322  Green  way  Lane 
Richmond  26,  A^a. 

Jackson,  James  T. 

Ill  \V.  Alarket  St. 
Leesburg,  Va. 

Jackson,  John  A. 

48  Deep  Creek  Blvd. 
Portsmouth,  Va. 

Jackson,  Randolph  Alott 
5111  New  Kent  Rd. 
Richmond  25,  Va. 

Jackson,  Waddie  P. 

763  Peaks  St. 

Bedford,  Va. 

Jacobs,  Frederick  M. 

1868  Carlton  Rd.,  S.  W. 
Roanoke,  \'a. 

Jacobson,  A.  AI. 

17  Highland  Ave.,  S.  W. 
Roanoke  16,  Va. 

Jacobson,  Philip 

18  Liberty  St. 

Petersburg,  Va. 

James,  George  Watson,  III 
Bon  Air,  Va. 

Jamison,  Robert  AI. 

12  Hamilton  Way 
Columbia,  Mo. 

Jantz,  J.  G. 

Bedford,  Va. 

Januszeski,  Francis  J. 

6106  Alorningside  Dr. 
Richmond  26,  \^a. 

Jarman,  Jeannette  M. 

Hot  Springs,  Va. 

Jarman,  M.  B. 

AICUSN  Hot  Springs,  Va. 

Jefferies,  Allan  H. 

214  Southern  Office  Bldg. 
Southern  Shopping  Center 
Norfolk,  Va. 

Jennings,  Eileen  A.  T. 

304  E.  Alain  St. 

Bedford,  Va. 

Jennings,  Thomas  H. 

304  E.  Alain  St. 

Bedford,  Va. 

Jennings,  Thornton  S. 
Baker-Veterans  Hospital 
Martinsburg,  W.  Va. 
Jennings,  W.  Stanley 
1160  A^irginia  Avenue 
S.  Norfolk,  Va. 

Jessee,  Robert  AV. 

Lebanon,  Va. 

Jeter,  N.  B. 

Barr-Topham  Bldg. 

Alain  Street 
Covington,  Va. 

Jimenez  S.,  Julio 
Box  168 

Stuarts  Draft,  Va. 

Johns,  Frank  S. 
Johnston-Willis  Hospital 
Richmond,  Va. 
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Johns,  Leo  E.,  Jr. 

1631  While  Lane 
Norfolk,  Va. 

Johns,  Thomas  N.  P. 

6305  Towana  Rd. 

Richmond,  Va. 

Johns,  Thomas  Richards,  II 
Univ.  of  Virginia  Hospital 
Charlottesville,  Va. 

Johns,  ^^’m.  A. 

Johnston-Wdlis  Hospital 
Richmond,  Va. 

Johnson,  Alfred  G. 

246  Halifax  St. 

Petersburg,  Va. 

Johnson,  E.  L. 

903  Longtvood  Ave. 
Bedford,  Va. 

Johnson,  Ellsworth 
Memorial  Hospital 
A\'inchester,  ^"a. 

Johnson,  Frank  .M. 

6446  Peters  Creek  Rd. 
Roanoke,  ^"a. 

Johnson,  Hal  S. 

202  M'ood  Rd. 

Richmond,  Va. 

Johnson,  Harold  .M. 

405  Shreve  St. 

Falls  Church,  Va. 

Johnson,  Harry  I.,  Jr. 

1315  Second  St.,  S.W. 
Roanoke,  Va. 

Johnson,  L.  Meredith 
1136  Skyland  Rd. 

Charlotte  8,  N.  C. 

Johnson,  Lester  D.,  Jr. 

6318  Wdlston  Dr. 

Falls  Church,  V’^a. 

Johnson,  .Marcellus  A.,  Ill 
701  Carlton  Terrace  Bldg. 
Roanoke,  Va. 

Johnson.  Raynor 
117  W.  Boscawen  St. 
Winchester,  \*a. 

Johnson,  M’alter  H. 

Spotsylvania,  Va. 

Johnson,  M^alter  Smith 
404  Coulter  Bldg. 

Roanoke,  Va. 

Johnson.  M'alter  W’.,  Jr. 

202  M'alnut  St. 

Covington,  Va. 

Johnston,  C.  Frederick,  Jr. 
Johnston  .Memorial  Hospital 
Abingdon,  Va. 

Johnston,  .Mary  Elizabeth 
Box  108 
Tazewell,  Va. 

Johnston,  W.  W. 

.Manteo,  N.  C. 

Johnston,  William  B. 

3602  .Monument  Ave. 
Richmond,  Va. 

Jonas,  John  F. 

320  Alleghany  St. 

Clifton  Forge,  Va. 

Jones,  A.  .McCray 
412  Beulah  Rd. 

Sandston,  Va. 

Jones,  Alfred  P. 

Jefferson  Hospital 
Roanoke,  Va. 

Jones,  Basil  B. 

526  N.  Blvd.^ 

Richmond,  \’a. 

Jones,  Ben  C.,  Jr. 

312  S.  Washington  St. 
.■Mexandria,  Va. 


Jones,  Brock  D.,  Jr. 

1204  Colonial  Ave. 

Norfolk  7,  Va. 

Jones,  Charles  Robert 
P.  O.  Box  743 
\'enice,  Fla. 

Jones,  Delmas  B. 

Doctor’s  Bldg. 

Norton,  Va. 

Jones,  E.  S. 

4401  Victoria  Blvd. 
Hampton,  Va. 

Jones,  George  R. 

129  N.  Rose  Ave. 

Highland  Springs,  Va. 
Jones,  Gordon  W. 

2301  Fall  Hill  Ave. 
Fredericksburg,  Va. 

Jones,  James  B. 

Suite  8,  .Medical  Center 
Lynchburg,  Va. 

Jones,  James  Philip 
315  Dundee  Ave. 
Richmond,  Va. 

Jones,  John  Paul 

2910  .Monument  Ave. 
Richmond  21,  Va. 

Jones,  J.  Bernard 
Box  63 

Culpeper,  Va. 

Jones,  L.  P. 

211  N.  Main  St. 

Emporia,  Va. 

Jones,  Lewis  E. 

16  Windsor  Dr. 

Hampton,  Va. 

Jones.  Or\-in  C. 

Medical  Arts  Bldg. 
Newport  News,  Va. 

Jones,  Reverdy  H.,  Jr. 
Lewis  Gale  Hospital 
Roanoke  11,  Va. 

Jones,  Sarah  Hoover 
129  N.  Rose  Ave. 
Highland  Springs,  Va. 
Jones,  T.  Elmore 
Professional  Bldg. 
Portsmouth,  Va. 

Jones,  Thomas  E. 

326-1 3th  St..  N.M'. 
Charlottesville.  Va. 

Jones,  William  Russell,  Jr. 
1001  W.  Franklin  St. 
Richmond  20,  Va. 

Jordan,  Edwin  P. 

202  Nat.  Bank  Bldg. 
Charlottesville,  Va. 

Jordan,  J.  V. 

146  N.  .Maple  Ave. 
Covington,  Va. 

Jordan,  Robert  Henry 
1130  First  St. 

Napa.  California 
Jordan,  William  R. 

1631  Alonument  Ave. 
Richmond  20,  Va. 

Jordan,  AA’illiam  S. 
University  of  Virginia 
Charlottesville,  \’a. 

Josey,  AA’illiam  E. 

748  Graydon  Ave. 
Norfolk,  A"a. 

Joyner,  E.  C. 

Box  146 
Suffolk,  A’a. 

Joyner,  George  Richardson 
133  Chestnut  St. 

Suffolk,  A7a. 


Judson,  J.  H. 

3801  N.  Fairfax  Dr. 

Arlington,  Va. 

Judy,  S.  Ben 
Clarksville,  Va. 

Kanter,  Hulbert  J. 

2509  Tait  Terrace 
Norfolk  9,  A’a. 

Kaplan,  Arthur  S. 

505  Wainwright  Bldg. 
Norfolk  10,  Va. 

Kastenbaum,  Otto 

6116  Chesapeake  Blvd. 
Norfolk  13,  Va. 

Kastner,  Lee  N. 

117  County  Rd. 

Portsmouth,  Va. 

Kato,  Mikio 
Lonaconing,  Md. 

Kaufman,  Kasper 
AVakefield,  Va. 

Kaufman,  Paul 
3215  Columbia  Pike 
Arlington  4,  Va. 

Kaufman,  AVilliam  H. 

920  S.  Jefferson  St. 

Roanoke  13,  Va. 

Kay,  Saul 
322  Charmian  Rd. 

Richmond,  Va. 

Kay,  AVilliam  Richard 
6601  Three  Chopt  Rd. 
Richmond,  Va. 

Kearney,  Edward  F.  P. 

Alathews,  A’a. 

Kearney,  Frank  A. 

110  Curry  St. 

Hampton,  A’a. 

Keating,  James  L. 

704  N.  Glebe  Rd. 

Arlington,  A"a. 

Keck,  AA’illiam  D. 

St.  .-Albans  Psych.  Hospital 
Radford,  A’a. 

Keefer,  C.  E. 

Aledical  Center 
Lynchburg,  A’a. 

Keeley,  R.  L.  A. 

510  28th  St.,  S. 

Roanoke,  A^a. 

Keeling,  Robert  Daniel 
South  Hill,  A^a. 

Keffer,  Ernest  J.,  Jr. 

1315  Second  St.,  S.  AV. 
Roanoke,  Va. 

Keffer,  Louis  H.,  Jr. 

1030  AA'arwick  Rd. 

Newport  News,  A’a. 

Kegley,  George  B. 

Bland,  A'^a. 

Kegley,  James  B.,  Jr. 

600  Nk  Main  St. 
Chincoteague,  A^a. 

Keister,  D.  C. 

174  Stonewall  Hts. 

Abingdon,  Va. 

Keith,  Michael  John 
745  Graydon  .Avenue 
Norfolk  7,  Va. 

Kell,  Joseph  F. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Kellam,  E.  Milton 
The  General  Surgical  Group 
N assawadox,  Va. 

Kellam,  F.  J. 

Indiana,  Penn. 
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Kellam,  John  Wise 
Belle  Haven,  Va. 

Kelly,  Claude  Kelso 
Mechanicsville,  Va. 

Kelly,  David  W.,  Jr. 

P.  O.  Box  1356 
Titusville,  Va. 

Kelly,  Frank  R.,  Jr. 

2031  Monument  Ave. 
Richmond,  Va. 

Kelly,  John  J.,  Ill 
VA  Hospital 
Richmond  19,  Va. 

Kelly,  Timothy  L.,  Jr. 

4615  Lee  Highway 
Arlington  7,  \^a. 

Kemp,  Paul  S. 

3849  The  Prado 
Macon,  Georgia 
Kendall,  C.  H.  G. 

604  Renn  Rd. 

Hampton,  \’'a. 

Kendig,  Edwin  L.,  Jr. 

3603  Grove  .^ve. 

Richmond  21,  Va. 

Kendrick,  John  F. 

1001  W.  Franklin 
Richmond,  Va. 

Kendrick,  M.  Hayne 
301  S.  Columbus  St. 
Alexandria,  Va. 

Kenley,  James  B. 

Louisa,  Va. 

Kennan,  T.  F. 

Raphine,  Va. 

Kennon,  B.  R.,  Ill 
908  Medical  Arts  Bldg. 
Norfolk,  Va. 

Kent,  J.  Paul 
Altavista,  Va. 

Kern,  Douglas  O. 

Aledical  Arts  Bldg. 

1802  16th  St. 

Greeley,  Colo. 

Kerpelman,  Earle  J. 

1000  Sunset  Drive 
Norfolk,  Va. 

Kerr,  Horace  E. 

Colonial  Beach,  Va. 

Kersey,  Margueritte 
Peterstown,  W.  Va. 

Kersey,  W'illiam  W.,  Jr. 

Peterstown,  W.  Va. 

Khuri,  Afif  A. 

Univ.  of  Virginia  Hospital 
Charlottesville,  Va. 

Kibbe,  Milton  H. 

Lynchburg  Training  School  & 
Colony,  Va. 

Kiember,  Edward  J. 

Alberta,  Va. 

Kiesel,  Joseph  A. 

3124  N.  10th  St. 

Arlington,  Va. 

Kiessling,  Alice  H. 

217  Haycock  Rd. 

Falls  Church,  Va. 

Kight,  John  R. 

1301  Colonial  Ave. 

Norfolk,  Va. 

Kilby,  Edward  B. 

126  30th  St. 

Newport  News,  Va. 

Kilday,  John 
904  Prince  St. 

Alexandria,  Va. 

Kindred,  Robert  G. 

429  Mosley  Dr. 
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AIcDade,  John  P. 

4218  Franconia  Rd. 

FTanconia,  A'a. 

AIcDaniel,  Leroy  S. 

Bon  Air,  A’a. 

.AIcDaniel,  Samuel  AI. 

AA’ainwright  Bldg. 

Norfolk,  A’a. 

AIcDonald,  Robert  AI. 

816  S.  High  St. 

Harrisonburg,  A"a. 

AIcDonald,  Thomas  D. 

Grundy'  Hospital 
Grundy',  A'a. 

AIcEntee,  Robert  B. 

6912  Three  Chopt  Rd. 
Richmond,  A"a. 

AIcEwen,  Robert  B. 

AA’akefield,  A’a. 

AIcFadden,  Joseph  T. 

405  AA’ainwright  Bldg. 

Norfolk  10,  A^a. 

AIcGaughey,  Harry'  S.,  Jr. 

1604  Oxford  Rd. 

Charlottesville,  A’a. 

AIcGavin,  T.  A. 

3801  N.  Fairfax  Dr. 

Arlington,  A’a. 

AIcGee,  James  E.,  Jr. 

St.  Luke’s  Hospital 
Bluefield,  AA’.  Va. 

AlcGee,  AA’.  Ambrose 
220  Lakeview  Ave. 

AA’est  Palm  Beach,  Fla. 

Alt-Gill,  E.  L. 

309  AA’.  AA’ashington  St. 
Petersburg,  \^a. 

AlcGough,  Thomas  F. 

3112  Holly  St. 

Alexandria,  A'^a. 

AIcGovern,  F.  F4. 

139  S.  Alain  St. 

Danville,  A’a. 

AIcGreevy',  John  R. 

4619  27th  St. 

Arlington,  A’a. 

AlcGrifiF,  J.  R. 

3801  N.  Fairfax  Dr. 

Arlington,  A’a. 

AIcGuire,  Hunter  H. 

1622  Park  .Ave. 

Richmond,  Va. 

AIcGuire,  AA'illiam  F. 

Pulaski  Hospital,  Inc. 

Pulaski,  A’a. 


AIcGuire,  AA’dliam  P. 

Box  408 

AA’inchester,  A’a. 

Alcllwaine,  AA’.  B.,  Ill 
434  AA’.  AA’ashington,  St. 
Petersburg,  A’a. 

Alcindoo,  Alary  V. 

1408  N.  Fillmore  St. 
Arlington,  A'’a. 

AIcKechnie,  Franklin  B. 
Aledical  College  of  A’irginia 
Richmond  19,  A’a. 

AlcKee,  John  B. 

110  Lee  St. 

AA’inchester,  Va. 

AlcKee,  Thistle  AI. 

203  S.  Columbus  St. 
Alexandria,  Va. 

AlcKee,  T.  K. 

Saltville,  A’a. 

AIcKenney,  Frank  D.,  Jr. 

202  AA’.  Alain  St. 

Salem,  A’a. 

AIcKeown,  Charles  E. 

1805  Alonument  Ave. 
Richmond  20,  Va. 

AIcLean,  AA’.  Copley 
104  E.  Alarket  St. 
Charlottesville,  Va. 
AIcLelland,  Robert 
The  Alemorial  Hospital 
Danville,  Va. 

AlcAlann,  AA’alter 
944  Alain  St. 

Danville,  A’a. 

AIc.AIullan,  Francis  H. 

1001  AA’.  Franklin  St. 
Richmond  20,  A’a. 
AIcN’amee,  Edwin  T.,  Jr. 
Chestnut  St. 

Stuart,  A’a. 

AIcNeely,  Irwin  H. 

106  AA’.  Third  Ave. 
Franklin,  A’a. 

AIcNiel,  John  G. 

1219  Whitby  Rd. 
Richmond,  A’a. 

AlcPeak,  Edgar  AI. 

1835  Eye  St.,  N.  AA’. 
AA’ashington,  D.  C. 

AIcRae,  Alarvin  E. 

342  N.  Elm  St. 

Greensboro,  N.  C. 

AIcA’ey',  James  H. 

Alattie  AA’illiams  Hospital 
Richlands,  A’a. 

Aleador,  Blake  AV. 

2600  Grove  Ave. 

Richmond  20,  Va. 

Aleador,  Carl  AV. 

622  N.  Blvd.^ 

Richmond,  V’a. 

Aleads,  V.  J. 

Box  5 

Portsmouth,  Va. 

Alears,  A.  AV.  D.^ 

Belle  Haven,  A’a. 

Alease,  John  A.,  Jr. 

Alease  Hospital 
Dunedin,  Fla. 

Alease,  AI.  E. 

Sandy'  Level,  A’a. 

Aleeks,  Charles  H. 

4202  E.  Oxford  Circle 
Richmond,  A’a. 

Alelchionna,  Olin  R. 

3022  Pioneer  Rd.,  N.AA’. 
Roanoke,  Va. 
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Melton,  Harvey  E. 

219  Amherst  St. 

W^inchester,  \'a. 

Menk,  K.  F. 

Kings  Daughters  Hospital 
Staunton,  Va. 

Mennell,  John  McM. 

State  of  Pa.  Rehabilitation  Center 
Johnstown,  Pa. 

Mercer,  Nelson 
2122  California  St.,  N.  W. 
Washington  20,  D.  C. 

Meredith,  Henry  Clarkson,  Jr. 

746  Graydon  Ave. 

Norfolk,  Va. 

Meredith,  J.  M. 

1200  E.  Broad  St. 

Richmond,  Va. 

Merker,  P’rank  F. 

VA  Hospital 
Roanoke,  Va. 

Merrick,  H.  Curtiss 
119  E.  Sewells  Pt.  Rd. 

Norfolk  5,  Va. 

Metre,  Peter  Joachim 
Grundy  Hospital 
Grundy,  Va. 

Mewborne,  E.  B. 

2901  West  Ave. 

Newport  News,  Va. 

Mey'er,  George  I. 

Veterans  Adm.  Hospital 
Richmond,  Va. 

Meyer,  Heinz 
Konnarock,  Va. 

Meyer,  Julien  H. 

305  First  St.,  S.W. 

Roanoke,  Va. 

Meyer,  William 
Herndon,  Va. 

Meyersburg,  Herman  A. 

9910  Summit  Ave. 

Kensington,  Md. 

Michael,  C.  A. 

Blacksburg,  Va. 

Michael,  Maurice  A. 

158  N.  Main  St. 

Suffolk,  Va. 

Michaux,  Richard  A. 

1805  Monument  Ave. 

Richmond,  Va. 

Micou,  Lewis  A. 

Buena  Vista,  Va. 

Middlekauff,  H.  G. 

Weyers  Cave,  Va. 

Middlemas,  John  Davis 
Orange,  Va. 

Miele,  Albert  J. 

Norfolk  General  Hospital 
Norfolk,  Va. 

Mihalyka,  Eugene  E. 

1726  Schaaf  Rd. 

Cleveland  9,  Ohio 
Milam,  Joseph  W. 

Medical  Arts  Bldg. 

Danville,  Va. 

Miles,  Marilynn  L. 

1453  S.  Quaker  Ave. 

Tulsa  20,  Okla. 

Miles,  Verlin  E. 

1604  N.  Garfield  St. 

Arlington  1,  Va. 

Miller,  Alfred  B. 

100  Louisiana  Dr. 

Norfolk,  Va. 

Miller,  Bernard  H. 

1204  Colonial  Ave. 

Norfolk,  Va. 


Miller,  Charles  S. 

Elkton,  Va. 

Miller,  David  H. 

Box  108 
Orange,  Va. 

Miller,  E.  B. 

Elkton,  Va. 

Miller,  E.  H. 

878  Main  St. 

Danville,  Va. 

Miller,  Edith  I. 

30  Franklin  St. 

Petersburg,  Va. 

Miller,  Harold  W. 

118  N.  Muhlenbury  St. 
Woodstock,  Va. 

Miller,  James  A. 

4 S.  Stuart  St. 

Winchester,  Va. 

Miller,  Lyddane 
P.  O.  Box  237 
Amherst,  Va. 

Miller,  Maurice  M. 

402  W.  20th  St. 

Norfolk,  Va. 

Miller,  Robert  T. 

3011  Ozark  Rd. 

Chattanooga,  Tenn. 

Miller,  Samuel  E. 

227  W.  Main  St. 

Abingdon,  Va. 

Mills,  James  D.,  Jr. 

401  N.  King's  Highway 
Alexandria,  Va. 

Minarik,  H.  J. 

36-D  E.  Main  St. 

Salem,  Va. 

Minor,  George  R. 

1912  Lewis  iMountain  Rd. 
Charlottesville,  Va. 

Minor,  Philip  L. 

118  N.  Blvd. 

Richmond,  Va. 

Alimielstein,  Alvin  B.  H. 

3015  West  Ave. 

Newport  News,  V^a. 
Mirmelstein,  Samuel  H. 

118  26th  St. 

Newport  News,  Va. 
Miskimon,  Robert  M. 

Fidelity  Bankers  Life  Ins.  Co. 
P.  O.  Box  2368 
Richmond  18,  Va. 

Mitchell,  Arthur  V. 

4682  34th  St.,  S. 

Arlington,  Va. 

Mitchell,  Eric  G. 

1134  Church  St. 

Norfolk,  Va. 

A'litchell,  George  S.,  Jr. 

7 Conway  Rd. 

Newport  News, 

Mitchell,  Howard  L. 

103  S.  Main  St. 

Lexington,  Va. 

Mitchell,  Robert  E.,  Jr. 

1001  W.  Franklin  St. 
Richmond,  Va. 

Mitchell,  Robert  H. 

1300  N.  Hudson  St. 

Arlington,  Va. 

Mitchell,  W.  A. 

1028  Warw'ick  Rd. 

Newport  News,  \^a. 

Mitchell,  W.  F. 

New  Castle,  V'^a. 

■Mizroch,  S.  B. 

509  Medical  Arts  Bldg. 
Norfolk  10,  Va. 


Moffett,  Brooke  M. 

12  Hunter’s  Trail 
Norfolk,  Va. 

Mohrmann,  H.  F.  W. 

156  Montevista  Ave. 

(Grange,  Va. 

Moir,  Wm.  M. 

2121  Rosalind  Ave. 

Roanoke,  \’a. 
iMoling,  Jolin  H.,  Ill 
114  \V.  Boscawen  St. 
AVinchester,  Va. 

Moll,  A.  T. 

3903  Catesby  Jones  Dr. 
Hampton,  Va. 

Aloncure,  Wm.  B. 

1000  West  Ave. 

Richmond,  Va. 

Alonroe,  Willys  Al. 

5303  Ditchley  Rd. 

Richmond,  A7a. 

Montague,  J.  Warren 

1001  W.  Franklin  St. 

Richmond  20,  Va. 

Montgomery,  B.  J. 

Alberta,  Va. 

Montgomery,  C.  V. 

South  Hill,  Va. 

Aloody,  William  E. 

Scottsville,  Va. 

Aloomaw,  William  C. 

Bedford,  Va. 

Aloon,  Cary  N.,  Jr. 

2107  Afinor  Rd. 

Charlottesville,  Va. 

Aloon,  John  Hoover 
1613  Hanover  Ave. 

Richmond,  Va. 

Aloore,  C.  D. 

Wythe ville,  Va. 

Aloore,  Dorothy  D. 

2032  Alattoax  Ave.,  VV. 
Petersburg,  Va. 

Moore,  D.  P.,  Jr. 

P.  O.  Box  58 
Hopewell,  Va. 

Moore,  Frederic  Potts,  II 
526  N.  Blvd. 

Richmond,  Va. 

Aloore,  Grover  Lee 
359  Broad  St. 

Portsmouth,  Va. 

Aloore,  J.  C. 

Keen  Alountain,  Va. 

Moore,  AL  P. 

N.  & W.  Ry.  Gen.  Office  Bldg. 
106  N.  Jefferson  St. 

Roanoke,  Va. 

Aloore,  Alichael  J. 

1603  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 

Aloore,  Pamela  R. 

1073  W.  Broad  St. 

Falls  Church,  Va. 

Aloore,  R.  A. 

Box  357 
Farmville,  Va. 

Moore,  Ray  A.,  Jr. 

121  E.  3rd  St. 

Farmville,  Va. 

Aloore,  Robert  C.,  Jr. 

1007  S.  Alain  St. 

Blacksburg,  Va. 

Aloore,  AV.  Perry,  Jr. 

1331  Armistead  Bridge  Rd. 
Norfolk  7,  Va. 

Aloore,  William  T. 

1805  Alonument  Ave. 

Richmond  20,  Va. 
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Moorehead,  Matthew  Talniadge 
c/o  Newark  Hospital 
N ewark,  Ohio 
Moreno,  Leopold  S. 

7927  Old  C3cean  \’iew  Rd. 
Norfolk,  Va. 

Morey,  Dennis  A.  J. 

807  Franklin  St. 
Richmond,  \’a. 

Morgan,  A.  D. 

409  Medical  Arts  Bldg. 

Norfolk,  \’a. 

Morgan,  Earle  B. 

Fincastle,  Va. 

.Morgan,  E.  Adolphus,  Jr. 

416  Rockbridge  Rd. 
Portsmouth,  Va. 

.Morgan,  Rees 
7220  Shirland  Ave. 

Norfolk  5,  \'a. 

Morgan,  T.  Addison 
Franklin,  Va. 

.Moriarty,  James  Joseph 
Presidential  Gardens 
Alexandria,  \'a. 

.Morris.  John  Richard,  Jr. 

400  Locust  St. 

Charlottesville,  V'^a. 

.Morris,  John  S.,  Jr. 

3610  Fort  Ave. 

Lynchburg,  V^a. 

■Morrison,  Robert  L. 

3300  AA'oodridge  PI. 
Lynchburg,  Va. 

•Morrison,  Samuel  S. 

120  N.  Win  St. 

Leesburg,  Va. 

Morrissette,  M'illiam  Philip 
.Midlothian,  \’a. 

.Morrow,  James  K. 

Box  1172 
Radford,  Va. 

•Morton,  C.  Bruce 
Box  3231,  Univ.  Station 
Charlottesville,  Va. 

.Morton,  Helen  L. 

5011  Forest  Hill  Ave. 
Richmond,  Va. 

Morton,  Robert  A. 

746  Graydon  Ave. 

Norfolk,  V^a. 

Moseley.  E.  J.,  Jr. 

1818  Park  Ave. 

Richmond,  \’a. 

.Moseley,  Robert  M’. 

Hanover  County  Health  Dept. 
.\shland,  \’a. 

Moss,  James  .M. 

3805  Elorence  Dr. 

Alexandria,  \'^a. 

Moss,  J.  Langdon 
5003  Grove  Ave. 

Richmond,  Va. 

Moss,  Lloyd  F. 

1200  Prince  Edward  Sr. 
Fredericksburg,  Va. 

Motley,  J.  C. 

Abingdon,  Va. 

Mott,  Howard  Otis 
1015  N.  Highland  St. 
.Arlington,  \’a. 

.Mourot,  Arthur  James 
811  Prince  St. 

.Alexandria,  \'a. 

.Mulholland,  H.  B. 

Box  1847,  Univ.  Station 
Charlottesville,  Va. 


Mullen,  F.  N.,  Jr. 

412  .Medical  Arts  Bldg. 

Norfolk  10,  \’a. 

.Muller,  M’illiam  H.,  Jr. 

17  Farmington  Dr. 

Charlottesville,  \z. 

.Mulvaney,  Richard  J. 

5801  \"an  Fleet  Dr. 

.McLean,  \’a. 

.Mundy,  B.  Kyle 

703  Church  St. 

Lynchburg,  Va. 

.Mundy,  Chas.  B. 

R.  R.  #2 
Fang  George,  Va. 

.Murgolo,  V.  John 
934  Ellsworth  Dr. 

Silver  Spring,  .Md. 

.Murphy,  Christopher,  J.,  Jr. 

804  Prince  St. 

Alexandria,  Va. 

.Murphy,  George  Herman 
Manchester  .\Iemorial  Hospital 
Winchester,  Va. 

.Murphy,  M’m.  E.,  Jr. 

748  Graydon  Ave. 

Norfolk.  Va. 

.Murray,  Henry  D. 

460  Pine  Ave. 

M’aynesboro,  Va. 

.Murray,  John  A. 

106  3rd  Ave. 

Franklin.  Va. 

.Murray,  Philip  F. 

2906  M^est  Ave. 

Newport  News,  Va. 

•Murrell,  Thos.  W. 

17  E.  Grace  St. 

Richmond,  Va. 

.Murrell,  Thomas  M'.,  Jr. 

17  E.  Grace  St. 

Richmond,  Va. 

•Musgrave,  Robert  E. 

139  S.  .Main  St. 

Danville,  Va. 

.Myers,  Donald  S. 

Hot  Springs,  Va. 

Naccash,  Edmund  P. 

704  N.  Glebe  Rd. 

•Arlington,  Va. 

Nachman,  Herman  AI. 

1006  \\'.  Franklin  St. 

Richmond,  Va. 

Naff,  G.  M. 

Box  246 
Emporia,  Va. 

Nafzinger,  .M.  L. 

700  .Marumsco  Drive 
M^oodbridge,  Va. 

Nagler,  Benedict 

Lynchburg  Training  Sch.  & Hosp. 
Colony,  A’a. 

Nalls,  M’alter  L. 

2414  Ridge  Road  Drive 
Alexandria,  Va. 

Nash,  B.  M'. 

Timberville,  Va. 

Neal,  E.  Berkeley 

303  M’ashington  Ave.,  S.  M’. 
Roanoke  16,  Va. 

Neal,  E.  Forrest 
725  .Masonic  Temple 
Danville,  Va. 

Neal,  John  J. 

734  .Main  St. 

Danville,  Va. 


Neal,  John  J.,  Jr. 

164  AA’est  .Main  St. 

Danville,  \'a. 

Neale,  Claude  L. 

3900  Seminary  Ave. 
Richmond  22,  \"a. 

Neisser,  Herbert  H. 

129  28th  St. 

Newport  News,  A'a. 

Nelms,  N.  D. 

3834  Kecoughtan  Rd. 
Hampton,  \’a. 

Nelson,  Charles  .M. 

906  M'.  Franklin  St. 
Richmond  20,  \’a. 

Nelson,  Kinloch 
•Medical  College  Hospital 
Richmond  19,  Va. 

Nelson,  M’illiam  R. 

•Medical  College  of  Virginia 
Richmond  19,  \’a. 

Nemuth,  Harold  1. 

2012  .Monument  Ave. 
Richmond  20,  \’a. 

Nesbitt,  1.  Floyd 
7320  A’Lrginia  Ave. 

Newport  News,  \’a. 

Neu,  Robert  B. 

6141  Lee  Highway 
Arlington,  \’a. 

Newman,  Emanuel 
Vienna,  Va. 

Newman,  Samuel  R. 

770  .Main  St. 

Danville,  \’a. 

Newman,  Sigmund 
3801  N.  Eairfax  Dr. 
Arlington  3,  \’a. 

Newman,  M’alter  S.,  Jr. 
1010-25th  St.,  N’.AA’. 
M’ashington  7,  D.  C. 
N’icholls,  Aurelia  Gill 
4450  Lake  Rd.,  Bay  Point 
.Miami,  Fla. 

N’icholls,  J.  B. 

401  Sterlingworth  St. 
M’indsor,  N.  C. 

N’icholls,  R.  B. 

750  Graydon  Ave. 

Norfolk,  A’a. 

Nicholson,  Charles  T.,  Jr. 

121  N.  M’ashington  St. 
Alexandria,  Va. 

Nicholson,  M.  Roy 
3126  Columbia  Pike 
Arlington,  \’a. 

Nicholson,  M’illiam  H. 

Elkton,  \’a. 

N’icklin,  M’alter  S.,  Jr. 

424  M'^inchester  St. 
M’arrenton,  \’a. 

Nicoll,  Esmond  D.  \’. 

R.  F.  D.  #2 
Charlottesville,  A'^a. 

Nielsen,  Juul  C. 

Central  State  Hospital 
Petersburg,  Va. 

Nipe,  George  M. 

National  Bank  Bldg. 
Harrisonburg,  Va. 

Nofsinger,  C.  D. 

Lewis-Gale  Hospital 
Roanoke,  V^a. 

Nokes,  John  AI. 

Box  3487,  University  Station 
Charlottesville,  A’a. 

Nold,  Ralph  J. 

1358  Emory  PI. 

Norfolk,  Va. 
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Nolan,  Francis  F. 

610  New  Monroe  Bldg. 
Norfolk  10,  Va. 
Nolting,  Margaret 
1008  W.  Grace  St. 
Richmond,  Va. 
Norment,  Robert  L. 

957  North  Monroe  St. 
Arlington,  Va. 
Northington,  James  L. 
1119  Grenshaw  Dr. 

St.  Louis  15,  iMo. 
Novak,  Samuel  iM. 

200  N.  Columbus  St. 
Alexandria,  Va. 

Nuckols,  Cardwell  C. 

Box  367 
South  Hill,  Va. 

Nuckols,  I.  M. 

126  N.  Augusta  St. 
Staunton,  Va. 

Nunnally,  Claude  A. 

1200  Prince  Fid  ward  St. 
Fredericksburg,  Va. 
Nushan,  Harry 
VA  Hospital 
Salisbury,  N.  C. 

Nutter,  P.  J. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Oast,  Fred  F. 

1917  Greenwood  Road 
Roanoke,  Va. 

Oast,  Geo.  W. 

1050  Leckie  St. 
Portsmouth,  Va. 

Oast,  John  W.,  Ill 
712  Westover  Ave. 
Norfolk  7,  Va. 

Oast,  Thomas  E. 

409  Dinwiddie  St. 
Portsmouth,  Va. 
Obenschain,  John  Teaford 
525  W.  Main  St. 
Waynesboro,  Va. 
O’Brian,  L.  R.,  Jr. 

212  Langhorne  Rd. 
Lynchburg,  Va. 

O’Brien  C.  G. 

Appomattox,  Va. 
O’Brien,  David  C. 

405  Professional  Bldg. 
Portsmouth,  Va. 

O’Brien,  Thomas  E. 

1057  W.  Broad  St. 

Ealls  Church,  Va. 

O’Connell,  Patrick 
Memorial  Hospital 
AV’inchester,  Va. 
O’Connor,  John  J. 

1115  Lynn  Court 
Alexandria,  Va. 

Oglesby,  F.  E. 

3604  Monument  Ave. 
Richmond  21,  Va. 
Oglesby,  S.  E. 

21-Medical  Center 
Lynchburg,  \^a. 
O’Hanlan,  J.  Treacy 
507  Mulberry  St. 
Waynesboro,  Va. 

Old,  Levi,  Jr. 

614  Medical  Arts  Bldg. 
Norfolk,  'V’a. 

Old,  Wm.  Levi 
Oak  Hill  Farm 
Londonbridge,  Va. 


Old,  William  W’hitehurst,  111 
7 14  Medical  Arts  Bldg. 
Norfolk,  Va. 

Olinger,  William  F. 

Big  Stone  Gap,  \’a. 

Oliver,  George  J.,  Jr. 

1 1 1 Cary  St. 

Williamsburg,  Va. 

Oliver,  Keith  Millner 
Purcellville,  Va. 

O’Neal  James  T. 

Amelia,  Va. 

Opal,  John  A. 

Occoquan,  Va. 

Oppleman,  Herman  F. 

616  West  Grace  St. 

Richmond  20,  Va. 

Orlosky,  Albert  J. 

2823  N.  Pershing  Dr. 

Arlington,  Va. 

Osborne,  A.  P. 

Berryville,  Va. 

Osborne,  J.  D. 

115  S.  Sycamore 
Petersburg,  Va. 

Otis,  Walter  J. 

628  Maison  Blanche  Bldg. 

New  Orleans,  La. 

Outland,  Chas.  L. 

407  N.  12th  St. 

Richmond  19,  Va. 

Overcash,  Wm.  E. 

Memorial  Hospital 
Danville,  Va. 

Overton,  Eranklin  Lawrence,  Jr. 
1550  Holland  Rd. 

Suffolk,  V^a. 

Overton,  Thomas  P. 

3603  Grove  Ave. 

Richmond,  Va. 

Owen,  Earl  T. 

205  Courtland  Bldg. 
Lynchburg,  Va. 

Owen,  Heth,  Jr. 

1141  West  Ave. 

Richmond,  Va. 

Owen,  Victor  P. 

Box  305 
Jarratt,  Va. 

Owens,  Beryl  H. 

P.  O.  Box  198 
Rose  Hill,  Va. 

Owens,  M.  E.  B.,  Jr. 

1001  W.  Eranklin  St. 

Richmond  20,  Va. 

Owens,  Richard  S.,  Jr. 

803  Medical  Arts  I51dg. 
Roanoke  11,  Va. 

Ownby,  Ralph,  Jr. 

3602  Monument  Ave. 
Richmond,  \^a. 

Ozlin,  Robert  L. 

South  Hill,  Va. 

Ozlin,  Wilkins  J. 

South  Hill,  Va. 

Pack,  Lawrence  M. 

939  S.  Wakefield  St. 

Arlington,  Va. 

Packer,  Bernard  D. 

1001  W.  Eranklin  St. 

Richmond  20,  Va. 

Padgett,  H.  C. 

920  S.  Jefferson  St. 

Roanoke.  Va. 

Padgett,  T.  E. 

823  Linden  Ave. 

Portsmouth,  Va. 


Page,  Maysville  Jane 
204  Medical  Arts  Bldg. 
Richmond,  \’a. 

Page,  Sidney  G.,  Jr. 

2904  Rugby  Rd. 

Richmomi  21,  Va. 

Paine,  Robert  F,.,  Jr. 

7 Stonewall  Forest 
Salem,  Va. 

Paine,  W.  H. 

216  3rd  St.,  N.  E. 
Cliarlottesville,  \^a. 

Painter,  Ben  T. 

Tucker  Clinic  Bldg. 

W illiamsburg,  Va. 

Painter,  John  \V. 

2301  Fall  Hill  Avenue 
Fredericksburg,  Va. 

Painter,  AVm.  G.,  Jr. 

Mt.  Sidney,  \’a. 

Palmer,  Alfred  M. 

1008  N.  Highland  St. 
Arlington,  Va. 

Palmer,  Edwin  J. 

1102  S.  Jefferson  St. 
Roanoke  15,  Va. 

Palmer,  Richard  E. 

Alexandria  Hospital 
Alexandria,  Va. 

Paluch,  Simon 
6416  Brandon  Ave. 
Springfield,  Va. 

Paquin,  Albert  J.,  Jr. 
University  Hospital 
Charlottesville,  Va. 

Pariser,  Harry 
708  Aledical  Arts  Bldg. 
Norfolk  10,  Va. 

Park,  Herbert  W. 

Adedical  College  of  Virginia 
Richmond,  Va. 

Parker,  Carl  P.,  Jr. 

1073  W.  Broad  St. 

Falls  Church,  Va. 

Parker,  Donal  S. 

7320  Virginia  Ave. 

Newport  News,  Va. 

Parker,  Gerald  C. 

Savoy  Plaza 
59th  & 5th  Ave. 

New  York,  N.  Y. 

Parker,  J.  R. 

Providence  Forge,  Va. 
Parker,  Joseph  C. 

3811  Dover  Road 
Richmond  21,  Va. 

Parker,  Paul  J. 

Hampton,  Va. 

Parker,  Rea,  Jr. 

Smithfield,  \^a. 

Parker,  W.  H. 

3800  Kecoughtan  Rd. 
Hampton,  Va. 

Parks,  R.  G. 

Temperanceville,  Va. 

Parks,  William  Robert 
3587  Parkwood  Drive,  S.  W. 
Roanoke,  Va. 

Parrish,  B.  L. 

808  Wainwright  Bldg. 
Norfolk,  Va. 

Parrish,  James 
322  King  St. 

Portsmouth,  Va. 
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Parsel,  G. 

2553  Columbia  Drive 
College  Park 
Costa  -Mesa,  California 
Parson,  Andrew  D. 

Richlands,  \'a. 

Parson,  \\'illiam 

University  of  Virginia  Hospital 
Charlottesville,  V^a. 

Parsons,  P.  B. 

1306  Colonial  Ave. 

Norfolk,  V'a. 

Pascoe,  Sam  C. 

2006  Bradford  Dr. 

Annandale,  \’a. 

Pastore,  P.  X. 

5503  Riverside  Dr. 

Richmond  24,  Va. 

Patten,  Robert  C. 

Floyd,  \"irginia 
Patterson,  John  L.,  Jr. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Patterson,  Vm.  M. 

1436  .Mallory  Court 
Norfolk,  Va. 

Patteson,  T.  E. 

Dilhvyn,  Va. 

Payne,  Boyd  H. 

Professional  Bldg. 

Staunton,  Va. 

Payne,  Ella  Louise 

University  of  Virginia  Hospital 
Charlottesville,  Va. 

Payne,  Francis  R.,  Jr. 

722  S.  Adams  St. 

Petersburg,  \"a. 

Payne,  John  A.,  Ill 
Sunbury,  N.  C. 

Payne,  Kenneth  N. 

VA  Hospital 
Richmond,  Va. 

Payne,  Nelson  Saunders 
Southern  Shopping  Center 
Norfolk,  V'a. 

Payne,  Robert  L. 

805  .Medical  Arts  Bldg. 

Norfolk,  Va. 

Payne,  Robert  L.,  Jr. 

805  Medical  Arts  Bldg. 

Norfolk,  Va. 

Payne,  S.  O'Brien 
320  M’olfe  St. 

Fredericksburg,  Va. 

Payne,  Thomas  B. 

Fredericksburg,  Va. 

Payne,  'V\'ade  C. 

Haymarket,  Va. 

Payne,  \\’averly  R. 

91  29th  St. 

Newport  News,  Va. 

Peabody,  Carroll  A. 

Petersburg  General  Hospital 
Petersburg,  Va. 

Peacock,  John  H. 

3627  S.  1st  Rd. 

Arlington,  Va. 

Pearce,  Carney  C.,  Jr. 

Box  166 
Petersburg,  Va. 

Pearce,  Leroy  S. 

Dept.  Pathology 

Veterans  Administration  Hospital 
Richmond,  Va. 

Pearlman,  Edwin 
910  Wainwright  Bldg. 

Norfolk  5,  Va. 


Pearson,  Charles  G. 

Blue  Ridge  Sanatorium 
Charlottesville,  V’^a. 
Pearson,  Harris  P. 

Box  #2 

Lake  \’iew,  S.  C. 

Pearson,  Paul  C. 

M'arsaw,  \"a. 

Peerless,  Julius 
2121  Little  Creek  Rd. 
Norfolk  9,  Va. 

Peer>%  James  .M. 

Box  85 

Cedar  Bluff,  \'a. 

Peirce,  C.  T. 

Nuttsville,  Va. 

Peirce,  Robert  T.,  Jr. 

310  .Masonic  Temple  Bldg. 
Newport  News,  Va. 

Peltz,  Edgar  E. 

2804  M'est  Ave. 

Newport  News,  Va. 
Pembleton,  M'.  E. 

1200  E.  Broad  St. 
Richmond  19,  Va. 

Penn,  Thomas  J. 

Grundy  Hospital 
Grundy,  Va. 

Pennington,  Margaret  A. 

Buckingham,  Va. 
Pennington,  William  Alton 
Buckingham,  Va. 

Peple,  W.  Lowndes,  Jr. 

26  Rio  Vista  Lane 
Richmond,  Va. 

Pepple,  A.  W. 

701  Professional  Bldg. 
Richmond  19,  Va. 

Perdue,  Jean  Jones 
541  Lincoln  Rd. 

.Miami  Beach  39,  Ela. 
Perkins,  Benjamin  S. 

.Marion  General  Hospital 
Marion,  Va. 

Perkins,  E.  W. 

.Medical  .\rts  Bldg. 
Richmond  19,  Va. 

Perlin,  Louis 
4304  Grove  .\ve. 
Richmond,  Va. 

Perrine,  Richard  P. 

Box  235 
Clinnvood,  Va. 

Perry,  M'm.  J. 

1608  N.  Frost  St. 
Alexandria,  Va. 

Person,  F.  R. 

Lewis  Gale  Hospital 
Roanoke  11,  Va. 

Peters,  Leslie  L. 

1011  Arlington  Blvd. 
Arlington  9,  Va. 

Peterson,  Charles  H. 

603  Medical  .\rts  Bldg. 
Roanoke,  Va. 

Pettis,  James  B. 

Drawer  1080 
Staunton,  Va. 

Phillips,  Benj.  F. 

Triangle,  Va. 

Phillips,  B.  L. 

1707  Rawlings  St. 
Richmond  23,  Va. 

Phillips,  James  W. 

Masonic  Temple  Bldg. 
Newport  News,  \"a. 


Phillips,  Joseph  F. 

Chase  City,  \’^a. 

Philhps,  Joseph  T.,  Jr. 
Doctors’  Bldg. 

Norton,  Va. 

Phillips,  Robert  M. 

Chester,  \"a. 

Phipps,  Glynn  W. 

116  S.  Sycamore  St. 
Petersburg,  V’a. 

Phipps,  W.  Al. 

P.  O.  Box  77 
Hopewell,  Va. 

Phlegar,  D.  S. 

Blacksburg,  Va. 

Phlegar,  O.  K. 

711  Virginia  Ave. 
Bluefield,  Va. 

Picot,  Harrison 
804  Prince  St. 

Alexandria,  Va. 

Pifer,  Herman  I. 

Box  76 

Winchester,  Va. 

Pifer,  William  H. 

19  N.  Washington  St. 
Winchester,  A^a. 

Pile,  Wendell  J. 

401  Warwick  Rd. 
Newport  News,  Va. 
Pinckney,  M.  Morris 
200  Virginia  Ave. 
Richmond  26,  Va. 
Pinkerton,  Herman  H.,  Jr. 
Johnston  Memorial  Clinic 
Abingdon,  Va. 

Pirkle,  Carl  1. 

U.  S.  Penitentiary 
Atlanta,  Ga. 

Pisano,  J.  E. 

Brookneal,  Va. 

Pitt,  Cullen 

27  W.  Locke  Lane,  Apt.  2 
Richmond  20,  Va. 

Placak,  Joseph  C. 

Rt.  1 

Abingdon,  Va. 

Platt,  Joseph  L. 

Medical  Center,  Suite  8 
Lynchburg,  Va. 

Pleasants,  Alfred  W.,  Jr. 

11  S.  Jefferson  St. 
Lexington,  Va. 

Plotnick,  Barney 
2110  Venable  St. 
Richmond,  Va. 

Plummer,  Kemp 
121  N.  M'ashington  St. 
Alexandria,  Va. 

Plyler,  Marion  T. 

M’halejn'ille,  Va. 
Podolnick,  Nelson 
255  W.  Broad  St. 

Falls  Church,  Va. 

Poe,  Wm.  D. 

1603  Franklin  Rd.,  S.  W. 
Roanoke,  Va. 

Poindexter,  W.  O. 

Medical  Arts  Bldg. 
Newport  News,  Va. 

Pole,  Frank  N. 

Stuart  Circle  Hospital 
Richmond,  Va. 

Pole,  Clarke 
5424  Powhatan  Ave. 
Norfolk,  Va. 
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Polk,  S.  J. 

Lebanon,  Va. 

Pollack,  David 
3003  W.  Cary  St. 
Richmond  21,  Va. 

Pope,  Thomas  B. 

43  S.  Market  St. 
Petersburg,  Va. 

Pope,  Wm.  13.,  Jr. 

902  Sterling  Point  Dr. 
Portsmouth,  Va. 

Porro,  Francis  W. 

St.  Mary’s  Hospital 
Evansville,  Ind. 

Porter,  H.  A. 

Pocahontas,  Va. 

Porter,  J.  J. 

Appalachia,  Va. 

Porter,  Reno  R. 

1200  E.  Broad  St. 
Richmond  19,  Va. 

Porter,  Walter  A. 

Hillsville,  Va. 

Porter,  W.  Arthur 
400  Wainwright  Bldg. 
Norfolk,  Va. 

Porter,  William  B. 

1200  E.  Broad  St. 
Richmond,  Va. 

Porter,  Wm.  O. 

1101  Orange  Ave.,  N.  W. 
Roanoke  17,  Va. 

Potter,  R.  C. 

Aiarion,  Va. 

Powel,  Charles  C. 
Professional  Bldg. 
Harrisonburg,  Va. 

Powell,  A.  E. 

Madison,  Va. 

Powell,  Algerd 
70-34  57  Drive 
Maspeth.,  L.  I.,  N.  Y. 
Powell,  John  D. 
Mitchell-Powell  Clinic 
Mount  Airy,  N.  C. 
Powell,  James  Harrison 
9 Marshall  St. 

Petersburg,  Va. 

Powell,  John  W. 

6407  Three  Chopt  Road 
Richmond,  Va. 

Powell,  L.  O. 

Seaford,  Va. 

Powell,  Leon  W.,  Jr. 
A4emorial  Hospital 
Danville,  Va. 

Powell,  Roy  R. 

3315  County  St. 
Portsmouth,  Va. 

Powell,  Stanley  H. 

13  Afton  Parkway 
Portsmouth,  Va. 

Powell,  Unity  Monger 
124  N.  Lexington  St. 
Covington,  Va. 

Powers,  Paxton  P. 

1211  Augusta  St. 
Charlottesville,  Va. 

Pratt,  Daniel  W. 

Box  186,  Emory  Branch 
Atlanta  22,  Ga. 

Pratt,  Frank  C. 

Chatham  Heights 
Fredericksburg,  Va. 
Preston,  H.  G. 

Professional  Bldg. 
Harrisonburg.  Va. 


Price,  Henkel  M. 

Martinsville  General  Hospital 
Martinsville,  Va. 

Price,  Homer  H. 

21  Starling  Ave. 

Martinsville,  Va. 

Price,  James  D. 

119  E.  Little  Creek  Rd. 
Norfolk,  Va. 

Price,  Ralph 
5414  Jefferson  Ave. 

Newport  News,  Va. 

Price,  Comdr.  R.  H.,  MC,  USNR 
VA  Hospital 
Wilmington,  Del. 

Price,  Weldon  A. 

13th  & N.  Hudson  Sts. 
Arlington,  Va. 

Prichard,  W.  1. 

9 N.  12th  St. 

Richmond  19,  Va. 

Prince,  John  S. 

412  Ingleside  Ave. 

Emporia,  Va. 

Prince,  Wm.  D. 

Stony  Creek,  Va. 

Pritchett,  Drake 
132  Watson  St. 

Danville,  Va. 

Pritchett,  Harry  W. 

644  Main  St. 

Danville,  Va. 

Proffitt,  John  A. 

P.  O.  Box  780 
Norfolk  1,  Va. 

Prominski,  John  E. 

115  Hillwood  Ave. 

Falls  Church,  Va. 

Propper,  Norman  S. 

Wise  Memorial  Hospital 
Wise,  Va. 

Provenzano,  Joseph  A. 

Box  175 
Annandale,  Va. 

Psimas,  James  N. 

3315  County  St. 

Portsmouth,  Va. 

Pugh,  Wm.  T. 

620  Court  St. 

Lynchburg,  Va. 

Puryear,  Wm.  G. 

Professional  Bldg. 

South  Boston,  Va. 

Putney,  Chas.  W. 

21  N.  Market  St. 

Staunton,  Va. 

Puzak,  Michael  H. 

3801  N.  Fairfax  Dr. 

Arlington,  Va. 

Quaintance,  Rupert  W.,  Jr. 

101  Culpeper  St. 

Culpeper,  Va. 

Quillen,  V.  W. 

Nickelsville,  Va. 

Ragland,  Stuart,  Jr. 

1907  Stuart  Ave. 

Richmond,  Va. 

Ramsey,  Oscar  Lee,  Jr. 

3884  Peakland  Place 
Lynchburg,  Va. 

Randolph,  Bruce  L. 

1001  W.  Franklin  St. 

Richmond,  Va. 

Randolph,  H.  Ward 
4600  Monument  Ave. 

Richmond,  Va. 


Ransmeier,  John  C. 

1203  Quaker  Lane 
Alexandria,  Va. 

Ransone,  John  T. 

501  E.  Pembroke  Ave. 
Hampton,  Va. 

Ransone,  Sterling  N. 

Alathews,  Va. 

Rathbun,  Donald,  Jr. 

1452  Rutledge  Ave. 
Charlottesville,  Va. 
Ratliff,  John  M. 

209  Anne  Burras  Lane 
Newport  News,  Va. 
Rawles,  Benjamin  W.,  Jr. 
2306  Aionument  Ave. 
Richmond  20,  Va. 
Rawls,  Charles  H. 
Lakeview  Clinic 
Suffolk,  Va. 

Rawls,  D.  L. 

112  S.  Broad  St. 

Suffolk,  Va. 

Rawls,  Harvey  P. 

400  W.  14th  St. 
Norfolk,  Va. 

Rawls,  J.  E.,  Jr. 

707  Gittings  St. 

Suffolk,  Va. 

Rawls,  Joel  C. 

Franklin,  Va. 

Ray,  A.  C.,  Jr. 

Box  7 

Ashland,  Va. 

Ray,  Edward  S. 

Rt.  10,  Box  152 
Richmond,  Va. 
Raymond,  Bernard  H. 

7452  Tidewater  Dr. 
Norfolk,  Va. 

Rea,  Montie  L. 

Charlottesville,  Va. 

Read,  John  L. 

2017  W.  Beauregard 
San  Angelo,  Tex. 

Read,  William  A. 

95  29th  St. 

Newport  News,  Va. 
Reardon,  William  J. 

6416  Arlington  Blvd. 
Falls  Church,  Va. 
Rebman,  John,  III 
109  Granite  Ave. 
Richmond,  Va. 

Recinos,  Adrian,  Jr. 

209  Creswell  Dr. 

Falls  Church,  Va. 
Rector,  George  H.  M. 

5113  Colley  Ave. 
Norfolk,  Va. 

Reed,  John  H. 

1000  West  Grace  St. 
Richmond,  Va. 

Reed,  Richard  C. 

220  Talbot  Hall  Rd. 
Norfolk,  Va. 

Reed,  Wellford  C. 

604  N.  Blvd. 

Richmond  19,  Va. 

Reese,  Emmett  F.,  Jr. 

Courtland,  Va. 

Reese,  Emmett  Francis,  III 
Courtland,  Va. 

Regan,  William  W. 

807  W.  Franklin  St. 
Richmond,  Va. 
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Rein,  Walter  J. 

208  Professional  Bldg. 
Richmond,  Va. 

Reingold,  William  N. 

1301  Colonial  Ave. 
Norfolk,  Va. 

Renick,  Fred  T. 
Shackelford  Bldg. 
■Martinsville,  \'a. 

Repass,  Robert  A. 

24  Kimlo  Road 
Wellesley  Hills  81,  Mass. 
Respess,  James  C. 
University  Hospital 
Charlottesville,  \'a. 
Reynolds,  A.  M.,  Jr. 

Sarasota,  Fla. 

Reynolds,  George  A. 

Bowling  Green,  \"a. 

Rice,  Carol  M. 

Sweet  Briar  College 
Sweet  Briar,  \’a. 

Rice,  Marion  L.,  Jr. 

1016  Franklin  St. 
Richmond,  \"a. 

Richard,  D.  J. 

Ill  N.  Alfred  St. 
Alexandria,  Va. 

Richards,  Lewis  G. 

Good  View,  \’a. 
Richards,  Ashby  T. 

706  Duke  St. 

.Alexandria,  Va. 

Richards,  Lewis  G.,  Jr. 

Rt.  4,  Inglewood  Rd. 
Lynchburg,  Va. 

Richards,  Charles  N.,  Jr. 

501  E.  Franklin  St. 
Richmond,  Va. 

Richards,  Milton  C. 

3403  Gloucester  Rd. 
Richmond  27,  Va. 
Richardson,  A.  S. 

Grundy,  Va. 

Richardson,  David  W. 

6611  Rolling  Rd. 
Richmond,  \'a. 
Richardson,  F'..  H. 

9 E.  Chase  St. 

Baltimore,  Md. 
Richardson,  Emmett  V. 

Marion,  Va. 

Richardson,  Guy  C. 

State  and  Moore  Sts. 
Bristol,  Va. 

Richardson,  Herman  M. 

Midlothian,  Va. 
Richardson,  James  G. 

Grundy,  Vi. 

Richman,  Louis  J. 

Box  537 

Newport  News,  Yu. 
Rickard,  M'illiam  G. 

Luray,  Va. 

Rida,  Y.  S. 

P.  ().  Box  327 
M’ise,  \'a. 

Riddle,  Clifford  T.,  Jr. 

Bridgewater,  Va. 
Ridgeway.  Duvahl  B. 
Professional  Bldg. 
Roanoke,  \'a. 

Rieman,  Gilbert  E. 

840  Redgate  .Ave. 
Norfolk,  Va. 


Riese,  Hertha  R.  T. 
Francis  Rd. 

Glen  .Allen,  A'a. 

Riese,  Walther 
Francis  Rd. 

Glen  .Allen,  \"a. 

Rifkin,  Irwin 
2704  Monument  .Ave. 
Richmond  20,  A^a. 
Rigsbee,  Albert  Y. 

6712  N.  33rd  St. 

Falls  Church,  A'^a. 

Riley,  Charles  Russell 
3604  lAIonument  .Ave. 
Richmond,  A"a. 

Riley,  Chester  L. 

212  AAA  Boscawen  St. 
AA’inchester,  A'^a. 

Riley,  Harold  L.,  Jr. 
.Allied  Arts  Bldg. 
Lynchburg,  A'a. 

Ringlet,  John  G. 

419  Centerville  Rd. 
Alanassas,  A^a. 

Ripley,  Louis  Paul 
1240  3rd  St.,  S.  AAA 
Roanoke  11,  A^a. 

Risher,  John  C. 

3877  Peakland  Place 
Lynchburg,  A’^a. 

Rivers,  S.  H. 

Abingdon  Rd. 

Bristol,  A’^a. 

Rixey,  AVilliam  AAA 
Alathews,  A^a. 

Roark,  George  AAA,  Jr. 

512  AVoodland  Dr. 
Fairfax,  Va. 

Roark,  John  AAA 
312  S.  AA'ashington  St. 
Alexandria,  A-'^a. 

Roberts,  Ernest  Seale 
61  Hampton  Rds.  .Ave. 
Hampton,  A^a. 

Roberts,  J.  H. 

103  Fourth  Ave.,  N.  AA"^. 
Roanoke,  A’^a. 

Roberts,  Lucien  AAA,  Jr. 
1523  AA'ilbom  Ave. 
South  Boston,  A'^a. 
Roberts,  Russell  AAA 
1204  Blue  Ridge  Rd. 
Charlottesville,  A'^a. 
Robertson,  .Alex.  F.,  Jr. 

211  AAA  Frederick  St. 
Staunton,  A^a. 

Robertson,  Charles  AV. 

King  George,  A''a. 
Robertson,  Churchill 
Aledical  .Arts  Bldg. 
Roanoke,  A'^a. 

Robertson,  Edward  B. 

703  Main  St. 

Danville,  A"a. 

Robertson,  Elmer  S. 

617  AAA  Grace  St. 
Richmond  20,  A^a. 
Robertson,  H.  McG. 

418  High  St. 

AA'arrenton,  A'^a. 
Robertson,  John  AAA 
Onancock,  A'^a. 
Robertson,  AAA  C. 

310  Professional  Bldg. 
Portsmouth,  A’^a. 


Robeson,  Ella  T. 

Hampton  Health  Dept. 
City  Hall,  Hampton,  Va. 
Robinett,  Paul  AAA 
602  Professional  Bldg. 
Portsmouth,  A'^a. 

Robins,  Chas.  R.,  Jr. 

611  Lee  Medical  Bldg. 
Richmond,  Va. 

Robins,  Spotswood 
1805  Monument  Ave. 
Richmond,  A"a. 

Robinson,  Dennis  H. 

Bedford,  A'^a. 

Robinson,  J.  A. 

Richlands,  A"a. 

Rodriguez,  Claudio 
180  AAA  Ocean  A’iew  .Ave. 
Norfolk  3.  \^a. 

Rogers,  Henry  M.,  Jr. 

107  E.  Belvedere  Rd. 
Norfolk,  A^a. 

Rogers,  James  McLean 
Glade  Spring,  A^a. 

Rogers,  J.  M. 

R.  E.  D.#1 
Hamilton,  A'^a. 

Rogers,  AA’illiam  Hamilton 
Lakeview  Clinic 
Suffolk,  A'^a. 

Romaine,  Charles  N.,  IV 
1001  AAA  Franklin  St. 
Richmond  20,  Va. 
Romaine,  Mason 
29  S.  Alarket  St. 

Petersburg,  A^a. 

Romness,  Joseph  O. 

3801  N.  Fairfax  Dr. 
.Arlington,  A'^a. 

Rook,  Frederick  AAA 
7816  Allen  Sturges  Terrace 
Falls  Church,  A^a. 

Rooney,  M.  S.  C. 

Rt.  #8,  Box  641. A 
Richmond  25,  A^a. 
Rosanelli,  E.  George 
932  AAA  Franklin  St. 
Richmond,  Va. 

Rosanelli,  Peter 
932  AAA  Franklin  St. 
Richmond  20,  A'a. 

Rose,  John  B.,  Jr. 

2301  Fall  Hill  Ave. 
Fredericksburg,  A'a. 

Rose,  Joseph  N. 

Scott  Co.  Health  Dept. 
Gate  City,  A-^’a. 

Rose,  Leslie  AAA,  Jr. 

804  Maple  Ave. 

Richmond,  Va. 

Rosenbaum,  George  Robert 
1214-.A  Quarrier  St. 
Charleston,  AAA  A'a. 
Rosenberg,  Maurice  S. 
AA’averly,  A^a. 

Rosenthal,  John  Lauchheimer 
135  AAA  Belvedere  Rd. 
Norfolk,  A^a. 

Rosenthal,  Macey  H. 

Medical  Center 
Lynchburg,  A'^a. 

Rosenthal,  S.  H. 

Medical  Center 
Lynchburg,  Va. 
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Ross,  Manuel 
Mariano  Escobedo  692 
Apt.  13 

Mexico  5,  D.  F.,  Mexico 
Rounds,  Robert  A. 

522  Leesburg  Pike 
Falls  Church,  Va. 

Row,  George  S. 

Bridgewater,  Va. 

Rowell,  Frank  E. 

211  East  40th  St. 
Norfolk,  Va. 

Roye,  W.  E. 

3226  Patterson  Ave. 
Richmond  21,  Va. 

Royer,  Thomas  C. 

2742  Azalea  Garden  Rd. 
Norfolk  13,  Va. 

Royster,  Flenry  P. 

1200  E.  Broad  Sr. 
Richmond,  Va. 

Rucker,  Douglas  P. 

2913  Park  Ave. 
Richmond,  Va. 

Rucker,  Edwin  M. 

3114  Monument  Ave. 
Richmond,  Va. 

Rucker,  J.  E. 

3205  Pineland  Rd. 
Roanoke,  Va. 

Rucker,  S.  L.,  Jr. 

Moneta,  Va. 

Rucker,  Wm.  V. 

Bedford,  Va. 

Rusher,  William  D. 

119  W.  Carolina  Ave. 
Crewe,  Va. 

Russi,  Simon 
5304  New  Kent  Rd. 
Richmond  25,  Va. 

Russo,  Albert  J. 

21  College  Ave. 

Salem,  Va. 

Russo,  Augustine  J. 

202  New  Kim  Bldg. 
Portsmouth,  Va. 
Rutherford,  Robert  T.,  Jr. 
207  Doniphan  Bldg. 
Alexandria,  Va. 

Ryan,  John  E. 

3801  N.  Fairfax  Dr. 
Arlington,  Va. 

Rydeen,  John  O. 

1204  Colonial  Ave. 
Norfolk  7,  Va. 

Sackett,  Charles  H. 
3-Medical  Center 
Lynchburg,  Va. 

Sadler,  William  A. 

Alathews,  Va. 

Saexinger,  Heribert  G. 

129/2 -26th  St. 

Newport  News,  Va. 
Sager,  William  L. 

990  Alain  St. 

Danville,  Va. 

St.  Clair,  Wade  H. 

Box  660 

Bluefield,  W.  Va. 

St.  George,  J.  R. 

1100  Flamilton  Ave. 
Portsmouth,  Va. 

Salasky,  Milton 
Wainright  Bldg. 

Norfolk  10,  Va. 

Salazar,  Angel  E. 

Box  16,  Rt.  50 
Chantilly,  Va. 


Sale,  Thomas  W.,  Jr. 

110  O’Canoe  Place 
Hampton,  Va. 

Saliba,  Constantine 
21  S.  King  St. 

Hampton,  Va. 

Salley,  W.  Callier 
712  Botetourt  St. 

Norfolk  7,  Va. 

Salzberg,  Arnold  M. 

1200  E.  Broad  St. 

Richmond,  Va. 

Sampson,  R.  B.,  Jr. 

Purcellville,  Va. 

Sanders,  U.  O. 

Grundy,  Va. 

Sandusky,  Wm.  R. 

University  of  A^irginia  Hospital 
Charlottesville,  Va. 

Sanger,  Wm.  T. 

Aledical  College  of  Virginia 
Richmond,  Va. 

Santos,  Neto,  Joao  G.  dos 
Hunton  Hall,  Room  602 
Aledical  College  of  \^a. 

Richmond,  Va. 

Santurian,  Maurice 
Pound,  A^a. 

Sasser,  Frank  .AL,  Jr. 

Hanover  Ave.  & Lee  St. 

Ashland,  A^a. 

Saunders,  Albin  Alillard 
212  Parkway  Drive 
AA^arudck  Station 
Newport  News,  Va. 

Saunders,  John  Richard 
Aledical  Center 
Lynchburg,  A^'a. 

Saunders,  John  Rudolph 
Box  1514 
Richmond,  Va. 

Saunders,  S.  G. 

817  14th  St. 

AVaynesboro,  Va. 

Saunders,  Thos.  A. 

Box  815 
South  Hill,  Va. 

Saunders,  AVade  H. 

606  Medical  Arts  Bldg. 

Roanoke  11,  Va. 

Savage,  Charles  L. 
c/o  E.  1.  DuPont  de  Nemours  & Co. 
AA'aynesboro,  Va. 

Savage,  Fred  H. 

8810  Patterson  Ave. 

Richmond,  Va. 

Sawyer,  AValter  AV.,  Jr. 

1204  Colonial  Ave. 

Norfolk  14,  Va. 

Sayler,  Clyde  L. 

P.  O.  Box  778 
Hopewell,  Va. 

Sayre,  J.  AVarren 
332  Pear  Ave. 

Hampton,  Va. 

Schafer,  AV.  Lewis 
217  Rhodes  Ave. 

New  Orleans  14,  La. 

Schechner,  Joseph 
6023  Chesapeake  Blvd. 

Norfolk  13,  Va. 

Schelin,  Eric  C. 

816  AV.  Franklin  St. 

Richmond  20,  A'^a. 

Scherer,  John  H. 

820  AV.  Franklin  St. 

Richmond  20,  Va. 


Schewe,  AAhn.  J. 

3215  Columbia  Pike 
Arlington,  Va. 

Schiffert,  Charles  AV. 

P.  O.  Box  567 
Craigsville,  A’a. 

Schlanger,  AL  R. 

80  Afton  Parkway 
Portsmouth,  A'^a. 

Schmidt,  AA^illiam  F. 

Doctors’  Bldg. 

Norton,  A^a. 

Schneider,  Charles  F. 

127  Kentucky  Blvd. 

Hazard,  Ky. 

Schoenfeld,  J.  AL 
300  Bousch  St. 

Norfolk  10,  Va. 

Schultz,  Robert  G. 

503-5  The  National  Bank  Bldg. 
Harrisonburg,  Va. 

Schurter,  Bettye  Sue  Corpening 
Rt.  #4,  Country  Club  Lane 
Galax,  Va. 

Schurter,  Lonis  L. 

Galax,  Va. 

Schuster,  Rudolf  F" 

9229  Granby  St. 

Norfolk,  A^a. 

Schwartz,  Raymond 
311  Juniper  Lane 
Falls  Church,  Va. 

Schweiger,  Ernst 
2486  Airline  Blvd. 

Portsmouth,  Va. 

Scott,  Charles  AV. 

Piedmont  Sanatorium 
Burkeville,  Va. 

Scott,  D.  P. 

Allied  Arts  Bldg. 

Lynchburg,  Va. 

Scott,  David  W.,  Ir 
2301  Fall  Hill  Ave. 
Fredericksburg,  Va. 

Scott,  Ernest  G. 

3-Aledical  Center 
Lynchburg,  Va. 

Scott,  Pierre  B. 

5823  Phoenix  Drive 
Bethesda,  Md. 

Scott,  T.  G. 

P.  O.  Box  548 
Alount  Vernon,  Ohio 
Sease,  C.  I. 

505  Professional  Bldg. 
Richmond,  Va. 

Sease,  Cyril  I.,  Jr. 

602  The  National  Bank  Bldg. 
Harrisonburg,  Va. 

Sease,  Robert  H. 

206  National  Bank  Bldg. 
Harrisonburg,  Va. 

Selden,  Stuart  AA^. 

Kents  Store,  Va. 

Seldes,  Aaron 
118  AV.  Grace  St. 

Richmond,  Va. 

Sellers,  John  G. 

413-7  Aledical  Arts  Bldg. 
Norfolk,  Va. 

Sellers,  AA^illiam  P. 

Ill  Oak  Grove  Rd. 

Norfolk  7,  A^a. 

Sensenbach,  Charles  AAA 
P.  O.  Box  56 
AA’ise,  A^a. 

Setzler,  G.  B. 

Pennington  Gap,  Va. 
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Seward,  Blanton  P. 
Lewis-Gale  Hospital 
Roanoke,  Va. 

Shafer,  June  Carol 
3801  5s.  Fairfax  Dr. 
Arlington  3,  Va. 

Shafer,  \V'illiam  H. 

25  \y.  Boscawen  St. 
\\anchester,  Va. 

Shaffer,  J.  Scott 
Abingdon,  Va. 

Shaffer,  Lee  \N'. 

1240  Third  St.,  S.  W. 
Roanoke  16,  \'a. 
Shamburger,  L.  L. 

4502  Seminary  Ave. 
Richmond  22,  Va. 
Shanholtz,  Alack  I. 

State  Office  Bldg. 
Richmond  19,  Va. 
Shapiro,  Andrew  D. 

1201  Third  St.,  S.  W. 
Roanoke  11,  Va. 
Shapiro,  Jerome 
4211  Alonument  Ave. 
Richmond  20,  A’a. 
Shaver,  J.  S. 

132  North  Alain  St. 
AA'oodstock,  A"a. 
Shawkey,  George  Arthur 
207  Beauregard  Ave. 
Charleston,  AV.  A'^a. 
Shawver,  John  AAulliam 
Tazewell,  Va. 

Sheehy,  Stephen  J. 

5555  Columbia  Pike 
Arlington,  A’^a. 

Sheffey,  Chas.  P.  AI. 

3908  Handy  St. 
Lynchburg,  Va. 

Shelley,  Henrik 
Chincoteague  Island,  Va. 
Shelley,  Ronald  N. 
Doctor’s  Bldg. 

Norton,  Va. 

Shelton,  Aubrey  L. 

149  Ridgley  Rd. 
Norfolk  5,  A^a. 

Shelton,  O.  N. 

A’.  A.  Hospital 
Kerrville,  Tex. 

Shelton,  R.  AL,  Jr. 

1207  Taylor  Ave. 
Richmond  25,  A"a. 
Shelton,  Turner  S. 

3018  Semmes  Ave. 
Richmond,  Va. 

Shelton,  AA’illiam  A. 

Box  237 
Boydton,  A^a. 

Shepherd,  E.  Bowie 
Professional  Bldg. 
Richmond  19,  A^a. 
Shepherd,  AA'^.  A. 

206  AV.  Grace  St. 
Richmond,  Va. 
Sheppard,  L.  B. 

Aledical  Arts  Bldg. 
Richmond  19,  Va. 
Sheppe,  William  AL  Jr. 
University  Hospital 
Charlottesville,  A^a. 
Sherman,  Claude  P. 

21  Starling  Ave. 
Alartinsville,  \^a. 
Sherman,  Elizabeth 
Front  Royal,  \^a. 
Sherrill,  Carolyn  A. 
Alarion,  Va. 


Sherrill,  M.  F. 

216  Selden  Rd. 

Newport  News,  A’a. 
Shield,  James  Asa 
“Pevensey” 

AA’estham  Station  Rd. 
Richmond,  A’a. 

Shields,  Randolph  T.,  Jr. 
Industrial  Loan  Bldg. 
Staunton,  A"a. 

Shinn,  H.  L. 

P.  O.  Box  266 
Alathews,  Va. 

Shipp,  George  O. 

1318  Pleasure  House  Rd. 
Bayside,  A^a. 

Shipp,  J.  B. 

612  Alassachusetts  Ave. 
Norfolk,  Va. 

Shockley,  Elmer  N. 

Bassetts,  A’a. 

Short,  N.  H. 

Norton,  Va. 

Shotton,  Donald 
3-.AIedical  Center 
Lynchburg,  Va. 

Shouse,  Samuel  S. 

661  Alayelton  Court 
Lexington,  Ky. 

Showalter,  A.  AL 
Christiansburg,  \^a. 
Showalter,  H.  B. 

Kenbridge,  Va. 

Showalter,  J.  T. 

Christiansburg,  Va. 

Shreve,  Robert  D. 

Broad  St. 

Altavista,  A’^a. 

Shrum,  Richard  C. 

801  E.  High  St. 
Charlottesville,  A’a. 

Shuler,  E.  C. 

Shenandoah,  A'^a. 

Shull,  E.  C. 

Herndon,  Va. 

Shull,  Gordon  E. 

903  E.  4th  St. 

Big  Stone  Gap,  A^a. 

Sibley,  AVm.  Langley 
Lewis  Gale  Hospital 
Roanoke,  A^a. 

Sieber,  Homer  Alden 
1603  Franklin  Rd.,  S.AA’. 
Roanoke,  Va. 

Siegel,  Edward  A^. 

3015  AATst  Ave. 

Newport  News,  A^a. 
Siersema,  R.  C. 

401  AV.  Grace  St. 
Richmond  20,  Va. 

Siewick,  Joseph  AA’alter 
115  Hillwood  Ave. 

Falls  Church,  A^a. 

Sikes,  E.  L. 

Pound,  Va. 

Silver,  Sam 

1001  AA^.  Franklin  St. 
Richmond  20,  Va. 
Silverman,  Herbert  R. 

156  AATst  Alain  St. 

Danville,  A^a. 

Simmons,  Lt.  Col.  E.  C. 

U.  S.  Army  Hospital 
Ft.  Gordon,  Ga. 

Simms,  Reuben  F. 

AA'est  Ave.  at  Harrison  St. 
Richmond  20,  Va. 

Simpson,  George  W. 

3808  E.  Indian  River  Rd. 
Norfolk,  A^a. 


Simpson,  AA'm.  A. 
AA’ainwright  Bldg. 
Norfolk  10,  Va. 

Sims,  Arthur  I. 

3215  Columbia  Pike 
Arlington,  Va. 

Sims,  John  A. 

211  N.  AA’ashington  St. 
Alexandria,  A’a. 

Sinclair,  J.  W. 

Box  238 

AA^arrenton,  Va. 

Sisson,  Harold  E. 

AA’arsaw,  A^a. 

Skaggs,  G.  AA'. 

Dublin,  Va. 

Slate,  Herman  I. 

3260  AVilson  Blvd. 
Arlington,  Va. 

Sloan,  William  S. 

416  Aledical  Arts  Bldg. 
Petersburg,  Va. 
Smallwood,  Harvey  D. 

St.  Anne  Rd. 
Aleadowbrook  Heights 
Charlottesville,  A’^a. 
Smart,  Frank  P. 

704  AA’ainwright  Bldg. 
Norfolk,  A^a. 

Smedal,  Sigmund  Henry 
367  Bartley 
Alansfield,  Ohio 
Smeltzer,  FI.  AA^. 

Greendale,  A^a. 

Smiley,  Russell 
Salem,  Va. 

Smith,  Alfred  L. 

207  Professional  Bldg. 
Richmond  19,  Va. 
Smith,  Arthur  AL,  Jr. 

920  East  High  St. 
Charlottesville,  Va. 
Smith,  Catherine  AV.  R. 
488  AValden  Rd.,  N.  E. 
Abingdon,  A’a. 

Smith,  C.  C.,  Jr. 

504  Aledical  Arts  Bldg. 
Norfolk,  A'^a. 

Smith,  Charles  D. 
Professional  Bldg. 
Roanoke,  Va. 

Smith,  Charles  G. 

4615  Lee  Highway 
Arlington,  Va. 

Smith,  David  E. 
University  Hospital 
Charlottesville,  A’^a. 
Smith,  Edward  B. 

220  Ro.sser  Ave. 
AA’aynesboro,  A^a. 

Smith,  Edwin  Ide 
1326  Brunswick  Ave. 
Norfolk,  A^a. 

Smith,  George  H. 

114  AAA  Boscawen  St. 
AAAnchester,  Va. 

Smith,  George  R.,  Jr. 

Shawsville,  Va. 

Smith,  Harry  L.,  Jr. 
404-8th  St.,  N.E. 
Charlottesville,  Va. 
Smith,  Henry  Clay 
Burkeville,  Va. 

Smith,  James  Hal 
Christiansburg,  Va. 
Smith,  James  Howard 
A'’irginia  State  College 
Petersburg,  Va. 
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Smith,  James  W. 

Hayes,  Va. 

Smith,  John  Earle 
207  W.  Nine  Mile  Rd. 
Highland  Springs,  Va. 
Smith,  Joseph  H. 

308  Beech  St. 

Farmville,  Va. 

Smith,  J.  Paul,  Jr. 

1003  Hazel  Ct. 

Norfolk  6,  Va. 

Smith,  Leroy 
1805  Monument  Ave. 
Richmond,  Va. 

Smith,  AlcKelden 
118  W.  Frederick  St. 
Staunton,  Va. 

Smith,  Alason 
2035  Monument  Ave. 
Richmond  20,  Va. 
Smith,  Maynard  P. 

1835  Monument  Ave. 
Richmond  20,  V a. 

Smith,  Nelson  M. 

134  S.  Sycamore  St. 
Petersburg,  Va. 

Smith,  O.  O.,  Jr. 

221  W.  Main  St. 
Marion,  Va. 

Smith,  Philip  S. 

Abingdon,  Va. 

Smith,  Ray  H. 

Hanover  Ave.  & Lee  St. 
Ashland,  Va. 

Smith,  Richard  H.,  Jr. 

304  National  Bank  Bldg. 
Harrisonburg,  Va. 

Smith,  Richard  O. 

P.  O.  Box  272 
Pulaski,  Va. 

Smith,  Robert  James 
Toano,  Va. 

Smith,  Robert  S. 

Box  235 
Dinwiddie,  Va. 

Smith,  Russell 
Piney  River,  Va. 

Smith,  Thomas  E. 

Hayes,  Va. 

Smith,  Willard  P. 

Hampton,  Va. 

Smith,  William  C. 

220  Rosser  Ave. 
Waynesboro,  Va. 

Smith,  W.  Edward 
Farmville,  Va. 

Smith,  Wm.  Kyle,  Jr. 

104  Woodrow  St. 
Charlottesville,  Va. 
Smoot,  John  L. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 
Snarr,  George  G. 

20  S.  Braddock  St. 
Winchester,  Va. 

Snead,  George  C. 

Derby,  Va. 

Snead,  James  G. 

603  Medical  Arts  Bldg. 
Roanoke,  Va. 

Snead,  John  P.,  Jr. 

Sperry ville,  Va. 

Snead,  L.  O. 

1000  W.  Franklin  St. 
Richmond,  Va. 

Snead,  Russell  N. 

Point  of  Fork 
Columbia,  Va. 


Snider,  George  Everett 
St.  Luke’s  Hospital 
Bluefield,  W.  Va. 

Snyder,  Bertram  C. 

1919  N.  Daniel  St. 

Arlington,  Va. 

Snyder,  Julius  J. 

1035  A'lanchester  Ave. 

Norfolk,  Va. 

Solet,  Leo  iM. 

3708  N.  Woodstock  Rd. 

Arlington,  Va. 

Somers,  Lewis  F. 

516  Church  St. 

Lynchburg,  Va. 

Soper,  L.  D. 

Halifax  Co.  Health  Dept. 

South  Boston,  Va. 

Souder,  Charles  G. 

Purcellville,  Va. 

Southall,  A.  R.,  Jr. 

Box  368 
Louisa,  Va. 

Southward,  W.  R. 

3922  W.  Franklin  St. 

Richmond  21,  Va. 

Soyars,  J.  A. 

Saltville,  Va. 

Soyster,  Peter 

115  Hillwood  Ave. 

Falls  Church,  Va. 

Spalding,  Henry  C. 

820  W.  Franklin  St. 

Richmond,  Va. 

Speck,  George 
2806  S.  Randolph  St. 

Arlington,  Va. 

Spence,  George 
400  Locust  Ave. 

Charlottesville,  Va. 

Spencer,  Charles  H. 

Hawkins  Hospital 
Hawkins,  Texas 
Spencer,  J.  M. 

1325  Jamison  Ave.,  S.  E. 

Roanoke,  Va. 

Spencer,  William  P. 

5901  Patterson  Ave. 

Richmond,  Va. 

Spengler,  L.  C. 

818  S.  Jefferson  St. 

Roanoke  14,  Va. 

Spessard,  Thomas  N. 

712  Botetourt  St. 

Norfolk  10,  Va. 

Spigel,  Wallace 
Medical  Arts  Bldg. 

Norfolk,  Va. 

Spiggle,  Charles  H. 

205  Holliday  St. 

Strasburg,  Va. 

Springall,  W.  H. 

Fredericksburg  Hospital  and  Clinic 
Fredericksburg,  Texas 
Sprinkle,  Philip  M. 

21  Starling  Ave. 

Martinsville,  Va. 

Sproul,  Alexander  Erskine 
Terry  Court 
Staunton,  Va. 

Squire,  Peter  W. 

412  Ingleside  Ave. 

Emporia,  Va. 

Stafford,  Frank 

Kenwood  Rd.,  Afeadowbrook  Hgts. 
Charlottesville,  Va. 

Staley,  Hugh  O. 

Omer,  Arenac  County 
A'lichigan 


Staley,  J.  Stuart 
112  Campbell  Ave. 

Alarion,  Va. 

Stallings,  James  H.,  Jr. 

3309  Virginia  Avenue 
Falls  Church,  \'a. 

Stanley,  C.  V.,  Jr. 

Stanleytown,  Va. 

Stanley,  Thomas  F. 

4027  Cutshaw 
Richmond,  Va. 

Stanton,  Archie  C. 

311  Alain  St. 

Newport  News,  Va. 

Stark,  Carl  E. 

Box  6 

Wytheville,  Va. 

Stata,  Ralph  A. 

Box  146 
Oceana,  Va. 

Staton,  Lewis  B. 

206  N.  Granby  St. 
Richmond  20,  Va. 

Steel,  Charles  W.,  Jr. 

127  Military  Rd. 

Suffolk,  Va. 

Steele,  Frank  Ivan 
Windsor,  Va. 

Stein,  Joseph  W. 

1167  Laurel  Ave. 

Bowling  Green,  Ky. 

Stein,  Alilton  Robert 
Shirhngton  Trust  Bldg. 
Arlington,  A^a. 

Steingold,  Ben 

108  E.  Berkley  Ave. 
Norfolk,  Va. 

Stephens,  W.  P. 

Afattie  AVilliams  Hospital 
Richlands,  Va. 

Stetson,  Lawrence  J. 

Louise  Obici  Alem.  Hosp. 
Suffolk,  Va. 

Stevens,  Herman  D. 

2414  Chestnut  A\^e. 
Newport  News,  A’^a. 
Stevens,  John  Edgar 
1805  Alonument  Ave. 
Richmond  20,  A^a. 

Stevens,  AA’alter  E. 

1710  King  Alountain  Rd. 
Charlottesville,  A^a. 
Stevenson,  Ian  P. 

Univ.  of  A^a.  Hospital 
Charlottesville,  Va. 

Stewart,  Thomas  AA'’^. 

1411  Langhorne  Rd. 
Lynchburg,  Va. 

Stinnett,  AI.  S. 

Buchanan,  A'a. 

Stinson,  Henry  AV. 

Fauquier  Hospital 
AVarrenton,  A^a. 

Stinson,  L.  R. 

Scottsville,  Va. 

Stirling,  AV.  Calhoun 
2024  R St.,  N.  AV. 
AA'^ashington  9,  D.  C. 
Stoddard,  S.  D. 

AVhite  Stone,  Va. 

Stokes,  Hugh  G. 

Williamsburg,  Va. 

Stokes,  Thomas  L. 

1400  Colonial  Ave. 
Norfolk,  Va. 

Stoll,  Edward  J. 

1131  Chestnut  Hill  Dr. 
Lynchburg,  Va. 
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Stone,  Carev  A.,  Jr. 

101  8th  St. 

Radford,  \'a. 

Stone,  G.  Edmund 
Dejarnette  Sanatorium 
Staunton,  Va. 

Stone,  Harry  B. 

811  .Medical  Arts  Bldg. 
Roanoke,  Va. 

Stone,  Harry  B.,  Jr. 

811  .Medical  Arts  Bldg. 

Roanoke  11,  Va. 

Stone,  James  B. 

2(H2  Park  Ave. 

Richmond,  \'a. 

Stone,  James  AV. 

1131  Chestnut  Hill  Dr. 
Lynchburg,  \*a. 

Stone,  \\’.  Conrad 
1158-2nd  St.,  S.W. 

Roanoke,  Va. 

Stone,  \\’illiam  L. 

1015  X.  Highland  St. 

Arlington,  \'a. 

Stoneburner,  L.  T.,  Jr. 

501  .Medical  Arts  Bldg. 
Richmond  19,  Yu. 

Stoneburner,  R.  M'. 

Edinburg,  \'a. 

Stout,  Robert  E. 

223  E.  .Mellen  St. 

Hampton,  \'a. 

Stout.  M’illiam  H. 

P.  O.  Bo.\-  457 
Hopewell,  \’a. 

Strader.  ^\’illiam  R. 

Richlands.  \’a. 

Stratford,  Thomas  P. 

200  Medical  Arts  Bldg. 
Richmond  19,  \'a. 

Stratton,  Douglas  B. 

591  .Morton  St. 

Boston  24,  .Mass. 

Straughan,  J.  .Marion 
Wise,  \’a. 

Strauss,  Arnold  F. 

DePaul  Hospital 
Norfolk,  Va. 

Strawinsky,  Elizabeth  R. 

St.  Elizabeth’s  Hospital 
Washington,  D.  C. 

Strickler,  Frank  A. 

206  .Medical  Arts  Bldg. 

Roanoke,  \'a. 

Strider,  David  V. 

801  E.  High  St. 

Charlottesville,  \*a. 

Stringfellow,  James  Lawrence,  Jr. 
200  Solar  St. 

Bristol,  Va. 

Strohhofer,  Anton 
.McGuire  \’A  Hospital 
Richmond,  \’a. 

Stroo,  Hans  H. 

406  Allison  Ave.,  S.\\’. 

Roanoke,  \’a. 

Stuart.  Christopher,  Jr. 

306  W.  Cork  St. 

AVinchester,  Va. 

Stuart,  Caldwell  J. 

401  E.  Washington  St. 
Petersburg,  \^a. 

Stubbs,  L.  E. 

2903  \\’est  Ave. 

N’ewport  News,  Va. 

Stull,  Evelyn  Louise 
N.  C.  Sanatorium 
•McCain,  X.  C. 


Sturgis,  M’m.  J. 

Xassawadox,  Va. 

Sturgis,  ^\’illiam  J.,  Jr. 

Xassawado.x.  \’a. 

Suggs,  Wm.  D. 

1213  W.  Franklin  St. 

Richmond,  Va. 

Sullivan,  John  B. 

3519  X.  Pershing  Dr. 

Arlington,  \'a. 

Sumpter,  G.  C. 

Rose  Hill,  \’a. 

Sutelan,  Harry  E. 

210-220  Withers  Bldg. 

Norfolk  10,  Va. 

Surer,  Cary 
1200  E.  Broad  St. 

Richmond  19,  \'a. 

Surer,  James  .M. 
c/o  Health  District 
Abingdon.  Va. 

Sutherland,  G.  F. 

Big  Stone  Gap,  \’a. 

Sutherland,  Joshua  P. 

Harman,  \’a. 

Sutherland.  T.  C. 

Haysi,  \’a. 

Sutphin,  Adney  K. 

1805  .Monument  Ave. 

Richmond,  \'a. 

Sutton,  Lee  E. 

.Medical  College  of  \T.  Hospital 
Richmond,  \’a. 

Sutton,  Richard  X. 

1008  X.  Highland  St. 

Arlington,  Va. 

Swain,  Garrett  .Michael 
3801  North  Fairfax  Dr. 

Arlington,  Va. 

Swecker,  B.  T. 

Blue  Grass,  Va. 

Swecker,  Charles  E. 

Wise,  ^"a. 

Sweetman,  Homer  A. 

4709  Grandway  Rd. 

Richmond  26,  Va. 

Swift,  Charles  C. 

Raiford  Clinic  Bldg. 

Franklin,  Ya. 

Swineford.  Oscar 
Box  3373 

Universitv'  Station 
Charlottesville,  Va. 

Swisher,  Forrest  .Myron 
-Anderson  Clinic 
S.  25th  & -Army-X'avy  Dr. 
Arlington,  \"a. 

Tabor,  Blanche 

3004  Lee  Highway,  Dill 
Arlington,  A’a. 

Tabor.  Sidney’  J. 

20  Afton  Parkway 
Portsmouth,  Va. 

Talbot,  William  Hanna 
637  North  Mason  St. 
Harrisonburg,  A’a. 

Taliaferro,  Isabel 
1200  East  Broad  St. 

Richmond,  19,  \T. 

Taliaferro,  W m.  L. 

743  Princess  Anne  Rd. 
X’orfolk,  Va. 

Talley’,  D.  D.,  Jr. 

5419  Tuckahoe  Ave. 

Richmond,  Ya. 

Talley,  Daniel  D.,  Ill 
501  East  Franklin  St. 

Richmond  19,  Va. 


Tankard,  James  \V. 

100  Hopkins  St. 

Elilton  A’ihage  Branch 
Newport  News,  \’a. 
Tanner,  G.  G. 

Grottoes,  Va. 

Tanner,  Henry  .M.,  Jr. 

104  X.  .Mecklenburg 
South  Hill,  Va. 

Tappan,  Frank  E. 

Berryville,  \"a. 

Tayloe,  Gordon  B. 

240  X.  Blake  Road 
Norfolk,  Va. 

Taylor,  Arthur  H. 

158  North  .Main  St. 
Suffolk,  Va. 

Taylor,  Clarence  A\’.,  Jr. 
Alleghany  Clinic 
Shawsville,  \’a. 

Tay’lor,  Francis  X. 

603  .\ledical  Arts  Bldg. 
Petersburg,  \T. 

Taylor,  Frank  E. 

920  S.  Jefferson  St. 
Roanoke,  \"a. 

Tay’lor,  G.  S.,  Jr. 

1210  Brunswick  Ave. 
X’orfolk,  Va. 

Taylor,  Harry  Baylor 
1500  Westover  Ave. 
Norfolk.  Va. 

Tay’lor,  Harry’  B.,  Jr. 

5210  Colley  Ave. 

Norfolk,  Va. 

Taylor,  Helen  Wickham 
746  Graydon  Ave. 

N’orfolk,  Va. 

Taylor,  Leslie 
625  Hamilton  Ave. 
Colonial  Heights,  Va. 
Taylor,  L. 

Va.  Beach  Hospital 
Virginia  Beach,  \^a. 
Taylor,  Wm.  M’ickham 
'\^'ainwright  Building 
N’orfolk  10,  Va. 

Teague,  F.  B. 

.Martinsville,  A’^a. 

Terrell,  E.  H. 

Tuckahoe  Apartments 
Richmond,  A"a. 

Terrell,  Robert  V. 

Medical  Arts  Building 
Richmond,  Va. 

Terry’,  William  P. 

406  Buffalo  St. 

Farmville,  Va. 

Terry’,  M’illiam  S. 

1100  Hamilton  Ave. 
Portsmouth,  Va. 

Tessitore,  Andrew 

1 14  Courthouse  Rd.  S.  M’. 
A'ienna,  A’a. 

Thaxton.  J.  F. 

Tye  River,  Va. 

Thiele,  Arthur  L. 

.Martha  Jefferson  Hospital 
Charlottesville,  Va. 
Thiemeyer,  John  S.,  Jr. 

1509  .Magnolia  Ave. 
Norfolk,  Va. 

Thomas,  C.  W. 

Floyd,  Va. 

Thomas,  G.  June 
Box  249,  University  Station 
Charlottesville,  Va. 
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Thomas,  Gordon  C.  G. 

21  Broad  St. 

Stamford,  Conn. 

Thomas,  J.  H.,  Jr. 

Greenville,  Va. 

Thomas,  J.  Warrick 
2031  Monument  Ave. 
Richmond  20,  Va. 

Thomas,  Pendleton  E.,  Ill 
3540  Floyd  Ave. 

Richmond  21,  Va. 

Thomason,  Rudolph  C. 
Professional  Building 
Richmond,  Va. 

Thompson,  Acors  W. 

4803  Wrightson  Dr. 

McLean,  Va. 

Thompson,  W.  Basil 
6843  Lee  Highway 
Arlington  13,  Va. 

Thompson,  F.  N. 

212  James  River  Dr. 

Newport  News,  \'a. 
Thompson,  H.  Glenn 
804  Prince  Street 
Alexandria,  Va. 

Thompson,  Girard  V. 

Chatham,  Va. 

Thompson,  James  A.,  Jr. 

Main  St. 

Alarion,  Va. 

Thompson,  John  A.  M. 

Box  607 
Culpeper,  Va. 

Thompson,  Lloyd  LeGrand,  Jr. 

Richlands,  Va. 

Thompson,  Ralph  M. 

3111  Circle  Hill  Rd. 
Alexandria,  Va. 

Thompson,  W.  N. 

Stuart,  Va. 

Thompson,  W.  Taliaferro,  Jr. 
4602  Sulgrave  Road 
Richmond,  Va. 

Thompson,  William  W. 

Fort  Walton  Beach 
Fla. 

Thomson,  James  L. 

405  Wainwright  Building 
Norfolk,  Va. 

Thorn,  Donald  S. 

Annandale  Medical  Bldg. 
Annandale,  Va. 

Thornhill,  Paige  E. 

3705  Newport  Ave. 

Norfolk,  Va. 

Thornhill,  R.  F. 

Box  735 
Pulaski,  Va. 

Thornhill,  T.  AL,  Jr. 

Virginia  Baptist  Hospital 
Lynchburg,  Va. 

Thornton,  John  L. 

820  W.  Franklin  St. 

Richmond  20,  Va. 

Thornton,  V.  A. 

Stony  Creek,  Va. 

Thornton,  Walter  F. 

605  Allied  Arts  Bldg. 
Lynchburg,  Va. 

Thornton,  William  N.,  Jr. 
University  Hospital 
Charlottesville,  Va. 

Thorup,  Oscar  A.,  Jr. 

University  of  Virginia 
Charlottesville,  Va. 

Thrasher,  Robert  H. 

1102  Colonial  Avenue 
Norfolk,  Va. 


Thrift,  George  N. 

510  Medical  Arts  Bldg. 
Richmond  19,  Va. 

Thweatt,  James  A. 

1610  Berkley  Ave. 

Petersburg,  Va. 

Tice,  Wm.  P. 

317  Carlton  Terrace  Building 
Roanoke,  Va. 

Tiernan,  A.  M. 

649  Roland  Drive 
Norfolk,  Va. 

Tingle,  Norman  R. 

Nuttsville,  Va. 

Tipton,  J.  W. 

Arcade  Building 
Danville,  Va. 

Tirone,  Antonio  Pietro 
1409  Huntington  Bldg. 

Miami  32,  Fla. 

Tittle,  J.  E. 

Rt.  5,  Millertown  Park 
Knoxville,  Tenn. 

Titus,  F.  Preston 
719  Prince  St. 

Alexandria,  Va. 

Todd,  James  W. 

Va.  Beach  Hospital 
Va.  Beach,  Va. 

Todd,  John  W. 

437  College  Circle 
Staunton,  Va. 

Todd,  M.  H. 

V.  A.  Hospital 
Beckley,  W.  Va. 

Toms,  Paul  B. 

7 Stratford  Court 
Martinsville,  Va. 

Toone,  Elam  C.,  Jr. 

1200  E.  Broad  St. 

Richmond  19,  Va. 

Topham,  B.  E. 

2129  Alaiden  Lane 
Roanoke,  Va. 

Totin,  Vincent 
AIcKenny,  Va. 

Townes,  Charles  Henry 
Virginia  State  College 
Petersburg,  Va. 

Townsend,  Bertram  F. 

311  Alain  St. 

Newport  News,  A’a. 

Townsend  H.  L. 

Alarshall,  Va. 

Travis,  Thomas  R. 

Box  #91 
Montross,  Va. 

Traynham,  A.  P. 

Andrew  Rounds  Alem.  Home 
Sweet  Spring,  W.  Va. 

Trible,  AA'illiam  A I. 

1150  Connecticut  Ave.,  N.AA’. 
W'ashington,  D.  C. 

Trice,  C.  C. 

306  W.  Franklin  St. 

Richmond,  \^a. 

Trice,  E.  R. 

701  Professional  Building 
Richmond,  Va. 

Trice,  Robert  P. 

210  Aledical  Arts  Building 
Richmond  19,  Va. 

Trigg,  Frank  R. 

705  Reserv’oir  Ave. 

Norfolk  12,  Va. 

Trivett,  W.  B. 

1828  Brookfield  Drive 
Akron  13,  Ohio 


Troland,  Charles  E. 

1200  East  Broad  Street 
Richmond  19,  Va. 

Trout,  Hugh  H.,  Jr. 

1234  Franklin  Road,  S.  W. 
Roanoke,  Va. 

Trout,  Philip  Cocke 
1240  3rd  Street,  S.  W. 
Roanoke,  Va. 

Trow,  W.  G. 

Warrenton,  Va. 

Trower,  Clarence  B. 

413  Aledical  Arts  Bldg. 
Norfolk,  Va. 

Troxel,  George  E. 

117  W.  Boscawen  St. 
Winchester,  Va. 

Troxel,  James  R. 

117  W.  Boscawen  St. 
Winchester,  Va. 

Truesdell,  Frank  B. 

2230  Monument  Ave. 
Richmond  20,  Va. 

Tuck,  S.  A. 

Pembroke,  Va. 

Tucker,  G.  H.,  Jr. 

P.  O.  Box  275 
Chase  City,  Va. 

Tucker,  H.  St.  Geo. 

Aledical  College  Hospital 
Richmond  19,  Va. 

Tucker,  James  Thos. 

401  Aledical  Arts  Building 
Richmond,  Va. 

Tucker,  Jesse  AL,  Jr. 

Route  #2 
Huddleston,  Va. 

Tucker,  J.  R. 

Box  382 

Williamsburg,  Va. 

Tucker,  Weir  Al. 

6208  Tapoan  Road 
Richmond,  Va. 

Tucker,  Wm.  T. 

1 Alalvern  Ave. 

Richmond,  Va. 

Tudor,  Thomas  J. 

6th  & Oak  Sts. 

Norton,  Va. 

Tuggle,  Stuart  Wilson 
Box  #24 
Keysville,  Va. 

Turman,  Garnet  R. 

9 \\'.  Williamsburg  Rd. 
Sandston,  Va. 

Turman,  John  W. 

2422  Grove  Ave. 
Richmond,  Va. 

Turner,  A.  K. 

200  Solar  St. 

Bristol,  Va. 

Turner,  Franklin  C. 

2622  Detroit  St. 

Portsmouth,  Va. 

Turner,  Harold  T. 

Box  6 

Pearisburg,  Va. 

Turner,  Neilson 
101  North  2nd  St. 
Richmond,  Va. 

Tusing,  Thomas  W. 

Hazelton  Laboratories 
Falls  Church,  Va. 

Twyman,  James  B. 

400  Locust  Ave. 
Charlottesville,  Va. 

Tyler,  Gilman  R. 

810  W.  Franklin  St. 
Richmond,  Va. 
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Tyroler,  Sidney  A. 

5852  N.  \\'ashington  Blvd. 
Arlington  5,  \’a. 

Tyson,  \\'.  R. 

1008  Covington  Lane 
Norfolk,  \^a. 

Unger,  Allan  ,M. 

540  Lexington  Rd. 

Richmond,  Va. 

Upchurch,  Roy 
811  Masonic  Temple 
Danville,  Va. 

Updike,  Glenn  B.,  Jr. 

181  S.  Main  St. 

Danville,  \’a. 

Urbach,  Howard 
1311  Grove  Avenue 
Richmond,  \'a. 

\’aden,  Edwin  B. 

304  Young  Building 
Lynchburg,  Va. 

Vaiden,  J.  Bolling^ 

Lawrenceville,  Va. 

Vance,  Douglas  Doriot 
250  Central  Building 
Bristol,  Tenn. 

Van  Den  Branden,  F.  M. 

3136  M'arwick  Rd. 

Denbigh,  Va. 

VanHorn,  Charles  N.,  Jr. 
Medical  Arts  Building 
Norfolk,  Va. 

Vann,  John  A. 

132  V.  York  St. 

Norfolk  10,  Va. 

Van  Name,  A.  L.,  Jr. 

Urbanna,  Va. 

Varden,  Leo  C. 

3706  Columbia  Pike 
Arlington,  Va. 

Vareska,  George  J. 

•Marymount  Hospital 
Garfield  Heights  25,  Ohio 
Varner,  John  D. 

2037  Crystal  Springs  Rd.,  S.V. 
Roanoke,  \^a. 

Varner,  William  David 
2853  Rosswell  Lane 
Columbus,  Ga. 

Vaughan,  David  D. 

810  West  Franklin  St. 
Richmond,  Va. 

Vaughan,  Edwin  D. 

200  Professional  Bldg. 
Richmond,  \’a. 

Vaughan,  George  D. 

206  Professional  Bldg. 
Richmond,  V'^a. 

^’^aughan,  Judson  T. 

Ashland,  \’^a. 

Venner,  Robert  B. 

Cavalier  Dr.  & Holly  Road 
Virginia  Beach,  Va. 

Vermilya,  George  D. 

Clinch  Valley  Clinic 
Richlands.  Va. 

Vermilya,  W E. 

Clifton  Forge,  Va. 

Vest,  W.  E. 

1st  Huntington  Nat.  Bk.  Bldg. 
Huntington,  \\^  Va. 

Via,  Cary  E. 

236  Granby  Street 
Norfolk,  Va. 

Viccellio,  Asa  William 
139  S.  .Main  St. 

Danville,  Va. 


Vick,  Clyde  \V.,  Jr. 

116  S.  Sycamore  St. 
Petersburg,  Va. 

\^ilallonga,  Joseph  M. 

478  Leesburg  Pike 
Falls  Church,  \"a. 

V'^ingiello,  Ruth 
408  Roanoke  St. 

Blacksburg,  Va. 

\’inson.  Porter  P. 

Medical  College  of  Virginia 
Hospital 
Richmond,  Va. 

Vitsky,  Maurice  S. 

2024  Monument  Ave. 
Richmond  20,  Va. 

Vitsky,  Meyer 
2024  .Monument  Ave. 
Richmond,  V^a. 

V’olpe,  James,  Jr. 

1801  6th  Ave. 

Yuma,  Arizona 
Vultee,  Frederick  E.,  Jr. 

1200  East  Broad  St. 
Richmond,  Va. 

M’addell,  Marion  C. 

.Medical  Arts  Bldg. 
Richmond,  Va. 

Waddell,  R.  L. 

Gala.x,  Va. 

Waddell,  W.,  Jr. 

1825  \Vayside  Place 
Charlottesville,  Va. 

Waddill,  J.  Franklin 
M'ainwright  Bldg. 

Norfolk,  Va. 

M'ade,  Frank  A. 

McGuire  VA  Hospital 
Richmond  19,  Va. 

Waff,  Joseph  J. 

Shenandoah,  Va. 

Wagner,  W^illiam  F. 

State  Office  Building 
Richmond,  Va. 

\A"agner,  \\'illiam  P. 

Box  886 
Suffolk,  Va. 

\\"alke,  John  T. 

303  W ashington  Ave. 
Roanoke,  Va. 

Walker,  Harry 
1200  E.  Broad  St. 
Richmond,  Va. 

W'alker,  Thomas 

1300  Westwood  Ave. 
Richmond,  Va. 

Walker,  Thomas  Andrew 
Stoney  Creek,  \"a. 

WaU,  H.  A. 

310  Medical  Arts  Bldg. 
Norfolk,  Va. 

W’^allace,  A.  McG. 

Gate  City,  Va. 

Wallace,  K.  K. 

5224  Powhatan  Ave. 
Norfolk,  Va. 

Wallenborn,  Peter  A.,  Jr. 

209  .Medical  Arts  Building 
Roanoke,  Va. 

Wallerstcin,  Emanuel 
403  Professional  Bldg. 
Richmond,  Va. 

Walls,  Fred,  Jr. 

706  .Medical  Arts  Bldg. 
Richmond,  Va. 

Walters  J.  W. 

107  Lee  Circle 
Lynchburg,  Va. 
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Walton,  William  W.  - 

Box  1027  ; 

Pulaski,  \^a.  'j 

W'ard,  C.  Harper  j. 

■Montross,  Va. 

V\'ard  O.  W. 

Hampton,  Va. 

Ward,  O.  W.,  Jr. 

Hampton,  \’a. 

W'are,  Earle  R. 

1006  Prince  Edward  St. 

Fredericksburg,  Va. 

Ware,  H.  Hudnall 
816  West  Franklin  St. 

Richmond,  Va. 

Ware,  R.  B. 

Amherst,  Va. 

Warne,  Merna  M. 

R.  F.  D.  #1 

Falmouth,  \'a.  j 

Warren,  Charles  'W. 

Box  #37  f 

Upperville,  Va. 

Warren,  Hugh 

Smithfield,  Va.  , 

Warren,  Hugh,  Jr.  ' 

127  .\iain  St. 

Smithfield,  Vz. 

W’arren,  J.  E. 

719  Church  St. 

Lynchburg,  Va. 

W^arren,  Thomas  N. 

701  .\lcCormick  Boulevard 
Clifton  Forge,  Va. 

W'arren,  W.  Dean 
U.  Va.  Hospital 
Charlottesville,  Va. 

W'arren,  William  R. 

Orange,  Vz. 

Warthen,  H.  J. 

.Medical  Arts  Bldg. 

Richmond  19,  Va. 

Washington,  J.  E. 

624  Church  St. 

Norfolk,  Va. 

Washington,  T.  B. 

1001  W’.  Franklin  St. 

Richmond,  Va. 

Wasserman,  Albert  J. 

5019  Wythe  Ave. 

Richmond,  Va. 

W'aters,  L.  Bradford 
715  Church  St. 

Lynchburg,  Va. 

Watkins,  D.  Edward 
453  Wayne  Avenue 
Waynesboro,  Va. 

\^'atkins,  Thomas 
Drakes  Branch,  Va. 

Watkins,  \Vm.  R. 

South  Boston,  Va. 

W’atkins,  M"m.  T.,  Jr. 

84  30th  Street 
Newport  News,  Va. 

M'atson,  Charles  E. 

Broadway,  Va. 

Watson,  John  C. 

808  Prince  St. 

Alexandria,  Va. 

Watson,  .\I.  H. 

705  .Main  St. 

Danville,  V’a. 

W'attles,  Waldo  M. 

1101  Church  St. 

Lynchburg,  Va. 

M’atts,  Earl  M'ilson,  Jr. 

116  West  Carolina  Ave. 

Crewe,  \'a. 
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W'atts,  T.  Duval 
1001  W.  Franklin  St. 
Richmond  20,  Va. 

Way,  William  G. 

202  N.  Washington  St. 
Winchester,  Va. 

AV'eaver,  Edgar  Newman 
920  S.  Jefferson  St. 
Roanoke,  Va. 

Weaver,  William  J.,  Jr. 

612  Belleview  Blvd. 
Alexandria,  Va. 

Weaver,  W.  Lawrence 
1500  Brookland  Parkway 
Richmond,  Va. 

Webb,  Clifford  A. 

718  Grand  View  Drive 
Alexandria,  Va. 

Webb,  John  Q.  A. 

2516  Corprew  Ave. 
Norfolk,  Va. 

Webb,  Robert  B.,  Jr. 

1339  3rd  Ave.,  S.  W. 
Rochester,  Minn. 

Weems,  Bliss  King 
453  Wayne  Street 
Waynesboro,  Va. 

Weems,  Rachel 
Woodrow  Wilson  Rehab. 
Fishersville,  Va. 

Weimer,  C.  J. 

3107  Columbia  Pike 
Arlington,  Va. 

Weimer,  George  A. 

Gretna,  Va. 

Weinberg,  Herbert  L. 

312  N.  Main  St. 

Suffolk,  \^a. 

Weinstein,  A.  I. 

147  South  Colonial  Ave. 
Richmond,  Va. 

Weinstein,  Julian 
5204  Patterson  Ave. 
Richmond  26,  Va. 
Weisiger,  Benjamin  B.,  Ill 
McGuire  VA  Hospital 
Richmond,  Va. 

W'eisiger,  W'm.  R. 

Aledical  Arts  Building 
Richmond,  Va. 

W'eissman,  Seymour  P. 
503-24th  St.,  N.W. 

Canton,  Ohio 
Welburn,  W.  C. 

3408  N.  Glebe  Road 
Arlington,  Va. 

Welchons,  George  A. 
Professional  Building 
Richmond,  Va. 

W eller,  William  F. 

2331  Broadway,  S.M'. 
Roanoke,  \’^a. 

W'ellford,  Beverley  R. 
Medical  Arts  Building 
Richmond,  Va. 

Wells,  Lewis  E. 

2012  Southampton  Rd. 
Richmond,  Va. 

Wensel,  Louise  O. 

P.  O.  Box  #8 
Fishersville,  Va. 

Werner,  W.  A. 

Dickinson  Iron  Dist. 
Health  Department 
Iron  Mountain,  Mich. 
Wessel,  H.  Niels 
P.  O.  Box  427 
Harrisonburg,  Va. 


Westmoreland,  James  P. 

110  Maycox  Ave. 
Norfolk,  Va. 

Weyl,  W.  Leonard 
4625  Old  Dominion  Dr. 
Arlington,  Va. 

Weymouth,  S.  E. 

Callao,  Va. 

Whaley,  H.  E. 

Victoria,  Va. 

Wheeldon,  Thos.  F. 

318  West  Franklin  St. 
Richmond,  Va. 

W'heeler,  Clayton  E.,  Jr. 
1869  Field  Road 
Charlottesville,  Va. 
Wheeler,  Paul  C. 

2316  Duncan  St. 

Columbia,  S.  C. 

Whicker,  Charles  F. 

Sacred  Heart  Hospital 
Norristown,  Pa. 

Whipple,  Dorothy  V. 

603  North  Glebe  Road 
Arlington,  Va. 

Whitacre,  Samuel  N. 

8 South  Washington  St. 
Winchester,  Va. 

Center  W’hite,  A.  D.  F. 

1461  Rivermont  Ave. 
Lynchburg,  Va. 

White,  Arthur  E. 

4900  N.  37th  St. 

Arlington  7,  Va. 

White,  Charles  S. 

1801  Eye  St.,  N.  W. 
Washington,  D.  C. 

W'hite,  Edward  S. 

Bloxom,  Va. 

White,  Forrest  P. 

1400  Colonial  Ave. 

Norfolk  7,  Va. 

White,  Fred  D. 

Bluefield  Sanitarium 
Bluefield,  W.  Va. 

White,  J.  A. 

112  Mayflower  Apts. 
Virginia  Beach,  Va. 

W hite,  M.  J.  W. 

Luray,  Va. 

\\’hite,  Ruth  M. 

2 166  N.  Glebe  Rd. 
Arlington  7,  Va. 

\Miite,  \Villiam  James 
1008  N.  Highland  Street 
Arlington,  Va. 

W'hitehead,  Betty  W. 

Chatham,  Va. 

Whitehead,  David  C. 

1306  Colonial  Ave. 
Norfolk,  Va. 

\Vhitehead,  P.  Cary 
Chatham,  Va. 

Whitehead,  W.  M. 

614  Harris  St. 

Juneau,  Alaska 
W'hitehill,  iM.  Richard 
1202  N.  Shore  Road 
Norfolk,  Va. 

Whitehouse,  Francis  R. 
Medical  Center 
Lynchburg,  Va. 

W'hitfield,  James  M.,  Jr. 

213  Queen  Charlotte  Road 
Richmond,  Va. 

Whitley,  Ayer  C. 

Palmyra,  Va. 


W'hitlock,  S.  B. 

712  Botetourt  St. 

Norfolk,  \^a. 

VV'hitman,  W.  R. 

Lewis-Gale  Hospital 
Roanoke,  Va. 

Whitman,  Wm.  R.,  Jr. 
Lewis-Gale  Hospital 
Roanoke,  Va. 

Whitmore,  Charles  W. 

210  Langhorne  Road 
Lynchburg,  Va. 

Whitmore,  Claire 
214  Langhorne  Road 
Lynchburg,  V’a. 

AMiitmore,  E.  B.  J. 

S.  W.  State  Hospital 
Marion,  Va. 

Whitmore,  Wm.  H.,  Jr. 

918  W.  Princess  Anne  Rd. 
Norfolk,  Va. 

Whitticar,  Nancy  S. 

1409  Hanover  Sr. 
Fredericksburg,  Va. 
Whittle,  Joseph  Percivall 
119-A  Pickwick  Ave. 
Colonial  Heights,  Va. 
Whitworth,  F.  D. 

Front  Royal,  \’^a. 
Wickstrom,  James  C. 

Va.  Beach  Hospital 
Virginia  Beach,  Va. 
Wiesinger,  Herbert 
2015  Monument  Ave. 
Richmond,  Va. 

Wild,  William  B. 

P.  O.  Box  26 
Harrisonburg,  Va. 

Wiley,  William  B. 

1516  Colonial  Ave. 

Norfolk,  Va. 

Wilfong,  C.  T. 

1805  Monument  Ave. 
Richmond  20,  \^a. 

AVilhelm,  Morton  C. 

920  East  High  St. 
Charlottesville,  Va. 

W'ilhite,  Philip  A.,  Jr. 

1100  Hamilton  Ave. 
Portsmouth,  \^a. 

Wilkerson,  Daniel  C.,  Jr. 

Box  24 
Bedford,  \'a. 

W'ilkins,  Wm.  B. 

Hunting  Towers  Apt. 
Alexandria,  Va. 

Wilkinson,  George  L. 

1104  Charles  St. 

South  Boston,  \^a. 

Willard,  Eugene  L. 

2166  N.  Glebe  Rd. 
Arlington,  Va. 

Williams,  Ann  H. 

.Medical  College  of  \drginia 
Richmond  19,  Va. 

Williams,  Armistead  D. 

C.  & O.  Hospital 
Clifton  Forge,  Va. 
Williams,  Armistead  M. 

805  ^\'est  Franklin  St. 
Richmond  20,  Va. 

Williams,  Carrington 
805  W'est  Franklin  St. 
Richmond,  Va. 

Williams,  Carrington,  Jr. 

805  West  Franklin  St. 
Richmond  20,  Va. 
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Williams,  Charles  L. 

2718  Semmes  Ave. 

Richmond,  \’a. 

Williams,  David  H. 

1942  Lewis  .Mountain  Rd. 
Charlottesville,  \'a. 

M'illiams,  Ennion  S. 

Life  Insurance  Company  of  Va. 
Richmond  19,  Va. 

Williams,  Fred  M. 

306  .Medical  Arts  Building 
Norfolk,  \’a. 

\Mlliams,  George  H. 

106  Franklin  St. 

Petersburg,  Va. 

Williams,  George  Zur 
National  Institutes  of  Health 
Bethesda  14,  .Md. 

Williams,  Gerald  A. 

University  Hospital 
Charlottesville,  \’a. 

Williams,  Harold  L. 

12  Lynn  Dr. 

Newport  News,  \’a. 

^^’illiams,  H.  Joseph 
24  Terry  Court 
Staunton,  Va. 

Williams,  Henry  W. 

133  Harrison  St. 

Petersburg,  \"a. 

\\’illiams,  James  P. 

Richlands,  Va. 

Williams,  John  .Mason 
106  Franklin  St. 

Petersburg,  Va. 

Williams,  J.  S. 

Dade  City,  Fla. 

V\’illiams,  Louis  Howard 
8343  Whitewood  Road 
Richmond,  X’^a. 

Williams,  .Mark  B. 

8510  Panerson  Ave. 

Richmond,  \^a. 

Williams,  .Mortimer  H. 

711  .Medical  Arts  Bldg. 

Roanoke  11,  Va. 

Williams,  Pauline 
2035  .Monument  Ave. 

Richmond,  Va. 

Williams,  Richard  Kennon 
2015  .Monument  Ave. 

Richmond,  \'^a. 

Williams,  S.  H. 

Presidential  Gardens 
Alexandria,  Va. 

Williams,  T.  Frasier 
3801  N.  Fairfax  Drive 
.■\rlington,  Va. 

Williams,  Tom  A. 

.Middletown,  \’^a. 

Williams,  \\Tsley 
521  Pennsylvania  Ave. 

Norfolk,  Va. 

Williams,  W.  C. 

HUlsville,  Va. 

Willis,  Hugh  H.,  Jr. 

Chatham,  Va. 

W^illis,  James  G. 

1200  Prince  Edward  St. 
Fredericksburg,  Va. 

Wilson,  David  C. 

University  of  \’irginia 
Charlottesville,  Va. 

Wilson,  Felix  B. 

.Montross,  \'a. 

Mhlson,  Henry  H.,  Jr. 

Professional  Bldg. 

Richmond,  Va. 


Wilson,  Lester  A.,  Jr. 
University  Hospital 
Charlottesville,  Va. 

\\'ilson,  N.  G. 

1201  Matoaka  St. 

Norfolk,  Va. 

Wilson,  Robert  AL,  Jr. 

104  Professional  Bldg. 
Richmond,  Va. 

AA’ine,  Jean  F. 

170  S.  Main  St. 
Harrisonburg,  Va. 

Wine,  John  E. 

170  S.  Main  St. 
Harrisonburg,  Va. 
AA’ineland,  Robert  K. 

425  Fort  Hunt  Rd. 
Alexandria,  Va. 

M'ingfield,  R.  Terrell 
214  Langhome  Rd. 
Lynchburg,  \"a. 

Wingfield,  William  Lynn 
1716  Park  Ave. 

Richmond  20,  \'a. 

M'ingo,  Charles  F. 

2132  Wakefield  Rd. 
Richmond,  Va. 

W’inkfield,  J.  Marshall 
111  Massanutten  St. 
Strasburg,  Va. 

W’inn,  Thos.  AL 
Covington,  Va. 

Winn,  W.  C. 

303  Stockston  Lane 
Richmond  21,  Va. 
Winslow,  Francis  E.,  Jr. 
313-33rd  St. 

A'irginia  Beach,  A^a. 
Winston,  P.  H. 

Clarksville,  Va. 

Winston,  AA'illiam  O. 

430  W'estern  Branch  Blvd. 
Portsmouth,  Va. 

W’ise,  Walter  Paul 
419  Old  Centerville  Rd. 
•Manassas,  A^a. 

\A’iseman,  H.  A.,  Jr. 

990  Alain  St. 

Danville,  A'a. 

XA'iseman,  Henry  A.,  Ill 
990  Alain  St. 

Danville,  A’^a. 

Wfisoff,  Carl  P. 

Norfolk  Gen.  Hospital 
Norfolk,  A^a. 

AA'olcott,  James  AL,  Jr. 
North  Shore  Point 
Norfolk,  A’a. 

\A’olfe,  Alfred  L. 

609  S.  Jefferson  St. 
Roanoke,  A^a. 

M'olfe,  Frank  B. 

Rocky  Alount,  A’^a. 

Wolff.  Herbert  D.,  Jr. 

706  Duke  St. 

Alexandria,  A'a. 

AA'ood,  Amelia  G. 

212  AA'est  Franklin  St. 
Richmond  20,  A^a. 

AA’ood,  Frances  Edmonds 
Burkeville,  A^a. 

AA'ood,  Henry  AA^. 

300  AA’ainwright  Bldg. 
Norfolk,  A^a. 

AA’ood,  James  B. 

1459  Rutledge  Ave. 
Charlottesville,  Va. 


AA’ood,  J.  Edwin,  Jr. 
University  Hospital 
Charlottesville,  A^a. 

AA'ood,  John  T. 

Burkeville,  A^a. 

AA’ood,  AA'illiam  H.,  Jr. 

401  East  High  St. 
Charlottesville,  A^a. 
AA’oodhouse,  R.  AAA 
A'irginia  Beach,  A'^a. 
AA’ooding,  Nat 
Halifax,  A’^a. 

AA'oods,  Paul  A. 

362  Laurel  Ave. 
AA'aynesboro,  Va. 
AA’oodside,  Nina  B. 

Fairfax  Health  Department 
Fairfax,  A’a. 

AA'oodson,  Frederick  G. 
Wainwright  Bldg. 

Norfolk,  Va. 

AA'oodson,  J.  B. 

Lowesville,  A'a. 

AAModson,  AA’illiam  H. 

31st  & AA'est  Ave. 

Newport  News,  A'^a. 
AA'oodward,  Doris 
Leesburg,  A'a. 

AA'oodward,  Fletcher  D. 

1326  Rugby  Road 
Charlottesville,  Va. 
AA'oodward,  John  F. 
c/o  F.  A.  Van  Patten 
A'irginia  Beach,  Va. 
AA'oodward,  L.  K.,  Jr. 

Box  112 

AA'oodstock,  A^a. 

AA'ornom,  Paul  H. 

3810  Kecoughtan  Rd. 
Hampton.  Va. 

AA'right,  Fletcher  J. 

49  S.  .Alarket  St. 
Petersburg,  A'^a. 

AA'right,  J.  Alex.,  Jr. 

Doswell,  A’’a. 

AA'rye,  John  C. 

P.  O.  Box  85 
Morro  Bay,  Calif. 

AA'yatt,  Norman  F. 

3507  Ivor  Sr. 

Hopewell,  A'a. 

AAYcoff,  Jack  D. 

Johnston  Memorial  Clinic 
Abingdon,  Va. 

AA'ylie,  Charles  M. 

615  N.  AA'olfe  St. 
Baltimore  5,  Md. 

AA'yman,  Alvin  C. 

312  S.  AA'ashington  St. 
Alexandria,  A'a. 

AA'ysor,  Edwin  S. 

Alechanicsville,  Va. 
AA'ysor,  Frank  L. 

Clifton  Forge,  A'a. 

A'aeger,  John  J. 

P.  O.  Box  582 
Lexin^on,  Va. 

A'ao,  AA'illiam  H. 

Medical  Arts  Bldg. 
Hopewell,  A'a. 

A'ates,  Harry  R.,  Jr. 

2125  Rosalina  Ave. 
Roanoke,  A'a. 

A'ates,  Munford  R. 

424  AA'.  AA'ashington  St. 
Petersburg,  A''a. 

A'eatman,  Julian  H. 

Fork  Union,  Va. 
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Yeatts,  H.  B. 

855  Vieytes  St.,  JXIartinez- 
F.C.N.G.B.M. 

Buenos  Aires,  Argentine 
York,  James  R. 

Hawthorne  House 
Berryville,  Va. 

Young,  Charles  Augustus,  Jr. 
Medical  Arts  Bldg. 
Roanoke,  Va. 

Young,  Charles  G. 

2718  Semmes  Ave. 
Richmond  24,  Va. 

Young,  William  A. 

2915  Grove  Ave. 
Richmond  21,  Va. 

Young,  William  H.,  Jr. 

3514  Halcyon  Dr. 
Alexandria,  Va. 
Youngblood,  W.  P. 

P.  O.  Box  97 
Hopewell,  Va. 


Younger,  E.  F. 

1492  Langhorne  Rd. 
Lynchburg,  Va. 


Zacharias,  Charles  M. 

1805  Alonument  Ave. 
Richmond,  Va. 

Zack,  Frank  A. 

8912  Matthew  Ave.,  N.E. 
Albuquerque,  N.  iM. 

Zearfoss,  John  E.,  Jr. 

312  S.  \\’ashington  St. 
Alexandria,  Va. 

Zeavin,  Bernard  H. 

312  So.  Washington  St. 
Alexandria,  Va. 

Zetlin,  Arnold 
301  Medical  Arts  Bldg. 
Norfolk,  Va. 


Zfass,  H.  S. 

2502  jMonument  Ave. 
Richmond  20,  Va. 

Zfass,  I.  S. 

2502  Monument  Ave. 
Richmond  20,  \'a. 

Ziano,  Lawrence  J. 

VA  Hospital 
Wilkes  Barre,  Pa. 
Zimmerman,  Gordon  A. 
200  E.  Broad  St. 

Falls  Church,  \'a. 
Zimmerman,  Wm.  W.,  Ill 
1805  iMonument  Ave. 
Richmond,  Va. 

Ziv,  Louis  B. 

1 1 3 W est  Road 
Portsmouth,  Va. 

Zylman,  Jacob  Derk 
6318  Willston  Drive 
Falls  Church,  Va. 
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Woman^s  Auxiliary 


President Mrs.  Charles  A.  Easley,  Danville 

President-Elect Mrs.  Walter  A.  Porter,  Hillsville 

Vice-Presidents Mrs.  George  K.  Brooks,  Richmond 

Mrs.  James  M.  Moss,  Alexandria 
M rs.  W.  A.  Eskridge,  Parksley 


Recording  Secretary Mrs.  Robert  B.  Keeling,  South  Hill 

Corresponding  Secretary Mrs.  J.  J.  Neal,  Danville 


Treasurer Mrs.  Wyndham  B.  Blanton,  Richmond 

Publication  Chairman  /Sir %.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  J.  R.  St.  George,  Portsmouth 

Mrs.  Lee  S.  Liggan,  Irvington 
Mrs.  Maynard  Emlaw,  Richmond 


Richmond. 

The  March  meeting  of  the  Woman's  Auxiliary  to 
the  Richmond  Academy  of  Medicine  was  held  at  the 
Branch  House.  Following  luncheon,  Miss  Mabel 
Montgomery,  secretary-treasurer  of  the  State  Board 
of  Nurse  Examiners,  spoke  on  “Types  of  Programs 
.\vailable  to  Nurses”.  ISliss  Montgomery  described 
three  programs ; the  4-year  college  degree  course ; the 
3-year  hospital  diploma  course;  and  the  2-year  col- 
lege-centered diploma  course. 

\\'e  heard  a report  on  the  fine  work  carried  on  by 
Mrs.  .\dney  K.  Sutphin  and  IMrs.  Thomas  Walker 
in  presenting  monthly  programs  for  nurse  recruit- 
ment to  high  school  girls  in  the  Richmond  area.  The 
programs  include  speakers,  films,  visits  to  hospitals, 
etc. 

.\t  the  .\pril  meeting,  our  speaker  was  Dr.  R. 
Bond,  medical  consultant  for  the  A.  H.  Robins  Com- 
j)any.  He  spoke  on  “Plant  Drugs  and  Herbs’’  and 
told  of  the  development  of  drugs  from  many  common 
plants  and  herbs,  as  well  as  from  those  less  well 
known,  illustrating  his  talk  with  amusing  stories. 

On  .\pril  22nd,  the  Richmond  .\rea  Cancer  Society 
held  a cancer  conference  for  nurses  at  the  .\cademy 
of  Medicine.  Our  .Auxiliary  was  co-sponsor.  Mrs. 
George  K.  Brooks  was  in  charge  and  Mrs.  Irwin 
Rifkin  in  charge  of  the  tea. 

On  .April  25th,  the  .Au.xiliary  held  a dance,  fol- 
lowed by  breakfast,  at  the  Commonwealth  Club, 
honoring  Doctor's  Day  for  members  of  the  Richmond 
.Academy  of  Aledicine  and  their  wives.  Mrs.  F.  El- 
liott Oglesby  and  Airs.  William  P.  Alorrisette  were 
in  charge  of  decorations.  The  theme  was  Spring 
Gardens  and  .April  Showers.  Chairmen  for  Doctor's 
Day  were  Airs.  Richard  N.  Baylor  and  Airs.  William 
.A.  A’oung. 

Edith  H.xwkixs 
(AIrs.  j.  Hexry) 


Northampton- Accomac. 

The  .Auxiliary  to  the  Northampton-.Accomac  Aled- 
ical  Society  held  its  spring  meeting  at  the  home  of 
Airs.  Walter  .A.  Eskridge  at  Parksley  on  April  14th, 
with  eighteen  members  and  two  guests  present.  The 
guests  were  Airs.  Charles  A.  Easley,  Jr.,  and  Airs. 
Walter  A.  Porter,  president  and  president-elect  of 
the  State  .Auxiliary.  Airs.  R.  K.  Brown  welcomed  the 
guests  and  then  gave  details  of  the  Doctor's  Day 
party. 

The  .Auxiliary  announced  contributions  to  the 
Student  Loan  Eund  and  the  Leigh-Hodges- Wright 
Alemorial  Eund.  They  were  also  asked  to  support 
the  Crippled  Children  and  Sheltering  Arms  Hos- 
pitals. 

Airs.  Easley  gave  a report  on  the  .Auxiliary  Work- 
shop, reporting  its  success  as  a step  forward  in 
.Auxiliary  work  and  one  of  the  vital  projects  of  the 
.American  Aledical  .Association. 

The  July  meeting  of  the  .Auxiliary  will  be  held  at 
the  home  of  Airs.  John  R.  Freeman  at  Cape  Charles. 

Catherixe  Rush  Troaver 
(AIrs.  Hollaxd) 

Chairman,  Press  and  Publicity 

Alexandria  Auxiliary 

On  January’  31a  delightful  dinner-dance  was  held 
at  Rose  Hill  Farms,  arranged  by  the  .Alexandria 
Aledical  .Auxiliary,  with  44  couples  attending.  Airs. 
Alilton  Stein  was  chairman  of  arrangements. 

The  .Alexandria  .Auxiliary  have  organized  several 
bridge  groups  who  are  now  playing  in  a Bridge  Alara- 
thon,  proceeds  to  benefit  the  new  .Alexandria  Hos- 
pital. .A  similar  program,  though  on  a somewhat 
smaller  scale,  ivas  accomplished  last  j’ear. 

The  Alarch  meeting  of  the  .Alexandria  .Au.xiliary 
was  held  at  the  home  of  Airs.  .Arthur  Linden,  with 
Airs.  Conrad  Gossels  serving  as  co-hostess.  Dr. 
Thomas  AIcGough,  Director  of  Public  Health  of 
.Alexandria,  spoke  concerning  safety  in  the  home, 
stressing  the  importance  of  the  safe-keeping  of  poi- 
sons and  medicines. 

This  year  .Alexandria  acted  as  host  to  .Arlington 
and  Fairfax  .Auxiliaries  at  the  annual  joint  lunch- 
eon held  .April  30th  at  Bell  Haven  Country  Club, 
.Alexandria.  Fashions  were  presented  by  Toni  Lee 
Shop,  .Arlington.  Guests  included  Airs.  Charles  Eas- 
ley, Jr.,  Danville,  State  President  of  the  Woman’s 
Aledical  .Auxiliary,  and  Airs.  Walter  .A.  Porter, 
Hillsville,  State  President-Elect. 
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Miscellaneous 


Security’s  Jackpot 

By  Robert  Ruark 

I was  so  happy  I sat  right  down  and  cried  the 
other  day  when  I read  the  newest  Social  Security 
tidings,  which  seem  to  be  taking  effect  in  1959. 
If  you  happen  to  make  it  until  age  72,  you  can  earn 
a million  dollars  a year  and  still  pick  up  the  six 
bucks  the  SS  people  give  you.  But  you  got  to  hit 
that  hard  72  before  you  can  legally  earn  more  than 
$1,200  a year  and  still  collect  the  stipend  the  gov- 
ernment so  graciously  grants  you. 

Social  Security  to  me  has  always  had  a wonderful 
air  of  Alice  in  Wonderland  about  it.  In  the  first 
place,  nobody  asked  for  it.  The  government  forced 
it  on  you.  The  idea  was  that  Uncle  Sam  would 
wallop  you  for  a portion  of  your  earnings,  and  your 
employee  would  get  stabbed  for  a matching  amount. 


Then,  after  using  your  money  and  your  employee’s 
money  for  a lot  of  years  to  improve  the  plight  of  the 
world  at  large,  the  idea  was  that  if  you  managed 
to  hit  65,  the  government  would  start  paying  you 
back.  The  payments  would  vary  according  to  what 
you  and  the  boss  contributed.  But  there  was  a 
clinker. 

If  you  got  the  SS  payments,  you  couldn’t  earn  more 
than  $1,200  a year  without  forfeiting  your  rightful 
accruals.  The  government  set  an  arbitrary  limit  on 
your  outside  earning  capacity.  And  for  what  reason, 
pray  tell? 

You  paid  in  the  money.  You  have  received  neither 
interest  nor  capital  return  on  it.  It  was  your  money, 
and  the  boss’s  money.  I see  no  real  reason  why 
you  couldn’t  get  your  end  back,  in  a lump,  if  you 
wanted  it  that  way,  and  why  the  boss  couldn’t  get 
his  hunk  back,  if  he  wanted  it  that  way.  They  must 
keep  some  sort  of  books  in  Washington,  D.  C. 


The  SEC  would  be  the  first  to  jump  on  private 
enterprise  which  took  money  from  stockholders  or  an 
investment  trust  which  is  run  as  arbitrarily  as  Social 
Security.  Fraud  would  be  a liglit  term  to  apply  to 
hijacking  a payroll  without  consent,  using  the  money 
without  interest,  and  then  demanding  that  the  money 
go  unpaid  if  outside  earnings  exceeded  a certain 
amount. 

It  is  no  business  of  the  government  to  tell  you 
how  much  you  can  earn  after  formal  retirement.  A 
healthy  man  of  66  is  capable  of  earning  as  much 
as  he  can  earn.  If  the  money  were  an  outright  dole, 
the  government  might  have  a point,  but  it  basically 
consists  of  savings  by  employee  and  employer,  money 
stripped  from  pay  checks  and  ])rofits. 

I would  like  to  challenge  the  legality  of  Social 
Security.  And  someday,  when  I have  time,  I would 
like  to  sue  to  get  my  impounded  dough  back,  since 
for  some  years  I have  not  been  employed  except  by 
me,  and  might  want  to  buy  a race  horse  or  a harem 
with  the  dough  I’ll  never  see  unless  I live  to  be  65, 
which  looks  bloody  unlikely,  the  way  the  world  is 
running. 

The  whole  structure  of  Social  Security  was  born 
in  decency  and  providence,  but  somebody  goofed 
on  the  bylaws.  And  until  they  remove  the  nonsensical 
restrictions  on  how  much  a person  can  earn  while 
receiving  belated  interest  on  the  jack  he  is  right- 
fully entitled  to — until  they  can  clarify  an  indi- 
vidual’s right  to  get  his  paid-out  money  back,  at  a 
reasonable  interest,  the  whole  blooming  thing  is  un- 
constitutional, illegal,  and  in  forceful  restraint  of 
free  trade. 


(This  article  was  published  in  the  Norfolk  Yir- 
ginian-Pilot  in  the  year  1958.  It  is  being  reprinted 
with  the  permission  of  United  Feature  Syndicate. 
Copyrighted  1958.) 
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Book  Annoumemmts 
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Book  received  for  review  are  promptly  acknowl- 
edged in  this  column.  In  most  cases,  review  will  be 
published  shortly  after  the  acknowledgement  of  re- 
ceipt. However,  we  assume  no  obligation  in  return 
for  the  courtesy  of  those  sending  us  same. 

Modern  Chemotherapy  of  Tuberculosis,  by  ROBERT 
S.  MITCHELL,  B.A.,  M.D.,  F.A.C.P.,  and  J.  CAR- 
ROLL  BELL,  B.S.,  M.D.,  M.S.,  F.A.C.P.,  The  Colo- 
rado Foundation  for  Research  in  Tuberculosis  and 
the  University  of  Colorado  School  of  Medicine, 
Denver.  Foreword  by  William  B.  Tucker,  M.D.  A 
Publication  of  Medical  Encyclopedia,  Inc.,  New 
York.  1958.  viii-109  pages.  Cloth.  Price  $4.00. 

* * sfs  * 

Streptomycin  and  Dihydrostreptomycin.  By  LOUIS 
WEINSTEIN,  PH.D.,  M.D.,  Professor  of  Medicine, 
Tufts  University  School  of  Medicine;  Lecturer  on 
Infectious  Disease,  Harvard  Medical  School;  etc. 
And  N.  JOEL  EHRENKRANZ,  M.D.,  Assistant  Pro- 
fessor of  Medicine,  University  of  Miami  School  of 
Medicine;  Chief  of  the  Infectious  Diseases  Section, 
Jackson  Memorial  Hospital,  Miami.  Foreword  by 
by  Chester  S.  Keefer,  M.D.  A Publication  of  Medi- 
cal Encyclopedia,  Inc.,  New  York.  1958.  xi-116  pages. 
Cloth.  Price  $4.00. 

***** 

Chloromycetin  (Chloramphenicol).  By  THEODORE 
E.  WOODWARD,  M.D.,  and  CHARLES  L.  WISSE- 
MAN,  JR.,  M.D.,  University  of  Maryland  School  of 
Medicine,  Baltimore.  With  the  Collaboration  of 
Harry  M.  Robinson,  Jr.,  M.D.,  George  Entwisle, 
M.D.,  Fred  R.  McCrumb,  Jr.,  M.D.,  and  Merrill  J. 
Snyder,  Ph.D.  Foreword  by  Joseph  E.  Smadel,  M.D. 
A Publication  of  Medical  Encyclopedia,  Inc.,  New 
York,  1958.  xiv-159  pages.  Cloth.  Price  $4.00. 
**=!!** 

Penicillin.  By  HAROLD  L.  HIRSH,  M.D.,  and  LAW- 
RENCE E.  PUTNAM,  M.D.,  Washington,  D.  C. 
Foreword  by  Harry  F.  Dowling,  M.D.  A Publication 
of  Medical  Encyclopedia,  Inc.,  New  York.  1958. 
xi-148  pages.  Cloth.  Price  $4.00. 

***** 

Clinical  Obstetrics  and  Gynecology.  Volume  1,  Num- 
ber 4.  Symposium  on  Operative  Obstetrics.  Edited 
by  J.  Robert  Willson,  M.D.  Symposium  on  Genital 
Cancer.  Edited  by  Daniel  G.  Morton,  M.D.  Paul 
B.  Hoeber,  Incorporated,  New  York.  Quarterly  Book 
Series  sold  by  subscription  only  $18.00. 

***** 

Amino  Acids  and  Peptides  with  Antimetabolic  Ac- 
tivity. Ciba  Foundation  Symposium.  Editors  for  the 
Ciba  Foundation  G.  E.  W.  Wolstenholme,  O.B.E., 
M.A.,  M.B.,  B.Ch.,  and  Cecilia  M.  O’Connor,  B.Sc. 
Little,  Brown  and  Company,  Boston.  1959.  xii-286 
pages.  With  28  illustrations.  Cloth.  Price  $8.75. 
***** 

The  Sedimentation  Rate  of  Human  Erythrocytes.  Its 
Basic  Concepts.  Its  Value  as  a Differential  Diagnos- 
tic Agent.  Its  Multiple  Clinical  Applications.  By 
FRANK  WRIGHT,  M.D.,  F.A.C.P.,  F.A.S.  Vantage 
Press,  New  York.  1959.  43  pages.  Cloth.  Price  $2.50. 
***** 

Centaur.  Essays  on  the  History  of  Medical  Ideas.  By 
FELIX  MARTI-IBANEZ,  M.D.,  Professor  and  Di- 
rector of  the  Department  of  the  History  of  Medi- 
cine, New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  New  York;  Editor-in-Chief  of 
MD  Medical  Newsmagazine.  MD  Publications,  In- 
corporated, New  York.  1959.  xvii-714  pages.  Cloth. 
Price  $6.00. 


Communicable  Diseases  Transmitted  Chiefly  Through 
Respiratory  and  Alimentary  Tracts.  Medical  De- 
partment, United  States  Army,  Preventive  Medicine 
in  World  War  II,  Volume  IV.  Prepared  and  pub- 
lished under  the  director  of  Major  General  S.  B. 
Hays,  The  Surgeon  General,  United  States  Army. 
Editor  in  Chief,  Colonel  John  Boyd  Coates,  Jr., 
M.C.;  Editor  for  Preventive  Medicine,  Ebbe  Curtis 
Hoff,  Ph.D.,  M.D.;  Assistant  Editor,  Phebe  M.  Hoff, 
M.A.  xxi-544  pages.  Illustrated.  Cloth.  For  sale  by 
the  Superintendent  of  Documents,  U.  S.  Govern- 
ment Printing  Office,  Washington  25,  D.  C.  Price 
$5.50.  (Buckram). 

***** 

Now  or  Never.  The  Promise  of  the  Middle  Years.  By 
SMILEY  BLANTON,  M.D.,  and  ARTHUR  GOR- 
DON. Prentice-Hall,  Incorporated,  New  York.  1959. 
273  pages.  Cloth.  Price  $4.95. 

***** 

Neurosurgery.  Volume  I.  Medical  Department,  United 
States  Army.  Surgery  in  World  War  H.  Prepared 
and  published  under  the  direction  of  Major  General 
S.  B.  Hays,  The  Surgeon  General,  United  States 
Army.  Editor  in  Chief,  Colonel  John  Boyd  Coates, 
Jr.,  MC.  Editions  for  Neurosurgery,  R.  Glen  Spurl- 
iiig,  M.D.,  Barnes  Woodhall,  M.D.,  and  Associate 
Editor,  Elizabeth  M.  McFetridge,  M.A.  Office  of  the 
Surgeon  General.  Department  of  the  Army,  Wash- 
ington, D.  C.,  1958.  xix-466  pages.  Illustrated.  For 
sale  by  the  Superintendent  of  Documents,  U.  S. 
Government  Printing  Office,  Washington,  D.  C., 
Price  $5.00. 

***** 

General  Urology.  By  DONALD  R.  SMITH,  M.D., 
Clinical  Professor  of  Urology  and  Chairman  of  the 
Dep''rtment  of  Urology,  University  of  California 
Scho"!  of  Medicine,  San  Francisco;  etc.  Illustrated 
by  Ralph  Sweet.  Second  Edition.  Lange  Medical 
Public" ti ''ns,  Los  Altos,  California.  1959.  328  pages. 
Price  $4.50. 

***** 

Therapeutic  Radiology.  Rationale,  Technique,  Re- 
sults. By  WILLIAM  T.  MOSS,  M.D.,  Chicago,  As- 
sistant Professor  Radiology,  Northwestern  Univer- 
sity Sch'iol  of  Medicine;  Director,  Department  of 
Therap  nitic  Radiology,  Chicago  Wesley  Memorial 
Hospital;  Chief,  Department  of  Therapeutic  Radiol- 
ogy. V'5terans  Administration  Research  Hospital. 
With  Foreword  by  Lauren  V.  Ackerman,  M.D.  The 
C V.  ■ s’lv  Company,  St.  Louis.  1959.  403  pages. 
With  146  illustrations.  Cloth.  Price  $12.50. 

***** 

Textbook  of  Surgery.  Edited  by  H.  Fred  Mosely, 

M. A..  DM..  M.Ch.(Oxon),  F.A.C.S..  F.R.C.S. (Eng.) , 
F.R.C  S.(C),  Assistant  Professor  of  Surgery,  Mc- 
Gill University;  Associate  Surgeon,  Royal  Victoria 
Hospital,  Montrea’,  Canada.  Third  Edition.  The 
C.  V.  Mosby  Company,  St.  Louis.  1959.  xxi-1336 
pages.  With  738  text  illustrations  and  108  color 
plates.  Cloth.  Price  $17.00. 

***** 

Maternity.  A Guide  to  Prospective  Motherhood.  By 
FREDERICK  W.  GOODRICH,  JR.,  M.D.,  Illustrated 
by  Victor  Mays.  Prentice-Hall,  Inc.,  Englewood, 

N.  J.  1959.  130  pages.  Cloth.  Price  $1.75. 

***** 

A Doctor  Discusses  Menopause.  By  G.  LOMBARD 
KELLY,  A.B.,  B.S.  Med.,  M.D.,  President  Emeritus 
and  formerly  Professor  of  Anatomy,  Medical  Col- 
lege of  Georgia;  Formerly  Research  Associate  in 
Anatomy,  Cornell  University  Medical  School;  etc. 
The  Budlong  Press,  Chicago.  1959.  Paper.  Pa- 
tient Price  $1.50. 
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President’s  Message 


'“J^HERE  ARE  CHANGES  going  on  today  in  the  physician-patient  relationshij). 

This  relationship  has  always  been  represented  as  the  deep  trust  of  the  patient  for 
the  skill  and  integrity  of  the  physician.  I believe  this  faith  has  been  shaken  in  many 
patients.  But  this  is  not  due  to  any  change  in  the  skill  and  integrity  of  the  medical 
profession.  This  loss  of  faith  has  been  due  to  our  haste  with  many  patients  who  seek 
some  medical  explanation  of  a given  problem.  This  is  the  basis  of  much  misunder- 
standing. 

Over  some  years  our  curious  public  has  been  teased  toward  becoming  medical  thinkers 
and  even  in  making  medical  decisions,  by  the  recent  floods  of  magazine  articles  sup- 
posed to  enlighten  said  public.  The  aphorism  that  knowledge  is  strength  is  very  true. 
But  such  loosely  learned  medical  knowledge  can  be  quite  confusing  to  a patient  when 
applied  to  himself  by  himself.  A feeling  of  doubt  is  created.  The  trust  in  his  physician 
slips  a little  when  he  puts  on  a thinking  cap  along  with  his  physician.  Under  these 
conditions  unhurried  time  for  answers  and  explanations  becomes  a necessity.  The  phy- 
sician may  be  behind  in  his  time  schedule  but  a moment  to  practice  the  art  of  medicine 
just  then  is  as  important  as  the  application  of  the  sciences  at  their  proper  time. 

Such  patients  with  “a  little  knowledge”  and  with  less  faith  in  their  physicians 
than  formerly,  should  be  reclaimed.  There  is  still  time  in  this  hurried  world  for 
showing  a sketch  or  a diagram  to  satisfy  an  anxious  patient.  A couple  of  minutes  taken 
to  explain  some  condition  will  immediately  create  a feeling  of  mutual  confidence.  For 
the  physician  to  assure  himself  of  the  good  will  and  satisfaction  of  his  patient,  just 
by  spending  one  such  minute  before  dismissing  each  and  every  patient,  will  open  up 
many  avenues  of  friendly  physician-patient  relationships. 

Such  action  is  not  taught  in  medical  schools,  but  is  usually  devised  somewhere 
along  the  line,  and  subconsciously  practiced  by  successful  clinicians.  In  this  way  we 
can  stop  haste  from  knocking  on  the  pedestal  which  the  physician  has  traditionally 
occupied. 


President 
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Editorial 


Of  Colons  and  Elephants 

GOOD  INTERNIST  FRIEND  of  mine  recently  had  under  his  care  several 

patients  dying  of  carcinomatosis  secondary  to  carcinoma  of  the  colon.  He  was 
naturally  discouraged  and  came  out  with  the  remarkable  statement,  “Do  you  really 
think  it  is  worthwhile  operating  on  cancer  of  the  colon  and  rectum?”  While  I was 
sure  he  was  half-joking,  I was  also  afraid  he  was  half-serious.  I felt  that  cancer  of 
the  colon  carried  a better  prognosis  than  most  internal  cancers,  and  that  the  picture 
was  far  from  discouraging.  The  thought  then  occurred  that  perhaps  the  family  phy- 
sician and  the  internist  are  seeing  in  their  followup  primarily  the  patients  who  do 
have  recurrence.  These  physicians  are  the  ones  frequently  called  upon  to  face  the 
disheartening  task  of  giving  terminal  care  in  the  home.  The  surgeon,  on  the  other 
hand,  in  his  office  and  in  tumor  clinics,  is  seeing  the  well  patients  on  routine  check-up, 
and,  as  a result,  has  a much  more  optimistic  feeling.  He  is  dealing  primarily  with 
the  successes.  E’ndoubtedly  we  are  feeling  different  parts  of  the  elephant,  and  perhaps 
a brief  review  of  the  overall  results  would  be  helpful  to  both  of  us.  Surely  the  truth 
lies  in  between,  but  where? 

In  the  first  place,  the  resectability  rate  in  1920  was  around  50%  and  is  now  over 
90%.  This  is  due  slightly  to  earlier  diagnosis  but,  to  a much  larger  extent,  to  a change 
in  the  definition  of  resectability.  In  1920  resections  were  done  for  cure;  colostomies 
for  palliation.  As  the  operative  mortality  rate  was  lowered,  more  and  more  colon 
resections  were  performed  for  palliation,  even  in  the  presence  of  distant  metastases. 
Palliative  resection  is  frequently  wise  as  greater  relief  is  given  than  with  colostomy, 
and  there  is  some  eWdence  that  the  rate  of  growth  of  the  metastases  is  slowed  by  the 
removal  of  the  primary  tumor.  These  cases,  of  course,  cannot  be  considered  to  be 
performed  for  cure.  .A,  true  resectability  rate  for  cure  varies  from  50%  to  70%.  A 
five-year  survival  without  evidence  of  recurrence  in  those  patients  who  underwent 
the  curative  operation  is  generally  reported  to  be  50  to  60%  from  the  larger  clinics. 
This  gives  only  about  30%  of  an  overall  five-year  survival  in  the  entire  series  of 
colon  malignancy.  This  is  certainly  not  good — not  as  good  as  I had  thought — but  a 
good  deal  better  than  my  internist  friend  thought. 

Of  100  consecutive  cases  of  colon  and  rectal  cancer  treated  at  the  Jefferson  Hospital, 
26  had  distant  metastases  when  first  seen  and  six  additional  cases  were  inoperable 
for  cure  because  of  the  extensive  local  spread. 

What  can  be  done  to  improve  the  rate  of  cure?  Surgery  of  the  colon  has  gradually 
become  more  radical,  but  further  extension  of  this  principle  is  not  the  answer.  Alor- 
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PHYSICIANS^  seeking  tax  refunds  for  educational  expenses,  may  file  on  Form  843 
or  submit  amended  returns.  Such  actions  must  be  taken  within  three  years  from  the 
time  their  returns  were  normally  due. 

A new  interpretation  by  the  U.S.  Tax  Court  of  Section  162  of  the  1954  Code  permits 
the  deduction  of  costs  of  education  undertaken  by  a taxpayer  for  the  primary  pur- 
pose of  ( 1 ) "maintaining  or  improving  skills  required  in  his  . . . trade  or  business.  . . . 
If  it  is  customary  for  other  established  members  of  the  taxpayer’s  trade  or  business 
to  undertake  such  education,  the  taxpayer  will  ordinarily  be  considered  to  have  under- 
taken this  education  for  the  purpose  described  in  subparagraph  (1)  of  this  paragraph.” 

The  Commissioner  of  Internal  Revenue  had,  in  interpreting  these  regulations,  placed  em- 
phasis on  whether  the  education  was  "customary”.  The  U.S.  Tax  Court,  however,  in  a 
more  liberal  interpretation,  rejected  the  Commissioner’s  emphasis  and  stressed  the  tax- 
payer’s "primary  purpose”  for  the  education. 

PRESIDENT  EISENHOWER  has,  during  the  past  year,  repeatedly  called  attention  to 
the  cost  of  veterans’  benefits,  overlapping  with  other  federal  and  local  programs  and 
the  decreasing  service-connected  patient  load.  In  this  connection,  the  President  has  indi- 
cated that  the  following  policy  will  govern  his  future  approvals  for  construction  or 
acquisition  of  Veterans  Administration  hospital  beds: 

" ( 1 ) Continuance  of  complete,  high  quality  hospital  care  for  service-connected  disa- 
bilities. Such  care  will  be  provided  in  hospitals  of  the  Veterans  Administration,  other 
Federal  hospitals,  and  local  community  hospitals  in  the  discretion  of  the  Administra- 
tor. '(2)  Continuance,  within  the  capacity  of  the  125,000  authorized  beds  in  Vet- 
erans Administrations  hospitals,  of  the  care  of  war  veterans  with  non-service-con- 
nected disabilities,  recognizing  that  basic  responsibility  lies  with  other  governmental 
jurisdictions  for  providing  hospital  care  for  all  citizens  who  are  unable  to  defray  the 
expense  of  hospitalization.  (3)  Shifting  of  beds  or  hospitals  from  one  type  of  use 
to  another  by  the  Administrator  of  Veterans’  Affairs  as  may  be  permitted  by-law 
and  advances  in  medical  treatments.  (4)  With  the  approval  of  the  President  and  sub- 
ject to  the  availability  of  funds,  construction  to  provide  beds  or  hospitals  for  replace- 
‘ ment  and  modernization  or  to  compensate  for  major  geographic  shifts  in  veteran 
population,  all  within  the  overall  total  of  125,000  authorized  beds. 


THE  SENATE  FINANCE  COMMITTEE  was  expected  to  commence  hearings  on  H.R. 
10,  86th  Congress  (Keogh-Simpson  Bill)  sometime  around  the  latter  part  of  May. 
This  Bill  reached  the  Senate  too  late  in  the  second  session  of  the  8 5 th  Congress  to  per- 
mit Senator  Byrd,  the  Committee  Chairman,  to  schedule  hearings. 

A NEW  AND  STREAMLINED  auto-crash  injury  study  will  soon  begin  in  some  Vir- 
ginia counties.  The  study  is  administered  by  Cornell  University  with  the  cooperation 
of  the  Virginia  State  Police,  Department  of  Health,  and  local  physicians.  The  first 
study  will  begin  on  July  1 and  will  terminate  on  December  31.  Some  physicians  in 
the  following  counties  might  possibly  be  called  on  to  complete  accident  report  forms: 
Augusta,  Brunswick,  Dinwiddle,  Highland,  Greensville,  Lee,  Lancaster,  Nelson,  Essex, 
Richmond,  Scott,  Sussex,  Prince  George,  Northumberland  and  Westmoreland. 

THERE  IS  GROWING  CONCERN  that  If  a completely  accurate  audit  could  be  made 
of  U.S.  assets  and  liabilities,  the  picture  would  not  appear  quite  as  rosy  as  painted.  Those 
most  concerned  point  to  the  following:  (1)  The  national  debt  of  $28  5 billion  and  the 
fact  that  it  is  increasing,  year  by  year.  (2)  The  Government’s  contingent  liabilities, 
which  amount  to  another  $200  billion.  (3)  The  fact  of  serious  inflation,  which  has  re- 
duced the  purchasing  power  of  the  dollar  to  less  than  50  cents.  (4)  The  growing  dif- 
ficulty of  finding  buyers  for  Government  bonds  and  the  flight  from  the  dollar.  ( 5 ) 
The  growing  difficulty  of  the  states  and  localities  in  finding  money  to  pay  for  neces- 
sary (and  unnecessary)  services. 

THE  NATIONAL  LEAGUE  FOR  NURSING  has  announced  that  the  Commonwealth 
Fund  is  providing  continuing  support  for  the  NLN  Fellowship  Program.  This  pro- 
gram provides  generous  fellowships  for  nurses  possessing  superior  ability  and  leadership 
qualities  and  who  are  engaged  in  programs  of  advanced  study.  During  the  five  years 
of  its  existence,  126  fellowships  have  been  granted — 95  for  fellows  engaged  in  doctoral 
study  and  31  for  those  studying  at  the  masters’  level.  It  is  hoped  that  nurses  who  have 
demonstrated  their  abilities  and  leadership  qualities  will  be  encouraged  to  avail  them- 
selves of  this  unique  opportunity. 

DID  YOU  KNOW  that  six  physicians  were  among  the  5 6 persons  who  signed  the  Dec- 
laration of  Independence?  Included  was  the  very  eminent  Benjamin  Rush  of  Philadel- 
phia. 

MEMBERS  OF  THE  AMERICAN  MEDICAL  ASSOCIATION  are  reminded  that 
AMA  dues  are  delinquent  after  June  1. 


tality  rate  through  the  years  has  been  tremendously  lowered,  and  this,  too,  has  been 
of  help,  but  marked  improvement  in  the  overall  survival  rate  is  not  to  be  gained  here. 
The  one  area  in  which  improvement  can  be  hoped  for  is  in  earlier  diagnosis,  and  this 
is  the  responsibility  of  every  physician.  While  it  might  be  theoretically  wise  to  per- 
form routine  sigmoidoscopic  e.xaminations  and  barium  enemas  at  certain  set  intervals 
on  the  entire  population,  the  present  supply  of  physicians  preclude  the  routine  use  of 
these  time-consuming  procedures,  nor  would  this  be  economically  feasbile.  Certainly, 
however,  every  patient  should  be  questioned  concerning  his  bowel  habits  and  the  size 
and  color  of  the  stools,  and  further  investigation  instituted  where  there  is  an  abnor- 
mality. Finally,  every  physical  examination  should  include  a digital  rectal  examina- 
tion. Forty-six  per  cent  of  all  colon  and  rectal  cancers  occur  in  the  rectum.  Most  of 
these  can  be  felt  with  the  examining  finger! 

Hugh  H.  Trout,  Jr.,  M.D. 


The  Out-Patient  Department  at  the  University 

J^ECENTLY  THE  PHYSICIANS  of  Virginia  received  an  attractive  brochure 
describing  the  workings  of  the  out-patient  department  of  the  University  of  Vir- 
ginia Hospital  at  Charlottesville. 

The  cover  states  that  the  pamphlet  is  designed  to  acquaint  physicians  with  the 
manifold  out-patient  services  offered  at  the  University  and  how  these  services  may  be 
obtained.  The  fact  that  these  facilities  are  created  for  patients  who  are  unable  to  pay 
for  private  care  is  emphasized. 

While  the  clinics  are  operated  on  an  appointment  basis,  the  pamphlet  states  that 
every  effort  will  be  made  to  care  for  patients  without  appointments  on  the  first  visit 
and  emergency  problems  will  be  dealt  with  regardless  as  to  the  lack  of  an  appointment. 
The  charges  are  minimal  or  waived  entirely  depending  upon  the  financial  status  of  the 
patient. 

All  told  twenty-eight  clinics  are  operated  by  the  University  of  Virginia  Hospital. 
Every  question  that  might  arise  regarding  the  sending  of  patients  to  this  out-patient 
department  has  been  anticipated  and  answered  in  this  very  adequate  brochure.  It  is 
a model  of  clarity  and  brevity  and  a credit  to  the  oldest  medical  school  organized  and 
operated  south  of  the  Potomac  River. 

Harry  J.  Warthen,  M.D. 
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Fourth  District  Medical  Society. 

The  staff  of  the  Southside  Community  Hospital, 
Farmville,  were  hosts  to  this  Society  at  its  annual 
spring  institute  on  April  14th.  Dr.  Carney  C.  Pearce, 
Jr.,  Petersburg,  is  president  and  Dr.  Clyde  W.  Vick, 
Jr.,  also  of  Petersburg,  is  secretary-treasurer. 

Speakers  for  the  meeting  were  Dr.  \\’alter  Lee 
Thomas,  professor  of  obstetrics  and  gynecology, 
Duke  University  IMedical  School,  and  Dr.  Robert 
A.  Ross,  professor  and  chairman  of  the  department 
of  obstetrics  and  gynecology  of  the  School  of  jMedi- 
cine.  University  of  North  Carolina.  Dr.  Thomas 
spoke  on  Pruritis  Yulvae  and  Dr.  Ross  on  Fertility 
and  Infertility. 

Lynchburg  Academy  of  Medicine. 

.\t  the  meeting  of  the  Academy  on  April  13th,  Dr. 


News 


New  Members. 

The  following  new  members  have  been  admitted 
into  The  Medical  Society  of  Virginia  since  the  list 
published  in  the  May  issue  of  the  Monthly : 

Richard  Newdiam  de  Niord,  M.D.,  Lynchburg 
DuBose  Egleston,  M.D.,  Waynesboro 
Robert  Oscar  Hudgens,  M.D.,  Richmond 
Walter  E.  H.  Laude,  M.D.,  Richmond 
.•\lan  Mackintosh,  M.D.,  Vienna 
Edward  M.  Macon,  M.D.,  Vienna 
Albert  J.  Paquin,  Jr.,  M.D.,  Charlottesville 
Norman  Sherwin  Propper,  M.D.,  Wise 
Sterling  Neblett  Ransone,  M.D.,  Mathews 
Frank  Matthews  Sasser,  Jr.,  M.D.,  Ashland 
Ray  Huey  Smith,  M.D.,  Ashland 
Clarence  W.  Taylor,  Jr.,  M.D.,  Shawsville 
George  Hugh  Warren,  Jr.,  M.D.,  Smithfield 
Earl  Wilson  W'atts,  Jr.,  M.D.,  Crewe 

Dr.  Drash  Receives  Award. 

The  Virginia  Tuberculosis  .Association  has  pre- 
sented the  si.xth  annual  Douglas  Southall  Freeman 
award  to  Dr.  E.  Cato  Drash  of  the  University  of 


James  W.  Brooks,  department  of  surgery,  Medical 
College  of  Virginia,  was  guest  speaker.  His  illus- 
trated address  was  on  Contrast  Media  and  the  Tho- 
racic Surgeon. 

Williamsburg-James  City  Medical  Society. 

Dr.  David  M.  Hume,  professor  of  surgery  and 
chairman  of  the  department  of  surgery  at  the  Medical 
College  of  Virginia,  was  guest  speaker  at  the  meet- 
ing of  this  Society  held  in  Williamsburg  on  April 
8th.  His  subject  was  Kidney  Transplants. 

The  Virginia  Academy  of  General  Practice, 

Blue  Ridge  Chapter,  held  their  quarterly  dinner 
meeting  at  the  Hotel  Roanoke,  Roanoke,  on  April 
11th.  Dr.  Charles  Caravati,  Richmond,  was  guest 
speaker,  his  subject  being  Peptic  Ulcers. 


Virginia,  Charlottesville.  In  presenting  the  award. 
Dr.  John  A.  Sims,  Alexandria,  said  that  it  “honors 
a man  whose  depth  of  understanding  and  whose 
healing  hands  have  returned  many  tuberculosis  pa- 
tients to  normal  living.” 

Norfolk  Doctors  Receive  Awards. 

.At  its  annual  meeting  held  in  Richmond  in  April, 
the  Virginia  Tuberculosis  .Association  awarded  me- 
dallions for  fifty  years  of  service  to  Dr.  C.  Lydon 
Harrell  and  Dr.  F.  R.  Trigg.  Dr.  Harrell  is  director 
of  the  Tidewater  regional  blood  center  and  Dr. 
Trigg  is  in  charge  of  the  TB  ward  at  the  Com- 
munity Hospital. 

Roanoke  Memorial  Hospital, 

Roanoke,  has  been  named  the  Grand  Award  Win- 
ner of  the  1958  Hospital  Safety  Contest,  sponsored 
by  the  .American  Hospital  Association  and  the  Na- 
tional Safety  Council.  The  contest  was  judged  on 
the  basis  of  the  lowest  number  of  injuries  among 
employees  of  individual  hospitals  in  relation  to  the 
number  of  man-hours  worked  during  the  year.  Roa- 
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noke  Memorial  Hospital,  with  530  employees,  oper- 
ated 1,168,346  man-hours  last  year  without  a re- 
portable injury. 

Ale.xandria  Hospital,  Alexandria,  was  one  of  the 
winners  of  first  place  plaques. 

Drs.  Davis  and  Pugh  Honored. 

The  twenty-fifth  anniversary  of  the  establishment 
of  the  Lynchburg  Life  Saving  Crew  was  recently 
observed.  Twenty-five  year  pins  for  service  were 
awarded  to  Drs.  John  Wyatt  Davis,  Jr.,  and  William 
T.  Tugh. 

Dr.  W.  Taliaferro  Thompson,  Jr., 

Richmond,  has  been  elected  professor  and  chair- 
man of  the  department  of  medicine  at  the  Medical 
College  of  Virginia,  effective  July  1st.  He  will  suc- 
ceed Dr.  William  Branch  Porter  who  retired  two 
years  ago.  Dr.  Thompson  is  at  present  chief  of  the 
medical  service  at  McGuire  Veterans  Administration 
Hospital.  He  has  been  a member  of  the  teaching  staff 
at  the  College  since  1945  and  has  been  associate 
professor  of  medicine  since  1954. 

Memorial  to  Dr.  Hooker. 

A chapel  in  memory  of  the  late  Dr.  John  W. 
Hooker,  Danville,  is  to  be  built  at  the  Piedmont 
.\rea  Council  of  Boy  Scouts  camp  in  Nelson  County. 

Dr.  John  R.  Saunders, 

Richmond,  has  been  elected  president  of  the  dis- 
trict branch  assembly  of  the  .^.merican  Psychiatric 
.Association. 

Pre-School  Clinic. 

On  April  8th  and  9th,  the  various  PTA  groups 
in  Middlesex  County,  working  with  the  county  health 
department,  held  a pre-school  clinic.  The  local  phy- 
sicians of  the  county  served  as  the  clinicians.  The 
State  Health  Department  sent  in  its  dental  team  as 
well  as  the  state  pediatrician.  The  Ames  Company 
furnished  Uristix  for  a screening  urinalysis.  There 
were  104  pre-school  children  registered.  There  were 
59  children  found  to  have  one  or  more  medical 
defects  and  74  to  have  one  or  more  dental  defects. 
Ninety-six  children  were  in  need  of  one  or  more 
immunizations,  and  94  received  immunizations. 

Dr.  Harold  W.  Felton,  president  of  the  Mid-Tide- 
water Medical  Society,  states  it  was  felt  by  all  con- 
cerned that  the  clinic  was  very  much  a success  both 


in  response  to  the  clinic  and  the  number  of  defects 
found  in  these  children. 

Dr.  Albert  J.  Paquin,  Jr., 

On  May  1st,  assumed  the  chair  of  professor  of  urol- 
ogy and  chairman  of  the  dejjartment  of  urology  at 
the  University  of  Virginia.  He  was  associate  profes- 
sor of  clinical  surgery  and  urology  and  associate 
attending  surgeon  in  urology  at  the  New  York  Hos- 
pital-Cornell  Medical  Center  and  has  been  actively 
engaged  in  urological  research  for  the  past  six  years. 

Dr.  Paquin’s  research  interests  have  centered  prin- 
cipally on  the  urological  problems  of  childhood  and 
the  metabolic  derangement  induced  by  surgical  trau- 
ma. He  plans  to  continue  this  work  at  the  University 
of  Virginia. 

Dr.  John  R.  Hamilton, 

Nassawadox,  has  been  elected  by  the  Northampton 
County  Medical  Society  to  represent  that  organiza- 
tion on  the  Northampton- Accomack  Memorial  Hos- 
pital Board  of  Trustees,  succeeding  the  late  Dr. 
Shejjpard  K.  Ames. 

Dr.  William  E.  Moody, 

Scottsville,  was  principal  speaker  at  the  May  1 
Loyalty  Day  program  in  Covington.  The  Loyalty 
Day  celebration  is  an  American  answer  to  the  Com- 
munist world’s  May  Day  anniversary  and  was  spon- 
sored by  the  V.F.W.  Post  1033. 

American  Board  of  Obstetrics  and  Gynecol- 
ogy- 

•Applications  for  certification,  new  and  reopened. 
Part  I,  and  requests  for  re-examination  Part  II  are 
now  being  accepted.  All  candidates  are  urged  to 
make  such  application  at  the  earliest  possible  date. 
Deadline  date  is  .August  1st  and  no  apjfiication  can 
be  accepted  after  that  time. 

Full  information  may  be  obtained  from  Dr.  Robert 
L.  Faulkner,  Secretary,  2105  Adelbert  Road,  Cleve- 
land 6,  Ohio. 

The  American  College  of  Gastroenterology 

.Announces  that  its  annual  course  in  Postgraduate 
Gastroenterology  will  be  given  at  The  Biltmore  in 
Los  .Angeles,  California,  September  24-26,  1959.  The 
subject  matter  to  be  covered,  from  a medical  as  well 
as  surgical  viewpoint,  will  be  essentially  the  advances 
in  diagnosis  and  treatment  of  gastrointestinal  dis- 


VoLUME  86,  June,  1959 


371 


eases  and  a comprehensive  discussion  of  diseases  of 
the  mouth,  esophagus,  stomach,  pancreas,  spleen, 
liver  and  gallbladder,  colon  and  rectum. 

For  further  information  and  enrollment,  write  to 
the  American  College  of  Gastroenterology,  33  \\’est 
60th  Street,  New  York  23. 

Office  Available. 

Newport  News,  large  office  on  West  Avenue,  re- 
cently vacated  by  retiring  obstetrician.  Write  C.  D. 
West  & Company,  Box  95,  Newport  News,  Virginia. 
(.Idr-.) 

Excellent  Location 

In  Richmond,  Virginia,  on  western  end  of  Grove 
Avenue.  For  doctor’s  home  and  office,  situated  in 
neighborhood  of  modern  homes  near  Country  Club 
and  three  schools.  Plenty  of  parking  space  with  this 
84x224  foot  level  lot.  For  sale  by  owner,  J.  C. 


Obituaries 

Dr.  Thomas  Welch  Dew, 

Retired  dean  of  Fredericksburg  physicians,  died 
.\pril  27th,  after  an  illness  of  more  than  a year.  He 
was  eighty-eight  years  of  age  and  a graduate  of  the 
Medical  College  of  Virginia  in  1893.  Dr.  Dew  was 
the  last  of  the  one  time  horse  and  buggy  doctors  in 
Louisa,  Hanover  and  Caroline  counties.  He  had 
made  his  home  in  Fredericksburg  since  1924.  He 
was  at  one  time  superintendent  of  schools  in  Spot- 
sylvania County  and  was  a Sunday  School  super- 
intendent for  many  years.  Dr.  Dew  was  a president 
of  the  .Mumni  .\ssociation  of  the  Medical  College 
of  Virginia,  a member  of  the  Kiwanis  Club  and  a 
Mason.  He  was  a member  of  the  staff  of  Mary 
Washington  Hospital.  Dr.  Dew  was  a Life  Member 
of  The  Medical  Society  of  Virginia,  having  joined 
in  1894. 

His  wife,  two  daughters  and  two  sons  survive  him. 

Dr.  Henry  Vernon  Johnston. 

Notice  has  just  been  received  of  the  death  of 
Dr.  Johnston  on  December  21,  1958,  at  Walter  Reed 
Hospital,  at  the  age  of  seventy-five.  He  was  a grad- 
uate of  the  George  Washington  University  School  of 
Medicine  in  1907.  Dr.  Johnston  practiced  for  some 
years  in  Princess  .\nne  County  and  he  then  went  to 
Panama  where  he  was  on  the  staff  of  Santo  Tomas 


Birchett,  2226  Stuart  Avenue,  Richmond  20,  Vir- 
ginia. {Adv.) 

Wanted. 

1.  Male  Psychiatrist,  under  50  years,  Diplomate  or 
Board  eligible,  to  direct  privately  operated  out-patient 
clinic  in  city  of  75,000.  Salary:  $16, 200-$  18, 000 
per  annum  and  commission  factor  up  to  $7,000. 

2.  Same  prerequisites  in  location  smaller  area; 
guaranteed  salary:  $22,500-$25,000. 

Write  Box  #625,  care  the  Virginia  Medical 
Monthly,  4205  Dover  Road,  Richmond  21,  Virginia. 
{Adv.) 

Wanted 

General  Practitioner  to  work  with  well  established 
group  in  Virginia.  Excellent  opportunity  in  grow- 
ing town.  Write  Box  #700,  care  the  Virginia  Med- 
ical Monthly,  4205  Dover  Road,  Richmond  21,  Vir- 
ginia. {Adv.) 


Hospital  for  seven  years.  He  returned  to  the  States 
and  served  as  chief  medical  officer  in  Public  Health, 
following  which  he  located  at  Pungo  for  private 
practice.  Dr.  Johnston  served  with  the  Public  Health 
and  Army  during  World  Wars  I and  II  and  was 
retired  as  Major  in  the  ^ledical  Corps.  He  was  a 
Life  Member  of  The  ^Medical  Society  of  Virginia, 
having  joined  in  1914. 

His  wife,  a daughter  and  two  grandchildren  sur- 
vive him. 

Dr.  Thomas  Allen  Ray, 

.Arlington,  was  killed  in  an  automobile  accident 
on  May  6th.  His  car  crashed  into  a tree  in  Wash- 
ington and  he  died  instantly  being  the  tenth  victim 
at  this  place.  Dr.  Ray  was  thirty-five  years  of  age 
and  a graduate  in  medicine  of  Johns  Hopkins  Uni- 
versity in  1952.  He  had  been  a member  of  The  Med- 
ical Society  of  Virginia  for  the  past  two  years.  His 
wife  and  two  children  survive  him. 

Dr.  Dodson. 

.Austin  Ingram  Dodson  was  born  at  Sutherlin,  Pittsyl- 
vania County,  A’a.,  on  .April  16th,  1891.  His  family  had 
belonged  to  the  gentry  which  has  produced  great  leaders 
since  the  first  Englishmen  settled  upon  Virginia  soil.  His 
untimely  death  was  announced  in  large  headlines  in  the 
press  on  the  morning  of  George  V^'ashington's  birthday 
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1959,  as  having  occurred  at  7:55  p.m.  the  previous  evening 
while  crossing  Monroe  Park  to  attend  a concert  with  his 
wife.  The  following  day  the  Richmond  Times  Dispatch 
summarized  Dr.  Dodson’s  career  as  “one  of  the  most 
eminent  medical  practitioners  in  Virginia  ; a man  of  na- 
tional reputation’’ — ; “the  loss  of  this  quiet  unas- 
suming gentleman  is  a real  one” 

Dr.  Dodson  began  his  education  in  the  schools  of 
Pittsylvania  and  Lunenburg  counties  and  continued  at  the 
Fork  Union  Military  Academy  from  which  he  graduated 
in  1912.  He  completed  his  medical  training  at  the  Medical 
College  of  Virginia  in  1916.  During  his  student  days  Dr. 
Dodson  was  known  as  the  hardest  worker  in  his  class. 
Outside  the  classroom  he  was  never  seen  without  his  head 
in  a book.  Indeed  his  self-education  by  this  means  was 
so  thorough  that  fellow  students  found  it  more  stimulating 
and  profitable  to  review  his  notes  before  examinations 
than  to  dig  things  out  for  themselves.  But  upon  gradua- 
tion he  became  an  intern  under  the  brilliant  tutelage  of 
Dr.  J.  Shelton  Horsley  at  St.  Elizabeth’s  Hospital,  where 
his  real  education  began. 

When  America  entered  World  War  I Austin  Dodson 
joined  the  Navy  and  was  attached  to  a destroyer  squadron 
which  cruised  to  and  fro,  about  and  across  the  Atlantic 
Ocean  running  down  submarines.  With  the  end  of  hos- 
tilities he  returned  to  St.  Elizabeth’s  Hospital,  but  shortly 
thereafter  was  given  a leave  of  absence  for  a course  of 
study  in  Urology  at  the  University  of  Pennsylvania,  and 
in  1919  returning  to  Richmond  he  became  Dr.  Horsley’s 
surgical  assistant.  It  was  during  this  period  of  preceptor- 
ship  that  he  learned  those  broad  principles  of  general 
surgery  which  are  of  paramount  importance  to  any 
surgical  specialty.  In  1920  he  was  appointed  an  instructor 
in  Urology  at  the  Medical  College  of  Virginia.  During 
1931  Dr.  Dodson  was  elevated  to  assistant  professor,  at 
which  time  he  discontinued  general  surgery.  Just  one 
year  later  at  the  enthusiastic  recommendation  of  Dr. 
Stuart  McGuire  he  was  elected  chairman  of  the  Depart- 
ment. None  the  less  such  was  his  capacity  for  work  that 
he  continued  his  close  association  as  a partner  in  the  St. 
Elizabeth  group  and  a leading  staff  member  in  other 
hospitals  in  the  city  until  his  death.  In  the  more  than 
forty  years  during  which  Austin  Dodson  was  associated 
with  St.  Elizabeth  Hospital  there  has  been  only  one 
criticism  of  his  department,  and  this  was  following  an 
appendectomy  when  he  stubbornly  insisted  on  rolling  a 
beautiful  young  lady  back  to  her  room.  Not  only  this  but 
he  went  beyond  the  call  of  professional  duty  to  spend 
most  of  his  time  in  her  room.  But  this  digression  soon 
ended  at  the  altar,  after  which  he  settled  down  into  an 
ideal  family  life  which  was  blessed  with  two  fine  sons, 
Austin,  Jr.  and  Barham. 

Dr.  Dodson  was  not  a born  speaker.  As  a young  man 
he  never  missed  a chance  to  speak  in  medical  gatherings, 
at  which  he  would  mutter,  mumble,  and  then  sit  down; 
but  with  characteristic  determination  and  persistence  he 
did  not  give  up.  Gradually  he  acquired  complete  mastery 
of  the  art  of  speaking;  he  was  at  last  fluent,  persuasive 
and  forceful,  a Demosthenes  without  the  pebbles;  a Robert 
Bruce  with  the  spider. 

It  was  in  the  1920’s  that  instruments  for  crushing  stones 
in  the  bladder  under  vision  became  available.  Soon 


thereafter  at  Dr.  Dodson’s  report  on  the  first  successful 
case  so  handled  at  St.  Luke’s  Hospital  Dr.  Stuart  McGuire 
remarked  that  crushing  a stone  under  an  electric  light 
was  like  shooting  a covey  of  birds  on  the  ground.  Austin 
Dodson  was  not  the  man  to  lose  the  benefit  of  a sharp 
criticism.  At  the  first  opportunity  he  bought  a second-hand 
Lithotrite  and  could  hardly  wait  to  find  a bladder  stone 
to  crush  without  vision.  This  he  did  several  times  before 
going  back  to  the  modern  instrument. 

Besides  numerous  monographs  Dr.  Dodson  was  the 
author  of  textbooks  on  Urology.  His  “Synopsis  of  Geni- 
tourinary Diseases”  was  submitted  to  the  profession  in 
1934.  The  preface  to  his  “Urological  Surgery”  which 
appeared  ten  years  later  exemplifies  the  modesty  and 
fairness  of  the  man.  He  made  it  perfectly  clear  that  the 
book  was  intended  only  as  a supplement  to  the  many 
excellent  works  then  in  use;  that  no  claim  was  made  for 
originality  and  apologies  extended  if  in  any  instance 
credit  was  not  given  to  the  author  of  any  article  or  the 
originator  of  any  operation.  This  preface  also  shows  his 
farsightedness  in  making  plain  that  his  original  intention 
had  been  to  confine  the  book  to  surgical  treatment  but, 
realizing  that  in  many  communities  urological  surgery  must 
be  done  by  surgeons  without  special  training  in  urology, 
it  seemed  best  to  add  some  discussion  of  diagnosis.  This 
farsightedness  was  demonstrated  a few  years  ago  when 
an  American  engineer  in  Saudi  Arabia  was  flown  on  a 
modern  magic  carpet  to  Richmond  to  consult  Dr.  Dodson 
because  the  American  doctor  in  this  far  off  land  had 
diagnosed  this  patient’s  ailment  from  Dr.  Dodson’s  book. 

Nothing  pleased  Dr.  Dodson  more  than  the  day  Austin, 
Jr.,  joined  him  in  practice.  In  fact  his  pride  in  this  event 
led  him  to  some  overanxiety  at  first  when  the  young  son 
was  assisting  the  father  at  operations.  Once  when  things 
were  not  going  too  well,  and  even  the  nurses  felt  the 
tense  waves  that  fill  the  air  in  such  circumstances,  the 
younger  Dodson  laid  down  his  instruments,  folded  his 
hands  and  said  to  his  father,  “If  you  don’t  stop  picking 
on  me  I'm  going  straight  home  and  tell  Mama.” 

The  remarkable  factor  in  Dr.  Dodson’s  work  was  his 
ability  to  combine  common  sense  and  sound  professional 
judgment,  furthered  by  sincere  desire  to  perfect  his 
knowledge  of  his  chosen  specialty;  the  word  “better” 
appealed  to  him  more  than  the  word  “more”.  With  the 
introduction  of  intravenous  urography,  sulfonamides,  anti- 
biotics and  other  helpful  agents  his  main  contribution  lay 
in  his  discriminate  use  of  these  innovations.  These  quali- 
ties, supplemented  by  his  self-discipline,  his  prodigious 
capacity  for  hard  work  and  his  earnest  desire  for  bene- 
fiting those  human  beings  who  placed  themselves  in  his 
care,  led  to  the  highest  type  of  professional  attainment. 
Dr.  Charles  M.  Nelson,  a former  student  and  associate, 
who  with  other  former  residents  presented  Dr.  Dodson’s 
portrait  to  the  Medical  College  of  Virginia,  expressed 
the  opinion  of  his  fellows  when  he  spoke  of  Dr.  Dodson 
as  the  wisest  M.D.  he  had  ever  known. 

Austin  Dodson  was  a member  of  twenty  City,  State, 
National  and  international  social  groups  and  professional 
societies:  Richmond  Academy  of  Medicine  1920,  Past 
President;  The  Medical  Society  of  Virginia  1920;  Ameri- 
can Medical  Association;  American  College  of  Surgeons, 
Board  of  Governors;  American  Urological  Association, 
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President  Mid-Atlantic  Section;  Tri-State  Medical  Asso- 
ciation; Southern  Medical  Association;  Alpha  Omega 
Alpha;  Certified  American  Board  of  Urology  1936,  Mem- 
ber of  its  Board  of  Examiners;  Clinical  Society  of  G.  U. 
Surgeons;  American  Association  of  G U Surgeons;  Inter- 
national Urological  Association;  Caduceus  Club;  Torch 
Club;  Commonwealth  Club;  Country  Club  of  Virginia; 
Providence  Forge  Fishing  Club;  and  Eustis  Fishing  Club. 

His  hobb\'  was  his  work ; his  diversions  were  fishing 
and  growing  vegetables,  while  one  of  his  chief  joys  was 
to  be  with  small  gatherings  of  friends.  It  was  just  plain 
wonderful  to  see  a man  of  his  capabilities  thrill  at  seeing  a 
cork  wobble  and  go  under  water  as  the  evening  shadows 
began  to  fall,  or  to  watch  his  face  when  a stalk  of  corn 
straightened  up  after  a summer  rain.  He  loved  music  even 
though  his  singing  voice  was  something  like  a cross-cut 
saw  ; only  those  who  have  heard  the  low  slow  monotones 
when  he  burst  into  the  doleful  folk  song,  ‘‘Love,  Oh  Love, 
Oh  Careless  Love,”  can  appreciate  the  fact  that  he  was 
also  a deadpan  humorist. 

This  memorial  therefore  is  to  a man  high  in  the  estima- 
tion of  his  profession,  and  high  in  the  estimation  of  his 
friends.  His  death  at  the  hands  of  armed  robbers  recalls 
the  words  of  the  39th  Psalm:  “Man  walketh  in  a vain 
shadow  and  disquieteth  himself  in  vain;  he  heapeth  up 
riches  and  cannot  tell  who  shall  gather  them.”  But  the 
the  riches  laid  up  by  Dr.  Dodson  are  stored  in  the  minds 
of  those  whom  he  taught  and  in  the  hearts  of  those  whom 
he  served,  ‘‘Where  thieves  cannot  break  through  and 
steal.”  The  Richmond  Academy  of  Medicine  shares  the 
bereavement  of  his  family  in  his  untimely  parting  from 
this  life. 

JoHX  Bell  Willi.a.ms,  Chairman 
Guy  W.  Horsley 

L.  O.  SXE.AD 

Dr.  Masters. 

It  is  with  regret  that  we  record  the  sudden  death  of 
Dr.  Howard  Russell  Masters  at  Johnston-Willis  Hospital, 
Richmond,  where  he  had  been  a patient  for  two  weeks. 

Dr.  Masters  was  born  in  Fredericksburg  in  a home 
built  in  pre-Revolutionary  War  days.  During  his  child- 
hood this  home  had  a broad  and  open  vista  over  the 
historic  Rappahannock  River.  Today  the  home,  preserved 
in  its  majestic  and  distinguished  style,  hemmed  in  by 
residential  and  commercial  developments,  is  historically 
the  oldest  home  in  Fredericksburg.  This  setting  plus  the 
influence  of  his  illustrious  parents  led  him  to  seek  for 
himself,  his  family  and  his  friends  the  better  things  of 
life.  The  open  spaces  overlooking  the  Rappahannock, 
which  he  cherished  so  much  in  childhood,  perhaps  in- 
fluenced him  to  purchase  a somewhat  similar  place  in  the 
country  with  a broad  outlook  over  the  Rappahannock 
River.  He  was  indeed  the  most  genial  of  hosts  in  his 
home  in  town  and  in  the  country  and  his  biggest  indulgence 
was  his  friends.  Doing  things  better  and  seeking  per- 
fection characterized  Dr.  Howard  Masters  throughout  his 
entire  life. 

He  was  educated  in  the  public  schools  of  Fredericks- 
burg, at  Randolph  Macon  Academy  and  Randolph-Macon 


College.  His  devotion  and  work  for  his  college  alma 
mater  led  to  the  award  of  an  honorary  LL.D.  degree  in 
June  1956.  Dr.  Masters  graduated  from  the  Medical 
College  of  Virginia  in  1919.  He  took  his  undergraduate 
work  at  Mary  Washington  Hospital  in  Fredericksburg 
and  at  Johnston-Willis  Hospital  in  Richmond.  At  John- 
ston-Willis he  also  received  his  graduate  internship;  fol- 
lowing this  he  had  postgraduate  training  in  neurology 
and  psychiatry  at  the  Tucker  Sanatorium  and  the  New 
York  Neurological  Institute,  and  in  endocrinology  at  St. 
Joseph’s  Hospital  in  St.  Louis.  Following  this  period  of 
training  he  became  associated  with  Dr.  Beverley  R. 
Tucker  in  the  private  practice  of  psychiatry  and  neu- 
rology at  the  Tucker  Hospital.  Dr.  Masters  was  associate 
chief  of  staff  of  this  hospital  and  had  been  active  in  its 
administration  since  1930.  He  was  President  of  the  Board 
of  Directors  from  1945  until  his  death.  His  skill  as  a 
physician,  his  interest  in  teaching  and  training  led  to  his 
early  appointment  to  the  faculty  of  the  Medical  College  of 
V'^irginia,  where  he  had  served  on  the  staff  for  the  past 
thirty-eight  years.  Since  1939  he  had  been  associate 
professor  of  neuropsychiatry  there. 

The  honors  Howard  Masters  attained  were  earned  by 
regular  participation  in  the  affairs  of  many  organiza- 
tions, some  of  which  he  helped  to  found.  He  was  presi- 
dent of  the  Memorial  Guidance  Clinic,  the  Neuropsychi- 
atric Society  of  Virginia,  the  Mental  Hygiene  Society  of 
Virginia  (now  known  as  the  Virginia  Association  for 
Mental  Health),  the  Tri-State  Medical  Association,  and 
the  National  Association  of  Private  Psychiatric  Hospitals. 
There  are  many  instances  of  his  interest  and  work  in 
helping  toward  better  care  and  treatment  for  the  mentally 
ill.  A comprehensive  article  by  Dr.  Masters,  entitled 
‘‘Fifty  Years  of  Progress”,  appeared  in  the  Autumn  1958 
issue  of  Mental  Health  in  Virginia.  In  this  article  is  set 
forth  much  of  the  history  of  the  movement  in  which  he 
played  so  vital  a part. 

In  addition  to  his  professional  distinction,  his  interest 
and  knowledge  of  American  history  led  to  his  selection 
as  a member  of  the  College  of  Electors  of  the  Hall  of 
Fame. 

Citing  the  honors  and  achievements  of  Howard  Masters 
is  not  our  purpose,  but  our  first  thought  is  to  pay  tribute 
to  the  memory  of  this  distinguished  physician,  loyal  friend, 
and  benefactor  to  unknown  thousands.  Man}'  who  never 
knew  him  personally  have  profited  by  his  devoted  work 
and  development  of  the  Memorial  Guidance  Clinic,  the 
Tucker  Hospital,  Mental  Health  Association  and  many 
other  organizations  of  community  welfare.  His  goodness 
and  his  interest  and  love  for  others  is  perpetuated  in  his 
good  works. 

Therefore,  be  it  Resolved,  by  the  Richmond  Academy 
of  Medicine,  on  this  28th  day  of  April,  1959,  that  we 
express  our  sincere  and  heart-felt  sympathy  to  the  be- 
reaved family  of  our  friend  and  colleague,  to  whom  a 
copy  of  this  resolution  shall  be  sent,  a copy  to  be  made 
a part  of  the  permanent  records  of  this  Academy  and  a 
copy  to  be  submitted  to  The  Medical  Society  of  Virginia. 

P.ATRICK  H.  Drewry,  Jr.,  M.D. 

Weir  M.  Tucker,  M.D. 

Rex  Bl.ankexship,  M.D.,  Chairman 
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• controls 

stress 

• relieves 

distress 


Pro-Banthine’ with  Dartal' 


Pro-Banthme— 

unexcelled  for  relief  of  cholinergic  spasm— 
has  been  combined  with 

Dartal— 

new,  well-tolerated  agent  for  stabilizing  emotions— 
to  provide  you  with 

Pro-Banthine  with  Dartal— 

for  more  specific  control  of  functional  gastrointestinal 
disorders,  especially  those  aggravated  by  emotional 
tension. 


Specific  Clinical  Applications:  Functional  gastroin- 
testinal disturbances,  pylorospasm,  peptic  ulcer,  gas- 
tritis, spastic  colon  (irritable  bowel), biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  containing  15  mg. 
of  Pro-BanthIne  (brand  of  propantheline  bromide) 
and  5 mg.  of  Dartal  (brand  of  thiopropazate  dihydro- 
chloride). G.  D.  Searle  & Co.,  Chicago  80,  Illinois, 
Research  in  the  Service  of  Medicine. 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SEGTION 


BRADLEE  MEDICAL  BUILDING 

Adjacent  to  Bradlee  Shopping  Center 

Now  Leasing — Open  Fall  1959 

Just  off  Shirley  Highway  in  Virginia’s  highest- 
density  population  area,  within  a half  mile  of 
two  major  hospitals.  Custom  suites  for  doctors 
and  dentists  at  moderate  rentals. 

Agents;  WEISSBERG  BROS.  REALTY 
404  Radio  Building 
Arlington  1,  Virginia 
JAckson  5-0606 


The  State  Board  of  Medical 
Examiners  of  Virginia 

The  next  meeting  of  the  Virginia  Board  of 
Medical  Examiners  will  he  held  at  the  Richmond 
Hotel,  Richmond,  Virginia,  June  17,  1959.  The 
examinations  will  be  held  in  the  Gray’s  Armory, 
June  18-20,  inclusive.  All  applications  and  other 
documents  pertaining  to  the  examinations  or 
to  matters  to  be  discussed  by  the  Board  must  be 
on  file  in  the  Secretary’s  office  on  or  before  May 
27,  1959.  The  Secretary  of  the  Board  is  Dr.  K. 
D.  Graves,  631  First  Street,  S.  W.,  Roanoke, 
Virginia. 


• "Understanding  Care"  • 


. . . . 

Skilled  Nursing  Care  for  Your  Elderly  and  Chronic  Patients 


Health 

Approved 


AGED  • CHRONICALLY  ILL  • INVALIDS  • CONVALESCENTS 

Each  Guest  Under  Care  of  His  Own  Doctor. 


Inspection 

Invited 


24  hours  daily  care  in  a specifically  built 
52  Bed  Nursing  Home.  Registered,  grad- 
uate nurse,  and  Res.  M.C.V.  Extern  super- 
vision. Trained  Dietitian  and  orderly. 


TELEPHONE 

Ml  3-2777 


Private  and  Semi-Private  Rooms  with 
baths.  Rates  from  ^55  to  ®75  weekly 
for  Bed,  Board  and  General  Nursing. 
9 minutes  from  any  Local  Hospital. 


Write  or  Phone 
Bernard  Maslan,  Adm. 


Terrace  Hill  Nursing  Home 

INC. 

• Kidde  ATMO  Fire  Detection  System  Equipped* 


2112  Monteiro  Ave. 
Richmond  22,  Va. 
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RIVERSIDE  CONVALESCENT  HOME 


Sophia  & Fauquier  Sts. 


Fredericksburg,  Virginia 


For  convalescent,  aged, 
chronically  ill,  and  retired 
persons.  Provides  healthful 
rest,  excellent  nursing  care 
in  cheerful,  comfortable  sur- 
roundings. Air-conditioned, 
fire-safe  building.  Accom- 
modations for  eighty-four. 
Medical  Supervision.  Inspec- 
tion Invited.  Write,  or  tele- 
phone Essex  3-3434. 

Rates: 

$40.00  to  $75.00  per  week 


RICHMOND  EYE  HOSPITAL 
RICHMOND  EAR,  NOSE  AND  THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 


A new  non-profit  Community  Hospital 
specially  constructed  for  the  treatment  of 
Eye,  Ear,  Nose  and  Throat  Diseases,  includ- 
ing Laryngeal  Surgery,  Bronchoscopy  and 
Plastic  Surgery  of  the  Nose. 

Professional  care  offered  a limited  num- 
ber of  charity  patients. 


address:  JULIA  WAGNER  WATERS,  R.N.,  Administrator  408  North  12th  Street 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


AfFords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 


Copyrig/tf  1955  H.N.  Alford,  Allartta,  Go. 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 


Roanoke,  Virginia 


STAFF 

Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 


RESIDENT  STAFF 
Dr.  D.  K.  Harmon 
Dr.  P.  J.  Starr 
Dr.  J.  R.  Van  Arsdall 
Dr.  C.  B.  Foster 
Doris  L.  Janes,  B.  S.,  O.  D. 
(Orthoptics  and  Contact  Glasses) 


A Modern  Fireproof  Hospital,  Specially  De- 
signed and  Equipped  for  the  Medical  and  Sur- 
gical Care  of  Ophthalmology,  Otolaryngology, 
Facio-Maxillary  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a combined  residency  of 
four  years  to  a graduate  of  an  improved  medical 
school,  who  has  had  an  internship  of  at  least 
one  year  in  an  approved  hospital. 

For  further  information,  address 


BUSI>ESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Aemistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 
Pathology: 

James  B.  Roberts,  M.D. 
Physiotherapy: 

Miss  Etheleen  Dalton 
Director: 

Charles  C.  Hough 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


STAFF 

James  P.  King,  M.D.,  Director 

Daniel  D.  Chiles,  M.D. 

Clinical  Director 
James  K.  Morrow,  M.D. 

Clara  K.  Dickinson,  M.D 

Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D.  Don  Phillips 

Artie  L.  Sturgeon,  Ph.D.  Administrator 

AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va.  207V2  McCreery  St.,  Beckley,  W.  Va. 
David  M.  Wayne,  M.D.  W.  E.  Wilkinson,  M.D. 


William  D.  Keck,  M.D. 

J.  William  Ciesen,  M.D. 

Internist  (Consultant) 
Edward  W.  Gamble,  III,  M.D 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  Howard  R.  Masters  Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  Amelia  G.  Wood  Dr.  Robert  K.  Williams 
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ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Austin  I.  Dodson,  M.D. 

Urology 

Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

T.  E.  Stanley,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 


If  If  ' If  If  Established  1916 

^PP^ldiClItdin  • Ashevme,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Ps)'chotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  clasification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 
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ST.  LUKE’S  HOSPITAL 

McGUIRE  CLINIC 

1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 


General  Surgery 


Obstetrics 


HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 
JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 


Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Neurology 

RAYMOND  A.  ADAMS,  M.D. 


WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III,  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 


Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON.  JR..  M.D. 


Pediatrics 

HUBERT  T.  DOUGAN,  M.D. 


W.  HUGHES  EVANS,  M.D. 

W.  H.  COX.  M.D. 

Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D. 
Roentgenology 

JESSE  N.  CLORE.  JR.,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 


Treasurer:  RICHARD  J.  JONES.  BS.,  C.P.A. 

Free  Parking  for  Patrons 


Anesthesiology 
HETH  OWEN,  JR.,  M.D. 
WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Third  Deead*  ef  Nurtlat 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLA.RK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 
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If  he  needs  nutritional  support... 


he  deserves 

gevral: 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14  VITAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Complete 

Printing  and  Binding  Service 

Commercial,  Book  and  Job  Work,  Catalogues — Publications 
Advertising  Literature,  Booklets — Broadsides 
Office  and  Factory  Forms 

Loose-Leaf  and  Manifold  Forms — Ledger  Leaves  and  Loose-Leaf  Binders 

Paper  Ruling 

Complete  Binding  Equipment 

Complete  Service  Under  One  Roof 

Acquaint  us  with  your  requirements.  We  serve  you  efficiently  and  economically. 

Dial  MI  3-1881 

WILLL^VIS  PRINTING  CO. 

11-13  15  North  Fourteenth  Street  RICHMOND,  VIRGINIA 
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ST. 


for  your  complete  insurance  needs 


PROFESSIONAL 
it  PERSONAL 
☆ PROPERTY 


CHOICE  OF  THE  MEDICAL 
SOCIETY  OF  VIRGINIA 
FOR  PROFESSIONAL 
LIABILITY  INSURANCE 


Virginia  Head  Office 
721  American  Building 
Richmond  4,  Virginia 
Phone  Ml  3-0340 


I . ■ ’ ■ 

I 

THERE  IS  A SAINT  PAUL  AGENT  IN  YOUR 
COMMUNITY  AS  CLOSE  AS  YOUR  PHONE 

HOME  OFFICE:  111  WEST  FIFTH  ST.,  ST.  PAUL,  MINN. 


in  very  special  cases 
a very  superior  bVanrdy... 
specify 

iizlfiiissT 

COGNAC  BRANDY 

84-  Proof  Schieffelin  & Co.,  New  York 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 
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if  you  too 

are  disappointed  in 
the  multitude  of  new 
hypotensive  products 


then  join 
the  many  doctors 
who  are  returning  to 
reliable,  time-proven, 
consistently  dependable 


Haimased 


for  control  of  hypertension 

Composition:  Each  100  cc.  represents  4.4  Gm.  Sodium  Thiocyanate 
(20  gr.  to  fluid  ounce).  Stable,  palatable,  sugar  free. 


Samples  of  Haimased  on  request  from 

THE  TILEEH 

New  Lebanon,  N.  Y. 

Oldest  Manufacturing  Pharmaceutical  House  in  America 
Founded  1824 


PAGE  825 
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V Convalescence 


Adolescence 


Jnfant  diarrhea 


I 


Old  age 


Debilitating 

gastrointestinal 

conditions 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B,2, 

protective  quantities  of 
potassium,  in  a palatable  and 
4^  readily  assimilated  form. 


. Postopera  tively 


Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonjul  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
Potassium  therapy. 

VAIENTINE  Company,  Inc. 

RICHMOND  2%  VIRGINIA 


'T; 


■i  > 


Of  special 
significance 
to  the 
physician 
is  the  symbol 


When  he  sees  it  engraved 
on  a Tablet- of  Quihidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidallv 
standardiied,  and  therefore  of 
- Unvarying  activity  and  qualitvl 

When  the  physician  writes  “DR” 
(Davies,  Rose)-  on  his  prescriptions  • 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is, dispensed  to  his  patients 

Rx  Tablets  Quinidine  Sulfate  Natural 
G.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical,  samples  sent  to  physicians  on  request 

Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 


O-T 
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DRINK 


The  purity,  the 
wholesomeness, 
the  quality  of 
Coca-Cola  as 
refreshment  has  helped 


make  Coke  the 


best-loved  sparkling 
drink  in  all  the  world 


SIGN  OF  GOOD  TASTE 


Every  Virginia  Doctor  Should 
Ha  ve  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  Auspices  of 
Medical  Society  of  Virginia 


Reduced  price  to  members  of  the 
Medical  Society  of  Virginia 

3 Volumes  for  $5.00 
(formerly  $9.75) 


Order  through 

Medical  Society  of  Virginia 

1105  West  Franklin  Street 
Richmond,  Virginia 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 


One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  11  CPU. 

John  Marshall  William  Byrd 
King  Carter  Ricbtnond 

Richmond  Hotels  Incorporated 
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general  use . . . 
in  general  practice 


fast,  effective  and  long-lasting  relief  from... 


XYI.OCAINE® 

(brand  of  lidocaine*) 


BURNS  — sunburn,  cooking,  ironing 


PAIN  — hemorrhoids  and  inoperable  anorectal 
conditions,  cuts  and  abrasions,  cracked  nipples 


ITCHING  — insect  bites,  poison  ivy,  pruritus 


The  water-soluble,  nonstaining  base  melts 
on  contact  with  the  tissue,  releasing  the  Xylocaine 
for  immediate  anesthetic  action.  It  does  not 
interfere  with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.  S.  A. 


OINTMENT  2.5%  8c  5% 


•u.S.  PAT.  NO.  2,441, HADE  IN  U.S.A. 


If  they  need  nutritional  support ... 


they  deserve 

GEVRAL 

Vitamin-Mineral  Supplement  uederle 

CAPSULES-14  VITAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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the  firsty’antifungal 
antibiotic  for  ringworm 


soon  available 


*TJa.  S-124 


The  results  of  administering  Delalutin  before  the  12th  week  of  gestation  to  82  women  with 
habitual  abortion  were  reported  recently  by  Reifenstein.^  Every  patient  had  experienced 
at  least  three  consecutive  abortions  immediately  preceding  the  treated  pregnancy.  More  than  68% 
of  these  women  were  delivered  successfully  and  uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with  threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to  term  without  progestational  therapy 
64%  of  42  pregnancies  were  salvaged  by  progesterone 
83%  of  73  pregnancies  were  salvaged  by  Delalutin 

Eichner,®  found  that  with  Delalutin  fetal  salvage  of  infants  below  term  weight  ( 1000  to 
2000  gm.)  was  significantly  improved. 

108  (76%)  of  142  babies  of  this  birth  weight  survived  without  progestational  therapy. 

16  ( 100%)  of  16  babies  of  this  birth  weight  survived  with  Delalutin  therapy. 

A comparison  study  was  made  of  a group  of  repeated  aborters  treated  with  Delalutin,  and  a 
group  with  a similar  history  treated  with  bed  rest  and  sedation.^  Pregnancy  salvage 
with  Delalutin  was  twice  that  of  the  control  group.  Delalutin  was  found  to  be  “highly  active,” 
well-tolerated  and  long-acting. 

Delalutin  offers  these  advantages  over  other  progestational  agents: 

• longer-acting  and  more  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured  secretory 
endometrium 

• no  androgenic  effect 

• more  concentrated  solution  requires  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

• requires  fewer  injections 

• low  viscosity  makes  administration  easier 


DELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  post- 
partum after-pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine 
bleeding  not  associated  with  genital  malignancy;  infertility  with  inadequate 
corpus  luteum  function;  production  of  secretory  endometrium  and  desquama- 
tion during  estrogen  therapy;  premenstrual  tension;  dysmenorrhea;  cyclomas- 
topathy, mastodynia,  adenosis  and  chronic  cystic  mastitis. 


Administration  and  Dosage:  Because  of  its  low  viscosity,  Delalutin  may  be 
administered  with  a small  gauge  needle  (deep  intragluteal  injection).  Complete 
information  on  administration  and  dosage  is  supplied  in  the  package  insert. 

Supply:  Delalutin  is  available  in  vials  of  2 and  10  cc.,  each  cc.  containing  125 
mg.  of  hydroxyprogesterone  caproate  in  sesame  oil,  and  benzyl  benzoate. 


References:  1.  Relfenstein,  E.  C.,  Jr.:  Annals  N.  Y,  Acad.  Set.  71:762  (July  30)  1958.  2.  Boschann, 
H-W.:  ibid.,  p.  727.  3.  Eichner,  E.:  ibid.,  p.  787.  4.  Hodgkinson,  C.  P. ; Igna,  E.  J.,  and  Bukeavich, 
A.  P.  -.Am.  J.  Obst.  and  Gyn.  76:279,  1958. 


Squibb 


Squibb  Quality — the  Priceless  Ingredient 

'Delalutin'®  is  a Squibb  trademark 


What  your  Patients  can  Expect  from 

Peoples  Drug  Stores 

Prescription  Departments— 


OPEN 


^ LI 

[IW  PRICE 

:s  ^ 

24  Hours  a Day 

RICHMOND,  VIRGINIA 
Boulevard  and  Broad  Streets 
EL  9-2497 


9 Complete,  up-to-date  stock  of  the  most  mod- 
ern drugs,  as  well  as  all  the  older  drugs  now 
being  prescribed. 


% Only  fresh,  high-quality  drugs  are  used  in 
filling  their  prescriptions. 


% Every  prescription  is  checked,  not  once,  but 
twice,  to  assure  the  utmost  in  accuracy  and 
safety. 


0 They  can  rest  assured  that  their  prescription 
is  filled  exactly  as  the  physician  prescribes. 


0 They  always  pay  a fair  price  for  prescrip- 
tions at  Peoples,  because  of  the  unique  price 
schedule  in  use  in  all  of  our  stores.  Volume  buying, 
plus  this  up-to-the-minute  price  schedule,  often  enable 
us  to  pass  along  substantial  savings  to  your  patients. 
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It’s  a beauty— and  you  hooked  it  . . . 

^ Good  for  you! 

CONGRATULATIONS!  What  a moment. 
What  a day.  Now  relax.  You’ve  earned  it. 
Reward  yourself  with  a good  glass  of  beer. 
Doesn’t  it  taste  wonderful?  Nothing,  but 
nothing  takes  care  of  that  great  big  thirst  of 
yours  like  a long,  cold  glass  of  beer. 

And— it  really  picks  you  up  too. 


Beer  Belongs— to  the f run  of  living! 


t A 


I United  States  Brewers  Foundation 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  jjerks  you 
up  — won’t  let  you  down. 
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the  complaint:  “nervous  indigestion" 


the  diagnosis;  any  one  of  several  nonspecific  gastrointestinal  disorders  requiring  relief  of 
symptoms  by  sedative-antispasmodic  action  with  concomitant  digestive  enzyme  therapy, 
the  prescription:  a new  formulation,  incorporating  in  a single  tablet  the  actions  of  Donnatal 
and  Entozyme.  the  dosage:  two  tablets  three  times  a day,  or  as  indicated. 


the  formula:  in  the  gastric-soluble  outer  layer: 


Hyoscyamine  sulfate  0.0518  mg. 

Atropine  sulfate  0.0097  mg. 

Hyoscine  hydrobromide  0.0033  mg. 

Phenobarbital  (i/&  gr.)  8.1  mg. 

Pepsin,  N.F  150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.  F 300  mg. 

Bile  salts 150  mg. 


DONNAZYME 


A.  H.  ROBINS  COMPANY,  INCORPORATED  • RICHMOND  20,  VIRGINIA 
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MICRONITE 

FILTER: 

key  to  Kent’s  popularity 


During  the  past  year,  Kent  sales  increased 
by  20-billion  cigarettes — the  greatest  gain 
in  popularity  ever  recorded  by  any  filter 
cigarette  in  any  year. 

Undoubtedly  much  of  the  credit  for  this 
important  rise  in  sales  must  go  to  Kent’s 
exclusive  “MICRONITE”  Filter  .This  extra- 
ordinary new  filter  was  constructed  to  take 
into  account  new  principles  of  filtration 
which  were  dictated  by  the  basic  discoveries 
of  a major  research  foun- 
dation, working  under 
Lorillard  sponsorship. 

The  foundation  deter- 
mined that  the  average 
puff  of  cigarette  smoke 
contained  over  12  billion 
semi-solid  particles.  Addi- 
tional research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to  1 
micron  in  diameter,  aver- 
age 0.6  micron. 

Ordinary  filter  fibers 
are  so  large  that  they 
create  spaces  through 


which  the  small  semi-solid  smoke  particle 
can  easily  pass.  However,  in  the  exclusive 
Kent  filter,  the  fibers  are  mechanically 
manipulated  in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 
smoke.  In  this  maze-like  network  of  super- 
fine fibers  the  smoke  particle  has  much  less 
chance  to  slip  through  the  filter. 

Thus,  Lorillard  research  created  a filter 
which  reduced  tars  and  nicotine  in  the 
“inhaled”  smoke  to  the 
lowest  level  among  the 
largest  selling  brands.  As 
smokers  learned  about  the 
“MICRONITE”  Filter, 
they  changed  to  Kent. 
During  the  past  year,  for 
instance,  more  smokers 
changed  to  Kent  than  to 
any  other  cigarette  in 
America. 


If  you  would  like  for  your 
own  use  the  booklet,  "The 
Story  of  Kent,”  write  to: 

P.  Lorillard  Company 
Research  Department 
200  East  42nd  Street 
New  York  17,  N.  Y. 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Research! 
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Fair 


Change 


Rain 


Stormy 


“the  G-I  tract 
is  the 
barometer 
of  the  mind...” 

Belbarb 

soothes  the  agitated  mind 
and  calms  the  G-1  spasm 
through  the  central  effect 
of  phenobarbital  and  the 
synergistic  action  of 
fixed  proportions 
of  natural  belladonna 
alkaloids  on  the 
gastrointestinal  tract. 


BELBARB 

SEDATIVE  ANTISPASMODIC 

20  years  of  clinical  satisfaction 

Belbarb  No.  1;  Belbarb  No.  2;  Belbarb  Elixir;  Belbarb-B;  Belbarb  Trisules 


CHARLES  C.' 


’&  COM  PAN  Y,  Richmond,  Virginia 
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WHENEVER  SULEAS  ARE  INDICATED 


provides  therapeutic  sulfa  levels  for  24  hours... Highly 
soluble . . . rapidly  absorbed  . . . produces  fast,  sustained 
plasma-tissue  concentrations.  Simple,  easy-to-remember, 
single  0.5  Gm.  daily  dose.  No  crystalluria. ' 


Sulfamethoxypyridazine  Lederle 


^ with  low  incidence  of  sensitivity  reactions... Extremely  low 
in  toxic  potential.  2.3  No  cutaneous  or  other  objective 
reactions  seen  in  a wide  scale  study  of  clinical  toxicity.  2 Even 
minor  subjective  reactions  are  not  expected  to  occur  2 or  are 
reported  absent  2 when  recommended  schedule  is  used. 


TABLETS.  0.5  Gm.,  bottles  of  24  and  100.  New  ACETYL  PEDIATRIC 
SUSPENSION,  cherry  flavored,  250  mg.  sulfamethoxypyridazine  activity 
per  teaspoonful  (5  cc.),  bottles  of  4 and  16  fl.  oz, 

1.  Editorial:  New  England  J.  Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med.  & Clin.  Ther.  5:474, 1958. 

3.  Sheth,  U.  K.,  et  al.:  Ibid.,  p.  604,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

♦Reg.  U.S.  Pat.  Off. 


i 


. . but  seasoned 


A meal  of  even  the  most  colorful  and  the  most 
meticulously  prepared  food  can  he  dreary  eating  without  salt. 
Neocurtasal,  for  the  patient  on  a low-sodium  diet,  brings 
back  flavor  to  foods  — makes  eating  a pleasure  once  more. 


Neocurtasal 


An  excellent  salt  replacement 

for 

“Salt-Free”  (Low  Sodium)  Diets 

Assures  patient’ 

LABORATORIES  cooperation 

New  York  18,  N.Y. 


Contains  potassium  chloride, 
potassium  glutamate, 
glutamic  acid,  calcium 
silicate,  potassium 
iodide  { 0.01%). 

2 oz.  shakers  and 
8 oz.  bottles 

Sold  Only  Through  Drugstores 
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i Each  ANTTVERT  tablet  contains: 

I Meclizine  (12.5  mg.) -most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion.^ 

! Nicotinic  acid  (50  mg.)  -the  drug  of  choice 
I for  prompt  vasodilation.--^ 

I Advantage  of  "'dual  therapy”  confirmed: 

Monger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”- 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  t.  Charles,  C.  M.;  Geriatrics  2:110  (March) 
1956.  2.  Menger,  H.  C.:  Clin.  Med.  4:313  (March)  19.57, 
3.  Shuster.  13.  H.:  M.  Clin.  North  America  40:1787 
tNov.)  1956. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  N.  Y. 

Science  for  the  world’s  well-being 
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Toronto  * Conoda 


AN 

AMES 

CLINIQUICK 

CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


How  can  the  problem  of  postchole- 
cystectomy syndrome’  be  reduced? 

A “routine”  operative  cholangiogram  is  now  recommended  in  addition  to 
thorough  surgical  exploration,  reducing  the  number  of  cholecystectomized 
patients  later  presenting  the  same  symptoms  as  before  the  operation. 
Source:  Vazquez,  S.  G.:  J.  Internat.  Coll.  Surgeons  28:394,  1957. 


for  pre-  and  postoperative 
management  of  biliary 
tract  disorders. 


DECHOLIN 


“therapeutic  bile" 


//yt/rocholeresis  with  Decholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile... 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 

m functional  G.I.  distress...  DECHOLir 

with  BELLADONNA 


• reliable  spasmolysis 

• improved  liver  function 

available:  Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3?4  gr. 
(250  mg.).  Bottles  of  100,  500  and  1,000:  drums  of  5,000. 
Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 
3%  gr.  (250  mg.)  and  extract  of  belladonna  'A  gr.  (10  mg.). 
Bottles  of  100  and  500. 

60659 


AMES 

COMPANY.  INC 
Elhhort  • Indiana 
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the  pattern  of 

GLUCOSAMINE 

POTENTIATED 

TETRACYCLINE 

therapy 

COSA- 

TETRACYN* 


Note:  Rapid  and  high  initial  antibiotic  blood  levels  are  an  important  factor 
in  uneventful  recoveries.  Glucosamine  potentiation  provides  the  fastest, 
highest  tetracycline  levels  available  with  oral  therapy.  Bibliography  and 
j)rofeasional  information  booklet  available  on  request. 


capsules 

125  mg.,  250  mg. 

oral  suspension 

orange  flavored,  2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  cc.) 

pediatric  drops 

orange  flavored,  10  cc.  bottle  (with 
calibrated  dropper),  5 mg,  per  drop 
(100  mg.  per  cc.) 


Science  for  the  world’s  well-being 

PFIZER  LABOR,\TORIES 
Division,  Chas.  Pfizer  & Co.,  Inc, 
Brooklyn  6,  N,  Y. 

^Trademark  for  fflucosamine-potentiated 
tetra  cycline 
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the  completely  new,  2-speed 

SANBORN  Model  100  VISO-CARDIETTE 

Here  is  an  electrocardiograph  in  which  no  detail  has  been  overlooked 
to  give  you  diagnostically  accurate  information  .. . the  greatest 
possible  operating  convenience ...  and  modem,  functional  attractiveness. 
With  thirty-five  years  of  experience,  this  is  the  finest  electrocardiograph 
Sanborn  Company  has  ever  produced.  Priced  at  eight  hundred  fifty 
dollars,  delivered  continental  U.  S.  A. 

SAIMBORIM  OOIVIF>ANY 

MEDICAL  DIVISION  • 175  Wyman  St.,  Waltham  54,  Mass. 

Bethesda  Branch  Office  8118  Woodmont  .\ve. 

Oliver  6-5170  and  6-5171 

B.ichmosd  Resident  Representative  301  E.  Franklin  St.,  Milton  9-1108 


i 
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. . . and  one  to  grow  on 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDISOL  is  crystalline  vitamin  Bjo,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 


Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonfu!) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


Effective  relief  in  rheumatic  disorders 


SlerazolidinL.. 

prednisone-phenylbutazone  Geigy 


In  the  treatment  of  the  rheumatic  disorders 
new  Sterazoiidin  provides  a method  of  limit- 
ing the  gravest  danger  inherent  in  steroid 
therapy. ..  hypercortisonism  arising  from 
excessive  dosage. 

Repeatedly  it  has  been  shown  that  the  addi- 
tion of  low  dosage  of  Butazolidin  sharply 
reduces  hormone  requirement.’-'SterazoIidin 
is  a combination  of  prednisone  (1.25  mg.)  and 
Butazolidin  (50  mg.)  which  provides,  in  the 
majority  of  cases, consistent  relief  at  a stable 
uniform  maintenance  dosage  significantly 
below  the  level  at  which  serious  hormonal 
imbalance  is  likely  to  occur. 


Sterazoiidin®  (prednisone -phenylbutazone 
Geigy).  Each  capsule  contains  prednisone 
1.25  mg.;  phenylbutazone  50  mg.;  dried 
aluminum  hydroxide  gel  100  mg.;  magnesium 
trisilicate  150  mg.  and  homatropine  methyl- 
bromide  1.25  mg. 

I.  Kuzell,  W.  C.,  and  others.:  Arch.  Int.  Med. 
92:646,  1953.  2.  Wolfson,  W.  Q.:  J.  Michigan 
M.  Soc.  54:323,1955.  3.  Strandberg,  B.:  Brit. 

J.  Phys.  Med.  19:9,  1956.  4.  Platt,  W.  D.,  Jr., 
and  Steinberg,  I.  H.:  New  England  J.  Med. 
256:823  (May  2)  1957. 

at 
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In  response  to 
innumerable  requests 
from  dermatologists 


Winthrop  Laboratories 
now  makes  available 


FOR  LUPUS  ERYTHEMATOSUS  AND 
LIGHT-SENSITIVITY  ERUPTIONS 


WHAT  IT  IS: 

A combination  of  Atabrine®  hydrochloride 
25  mg.,  Arolen®  phosphate  65  mg.  and 
Plaquenil®  sulfate  50  mg. 


WHAT  irs  FOR: 

Treatment  of  lupus  erythematosus  (chronic 
discoid  type)  and  polymorphic  light  eruptions 
(light-sensitivity  eruptions,  solar  urticaria 
or  dermatitis). 


HOW  IT  ACTS: 

Each  of  the  three  components  produces 
beneficial  response  in  lupus  erythematosus 
and  light-sensitivity  eruptions.  Since  the  dose 
of  each  of  the  Triquin  components  is  very 
lov/,  overall  toxicity  is  reduced  and  clinical 
tolerance  improved.  Furthermore,  the 
three  components  appear  to  act 
synergistically. 


HOW  SUPPLIED: 

Triquin  tablets  in  bottles  of  100,  sold  on 
prescription  only. 

Write  for  TRIQUIN  booklet. 

TfJquin,  Atabrine  (brand  of  qoinacrine),  Aralen  (brand  of  chloro* 
quine)«  end  Plaquenil  (brand  of  hydroxychloroquine),  trodemarks 
/eg.  U.S.  Pat.  Off. 


DOSAGE; 

Lupus.  Average  initial  adult  dose,  1 or  2 
tablets  after  meals  and  at  bedtime.  Dosage 
should  be  reduced  gradually  at  two  week 
intervals  to  1 or  2 daily. 

Light-Sensitivity  Eruptions.  Average  initial 
adult  dose,  1 tablet  after  breakfast  and 
lunch.  May  be  reduced  after  several  weeks  to 
maintenance  dosage  of  1 tablet  daily. 

rntn/U)!)  LABORATORIES  New  York  18,  N.  Y. 


they  deserve 


Vitamin-Mineral  Supplement  Lederle 


CAPSULES-14VITAIV1INS-11  MINERALS 


Each  capsule  contains; 


Vitamin  A 

5,000  U.S.P.  Units 

Vitamin  D 

500  U.S.P.  Units 

Vitamin  B12  with  AUTRINIC® 
Intrinsic  Factor  Concentrate 

. 1/15  U.S.P.  Oral  Unit 

Thiamine  Mononitrate  (Bi) . . 

....  5 mg. 

Riboflavin  (B2) 

....  5 mg. 

Niacinamide 

....  15  mg. 

Folic  Acid 

....  1 mg. 

Pyridoxine  HCI  (Be) 

....  0.5  mg. 

Ca  Pantothenate 

....  5 mg. 

Choline  Bitartrate 

....  50  mg. 

Inositol 

....  50  mg. 

Ascorbic  Acid  (C) 

....  50  mg. 

Vitamin  E (as  tocopheryl  acetates).  . 

....  10  I.U. 

1-Lysine  Monohydrochloride  . 

....  25  mg. 

Rutin 

....  25  mg. 

Ferrous  Fumarate 

....  30  mg. 

Iron  (as  Fumarate) 

....  10  mg. 

Iodine  (as  Kl)  

....  0.1  mg. 

Calcium  (as  CaHPOe)  .... 

....  157  mg. 

Phosphorus  (as  CaHPOi)  . . . 

....  122  mg. 

Boron  (as  Na2B(07.10H20)  . . 

....  0.1  mg. 

Copper (as  CuO)  

....  1 mg. 

Fluorine  (as  CaF2) 

....  0.1  mg. 

Manganese  (as  Mn02)  .... 

....  1 mg. 

Magnesium  (as  MgO)  .... 

....  1 mg. 

Potassium  (as  K2SOO  .... 

....  5 mg. 

Zinc  (as  ZnO) 

....  0.5  mg. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Pearl  River,  New  York 
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Physicians  Simply  Cannot  Afford 
Not  to  Enroll  in  these  Insurance  Plans 
Approved  by  The  Medical  Society  of  Virginia 


Sometimes  the  physician  neglects  his  own  affairs  while  giving  time  and  energy 
to  the  welfare  of  others.  Undoubtedly  that  is  a principal  reason  why  some  mem- 
bers of  The  Medical  Society  of  Virginia  have  not  availed  themselves  of  the  ex- 
traordinary advantages  offered  in  the  personal  insurance  programs  which  were 
recently  approved  by  their  own  organization.  Many  members  of  the  Society  have 
taken  advantage  of  the  two  low-cost  group  programs  and  both  plans  are  in  ef- 
fect right  now.  You  simply  cannot  afford  to  miss  this  opportunity  for  your  own 
protection.  Outstanding  features  of  the  two  separate  and  distinct  group  plans 
include  the  following: 


PLAN  NUMBER  ONE 

Provides  coverage  for  you,  your  wife  and 
dependent,  unmarried  children  between  the 
age  of  fourteen  days  and  twenty-three  years. 
Protection  up  to  $10,000  within  three  years 
of  accident  or  sickness  is  provided.  The 
same  amount  is  provided  for  any  sickness 
for  which  payment  has  been  made  that 
occurs  after  an  interval  of  twelve  months. 

The  plan  pays  100%  room  and  board  and 
100%  of  the  necessary  charges  for  hospital 
care  and  treatment.  It  pays  75%  of  special 
nurse  expense  in  the  hospital.  You  have 
a choice  of  three  deductible  amounts  to  keep 
your  premiums  witbin  the  range  you  pre- 
fer and  premiums  remain  level  and  do  not 
increase  with  age. 


PLAN  NUMBER  TWO 

Pays  direct  to  you  the  covered  expense  of 
maintaining  your  practice  should  you  be 
disabled.  Such  payments  would  begin  with 
the  fifteenth  day  of  disability  and  continue 
for  as  long  as  one  year.  Even  included  are 
such  expenses  as  employee  salaries,  rent, 
prorated  laundry,  contributions,  fees,  dues, 
accountant  services,  depreciation,  etc. 

The  premiums  you  pay  under  Plan  No.  2 
are  tax  deductible.  Both  plans  are  under- 
written by  American  Casualty  Company  of 
Reading,  Pennsylvania.  Brochures  have 
been  mailed  to  all  members  of  The  Medical 
Society  of  Virginia.  Please  fill  out  your 
application  and  return  it  promptly. 

David  A.  Dyer, 
ADMINISTRATOR 
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Now  with  Cryptenamine . 
for  safe, 
effective 
management 
of  mild 
to  moderate 
hypertension, 


78 


g^Yeralrite* 


Prescribed  with  confidence  8,863,769  times  Veratrite  continues 
to  be  the  antihypertensive  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  tabule  contains: 
Cryptenamine  (tannates)  40  C.S.R.’  Uni ts 


Sodium  nitrite 1 gr. 

Phenobarbital 'A  gr. 


*Cirotid  Sinus  Relies 


IRWIN,  NEISLER  & CO. 


D E CAT  U R, 


ILLINOIS 
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Classic 

Treatment  in 
Hypertension* 


just  two  tablets  at  bedtime 

iloid 


alseroxylon,  2 mg. 


When  more  potent  drugs  are 
needed,  prescribe  one  of  the  con- 
venient single-tablet  combinations 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 
or 

Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium 
chloride  dihydrate  250  mg. 


* 

Because 

Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  serious  side  effects 
. . . the  smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  a lower  incidence  of  certain 
unwanted  side  effects  than  is  reserpine...and 
with  a lower  incidence  of  depression.  Toler- 
ance does  not  develop. 

Rauwiloid  can  be  initial  therapy  for  most 
hypertensive  patients. . . Dosage  adjustment  is 
rarely  a problem. 


Many  patients  with  severe  hypertension  can  be  main- 
tained on  Rauwiloid  alone  after  desired  blood  pres- 
sure levels  are  reached  with  combination  medication. 


NorthridgCf  California 


"Doctor,  I get  so  mad  at  everyone  when  I diet." 

‘Dexamyl’  Spansule  capsules  provide  single-dose  daylong  appetite  con- 
trol and  an  often  remarkable  mood  improvement.  A feeling  of  serene 
optimism  frequently  replaces  the  tension  and  irritability  so  characteristic 
of  the  dieting  patient. 

When  your  overweight  patient  is  listless  and  lethargic,  ‘Dexedrine’ 
Spansule  capsules  w"!!!,  in  addition  to  curbing  appetite,  provide  gentle 
stimulation. 


DEXAMYL* 

(‘Dexedrine’  plus  amobarbital) 


for  most  overweight  patients 


Tablets  • Elixir  • Spansule*  sustained  release  capsules 
In  listless  and  lethargic  overweight  patients — oEXEDRiNEf 


SMITH  KLINE  & FRENCH  LABORATORIES 


*T.M.  Reg.  U.S.  Pat.  Off. 


tX.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 
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